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Medical students and end-of-life decisions:

the influence of religion
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The objective of this study was to see if medical students’
attitudes about medically assisted dying were influenced by
their religious background and current beliefs. A cohort study
was conducted using a self-completion study questionnaire in
a large UK medical school. In total, 400 out of 505 question-
naires were completed (79%). The study population’s char-
acteristics are summarised as follows: mean age 22.7 years
(range 18-44); 68.5% believe in god, 31.5% have no belief in
god; religious background: Christian 45%, Hindu 16.5%, Muslim
22%, Other 10% and None 7%. The majority of students did
not agree with euthanasia and physician-assisted suicide in
the study scenario. Those who had a belief in god were more
likely to disagree with actions that hasten death. The findings
show this was particularly the case with students from a Mus-
lim background. Gender was not related to overall agreement
with actions that hasten death; being older, a finalist and a
graduate were weakly associated with a greater likelihood

of agreeing with such acts. This is an important issue which
warrants further enquiry. The demographics of the UK medical
population continue to shift, containing a higher proportion
of people from Asia and with Asian British backgrounds than
the general population. This study provides us with a basis for
further exploration of the potential for disparity between the
opinions of the UK population and those of medical work-

ers and trainees, and how that might inform decisions about
patient care at the end of life.

KEYWORDS: End-of-life, religion, euthanasia

Introduction

Euthanasia has been defined as a ‘deliberate intervention
undertaken with the express intention of ending a life to relieve
intractable suffering”! The subject of euthanasia and physician-
assisted suicide (PAS) (the intentional and wilful ending of one’s
own life with the assistance of a physician, with a view to reducing
suffering and ensuring a patient experiences a ‘good death’),

is a multifactorial, contentious issue which has been debated
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for centuries. Opinions continue to remain polarised among the
public, professional and religious bodies in many countries, and the
issue remains on the public agenda through a series of high profile
legal challenges to the existing law in the UK.

In the UK the influence of religious belief on doctors’ decision
making and the advice they give to their patients was brought into
contention in 2011 with the case of Dr Richard Scott, a Christian
GP, who was accused of ‘pushing’ religion on to his patients
and subsequently reprimanded by the General Medical Council
(GMC).2 GMC guidance to medical professionals about this issue
states:

You must not express to your patients your personal beliefs,
including political, religious or moral beliefs, in ways that exploit
their vulnerability or that are likely to cause them distress.’

The medical population of the UK contains a higher proportion
of people from ethnic minority backgrounds than the general UK
population, especially Asian and Asian British doctors whose levels
of religious belief and practice tend to be somewhat higher than
those of white, European doctors.” Doctors of Buddhist, Hindu,
Jewish and Muslim faiths are more common in the UK medical
population when compared with the UK general public, who are
more likely to be of Christian faith. Even within different fields
of medicine there are variations and measurable trends in the
religious and ethnic makeup of doctors.

Palliative care physicians who frequently deal with end-of-life
decisions are more likely to be Christian, white and report being
‘very or extremely religious’ than doctors in other specialties, while
those specialties involving care of elderly patients contain more
Asian doctors, and, linked to this, more Hindu or Muslim doctors.
In view of this, the degree to which the religious views of doctors
influence medical decision making in ethically controversial areas
deserves examination.

A survey of UK doctors asked whether a person with an incurable
and painful disease from which they will die, should be allowed
by law to end their life. The results demonstrated that roughly
one-third agreed while almost two-thirds disagreed. Additionally,
doctors working in palliative care were more likely to disagree with
assisted dying.®

The current policy of the British Medical Association (BMA) on
euthanasia and PAS is unequivocal: it should remain illegal in the
UK. However, it recognises patients’ right to refuse life-prolonging
treatment.® In contrast, 82% of the British public would support a
law change to allow people with a terminal illness and unbearable
suffering to receive medical assistance to die.”
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As more countries such as the Netherlands, Belgium,
Switzerland, Luxembourg, Canada and Columbia, and the states
of Oregon, Washington, Vermont and California in the USA, have
decriminalised assisted dying in sorme form or other,® pressure is
mounting within the UK to follow suit. It is therefore important to
gauge the opinion of current and future UK medical professionals
on this issue (the Royal College of Physicians has carried out
surveys of its members in 2006 and 2014 — see Porter et al in this
issue.).

A systematic review of studies describing the attitudes of UK
doctors towards euthanasia and PAS over a 20-year period has
shown that most UK doctors oppose the introduction of both
active voluntary euthanasia (AVE) and PAS in the majority of
studies.® Seale’s study compared medical attitudes directly with
those of the general public, showing that the two groups differ
significantly, with doctors being largely opposed to, and the
general public being largely in support of, a change in the law to
allow assisted dying.”® Opposition to assisted dying by doctors
and the general publicis associated with a strong religious
belief.>'

Studies of the views of medical students have been carried out
in a number of countries, and these are important in gauging
the likely attitudes of future generations of doctors. Marini et al
showed that Swiss medical students were more in favour of PAS
and euthanasia than practising oncologists and, in particular,
palliative care physicians.”” A study in 1992 showed that 77 % of
third and fourth year medical students at the University of Miami
felt that there was a moral justification to assist in a patient’s
death.’ In spite of this, only a minority said that they would be
willing to administer medications to cause a respiratory/cardiac
depression or a cardiac arrest (6% and 1% respectively). In 1999,
another study found that less than half of 96 respondents (3rd
year medical students from Atlanta, USA) thought that assisting a
patient to die was morally justified'® and in 2006 a study showed
that more than a third of the 5th year German students thought
that PAS in certain situations was ethically acceptable.”

Most religious teachings emphasise the importance of the
sanctity of life. Medical students with strong religious beliefs are
more likely to oppose euthanasia and PAS; two small studies of
students in Holland"™ and New Mexico'® respectively support this,
with a larger Norwegian study which included medical students in
a multiprofession survey, finding that Christian students were less
supportive of both euthanasia and PAS than students of another
faith or without definable faith.” A Puerto Rican study of medical
students, by contrast, found religious affiliation to be unrelated to
opposition to euthanasia or PAS."® In the UK the views of medical
students remain relatively unstudied, the exception being a survey
of 162 students in Glasgow reporting opinions on withdrawal of
treatment which did not, however, investigate the influence of
religious views.® In view of the dearth of UK studies of medical
student attitudes and evidence about the changing ethnic and
religious composition of the UK medical population, our study
aims to begin to explore the influence of religion on British medical
students’ views on euthanasia and PAS.

Aims

This study examines British medical students’ opinions on
euthanasia and PAS. It elucidates the influence of students’
religious background, age, gender, year of study and strength of
religious belief on these issues.
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This study draws on some hypotheses, based on earlier studies.

1 Male medical students will be more supportive of euthanasia
and PAS than female medical students.”™"’

2 Support for euthanasia and PAS will increase with age.

3 Support for euthanasia and PAS will increase from the first
year of study to the final (5th) year.?°

4 Religious background and strength of religious belief will
influence a person’s attitude to euthanasia and PAS."®7®

20,21

Method

A survey, using a self-completion questionnaire, of first and final
year medical students at Barts and the London School of Medicine
and Dentistry (located in the east of London) was conducted.
Ethical approval for the study was granted by the university ethics
committee (Queen Mary, University of London). Questionnaires
were handed out at the start of a lecture and collected at the end
by one of the authors. Of the 505 questionnaires handed out, 400
(79%) were completed. The questionnaire was introduced with

a short description of the study, confirmation of confidentiality
and anonymity, and assurances that there was no compulsion

to take part. Consent was assumed by the completion of the
questionnaire.

Characteristics of respondents (age, year group, graduate status,
religious background (ie the religion the student was brought up with)
and current religious belief (atheist, agnostic or theist) were collected
via the questionnaire. In addition, the questionnaire showed five
scenarios based on a summarised case and the subsequent actions
of adoctor (see Table 1 and Appendix 1). Respondents were asked to
score their agreement/disagreement with these actions using a Likert
scale. The last question was a simple yes or no answer to the question
of whether they thought that they personally could administer a
lethal injection in a similar situation.

Analysis

Data were analysed using SPSS. Univariate statistics describe the
responses to individual attitude questions (Table 1). Attitude items
one to five were then added together to produce a scale (called
‘Agree’) ranging from five (meaning the respondent strongly
disagreed with all of the items) to 25 (meaning the respondent
strongly agreed with all of the items). The mean of this scale
was 14.5 (SD=3.9) and its skewness was 0.10 (SD=0.12). Each
contributing item correlated positively and significantly (p<0.005)
with the overall scale. The bivariate relationships between
independent variables and the agreement scale (the dependent
variable) are shown in Table 2.

The sample of participants consisted of a higher proportion
of people with Hindu and Muslim backgrounds than one would
expect from national statistics on the ethnic origins and religious
faiths of UK doctors. These show that 12% of the UK medical
population in 2008 were ‘Asian’ (NHS Information centre
2010).2% A 2008 survey of a nationally representative sample
of UK doctors found 52% reporting that they had a Christian
faith, 7.5% Hindu and 5.8% Muslim faith.” The relatively high
proportion of these students indicating that they are from Hindu
and Muslim backgrounds reflects the particular characteristics
of the participating hospitals, Barts and the London School of
Medicine, which are located in the East End of London, an area
with a higher representation of people from Hindu and Muslim
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Table 1. Attitudes to ending life: levels of agreement with action described (N=400)

Strongly disagree Disagree

Neither agree nor disagree

Agree Strongly agree Mean*

1. Mrs X is medically well. She is deemed competent. She wishes for the ventilator to be withdrawn. The consulting physician switches off

the ventilator.

9% 20% 13%

L4% 14% 333

2. Mrs X is medically well. She is deemed competent. She wishes to die. She asks her consulting physician to help her die. The physician
agrees to assist death by personally, slowly, increasing her morphine dose.

21% 36% 15%

23% 5% 2.54

3. Mrs X develops a chest infection. She falls into septic shock and eventually into a coma. The doctors on ICU agree that she is brain
dead and consult the family to switch off the ventilator. The consulting physician switches off the ventilator.

3% 6% 1%

51% 29% 3.97

4. Mrs X is medically well. She is deemed competent. She wishes to die. She asks her consulting physician to help her die. The physician
agrees to assist death personally administering a lethal injection of potassium chloride.

36% 35% 13%

13% 3% 212

5. Mrs X is medically well. She has severe cognitive impairment as a result of her disease. She wishes for the ventilator to be withdrawn.

The consulting physician switches off the ventilator.
16% 38% 23%

Yes

20% 3%
No

2.56

6. Do you think you, as a doctor, could administer a lethal injection (eg potassium chloride) to a competent patient, like Mrs X, who

wishes to die? (Please again assume that such an action is legal.)™

24%

76%

*5 means high agreement; 1 means high disagreement
“Three respondents did not answer

communities than the national average.?? Students from a Muslim
family background were particularly likely to indicate that they had
a current belief in a god. People from a Christian background were
considerably less likely to say this.

Table 1 shows that support for the actions in question two and
four is lowest. These are both actions which involve introducing
a substance into the body with the intention of causing death.
Question four, which has the lowest support, in particular deals
with the administration of a potassium chloride injection which
has no therapeutic purpose and whose sole purpose would
therefore be to bring about death. Lack of support for this
action is also evident in the answers to question six. Support
is at its highest for the action described in question three,
which involves withdrawing ventilation, an action that is
legal in the UK.

The results in Table 2 show that gender is not related to overall
agreement with actions that hasten death. Being older, a finalist
and a graduate are weakly associated with a greater likelihood
of agreeing with such actions. Being a non-believer is more
strongly associated. People from Muslim family backgrounds are
particularly likely to disagree with actions that hasten death.

Discussion

This study has shown, first, that in this cohort there is an overall
opposition to acts which involve hastening death, excluding
withdrawal of ventilation. It seems likely, given these results, that
the majority of these medical students may therefore oppose any
future change in the law in the UK which would legalise medically
assisted dying. Second, Muslim students are significantly more
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likely than students who indicate they belong to other religious
groups, to oppose acts which hasten death and this difference
holds even when students who do not have a religious belief
are excluded from the analysis. Finally, older students, finalists
and graduate-entry students are slightly more likely than other
students to agree with acts which hasten death.

Despite the fact that respondents were told to assume that
the actions of the doctor in the scenarios were legal, the results
demonstrate that students still make a clear distinction between
letting die and killing. This is in keeping with St Thomas Aquinas’
doctrine of double effect which states that an action with
potential harmful effects is justifiable if the nature of the act is
itself good or at least morally neutral, if the agent intends the
good effect and if the good effect outweighs the bad under
circumstances sufficiently grave to justify causing the bad effect.?®
The results also demonstrate that the situation of the patient
and the mode of hastening death are important to the students.
For example, there was greater opposition to the use of a lethal
injection of potassium chloride to hasten death than using an
overdose of morphine.

All the scenarios concern a patient with the same condition, and
consequently we cannot extrapolate the results to all patients.
However, this condition was chosen because it frequently
generates support for PAS and euthanasia, and withdrawal of
ventilation does often occur. Further research could consider other
situations and patients with other conditions.

The difference of opinion between Muslim students and other
theist and atheist students shown in the results is relevant as
the demographics of the UK medical population continues
to shift. Seale demonstrated that compared with the general
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Table 2. Agreement (score on ‘agree’) by

characteristics of respondent

N Mean (95% CI) SD p-value
Gender
Male 161 149 4.2 0124
Female 239 14.2 37
Year
First year 232 141 3.9 0.009*
Final year 168 15.1 3.9
Graduate
Graduate 187 148 3.9 0.009*
entry
Non 213 14.2 3.9
graduate
entry
Belief
Beliefingod 274 13.8 3.9 <0.0005*
No beliefin 126 16.2 35
god
Background
Christian 179 154 (14.8-16.0) 3.9 F=12.7;

p<0.0005*

Hindu 66  14.6(13.7-156) 3.7
Muslim 88 12.1(11.4-129) 3.5
Other 33  147(135-16.0) 3.5
None 34 15.7 (145-17.0) 3.5
Age

NA NA NA 0.015 (’=0.122

for correlation of
age with ‘agree’)

*Two respondents did not give their age
“*Based on ANOVA (Levene’s test for homogeneity of variance p=0.193)

population they serve, the UK medical population contains
more doctors from Asian and Asian British backgrounds,

and that some other ethnic minorities are also more highly
represented in the medical workforce than in the general
population.” Figures describing the ethnic composition of

the NHS medical workforce suggest that this difference has
increased over the past 20 years or so. In 2010,%% 59.0%

of doctors working in hospital specialities who stated their
ethnicity described themselves as ‘white’; the same figure
from 1991, nearly 20 years previously, was 72.0%.%° In 2010,
Asian and Asian British doctors constituted 28.5% of this
workforce, black and black British 3.6%, Chinese 2.2%, and
another ethnicity 6.6%. The same figures from 1991 are 12.4%
Asian, 5.0% black, 1.2% Chinese and 9.5% another ethnicity.
Seale also found that the type of religion followed by doctors
differs somewhat from the general population, particularly in
relation to the Hindu and Islamic religion.” It seems likely that
as the numbers of Asian doctors has risen, so also will have the
proportion of Muslim and Hindu doctors.
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It is known that the proportion of Muslims in the medical
population is greater than the proportion in the general
population, and our study shows Muslim medical students have
views that are particularly opposed to allowing euthanasia or
physician-assisted suicide; the legalisation of which, as we showed
in our earlier review of literature, attracts widespread support
within the general UK population, although not in the medical
population. We must therefore consider how the potentially
increasing disparity of views between future doctors and the
population they serve may affect patient care.

Although the respondents in this survey were reporting on
hypothetical situations, there is evidence to suggest that religious
belief, or the lack of it, is associated with the actual clinical
decisions that doctors make in end-of-life care.” This contrasts
with the reported view of some medical students that ‘Religious
beliefs do not influence or have an impact on patient care.? It is,
of course, possible that it is difficult to become consciously aware
of such influences on clinical decision making. Less difficult to bring
to conscious awareness, however, is the matter of whether to talk
to patients about one’s own religious beliefs. Here, the UK GMC is
quite clear in their advice:

Our guidance, which all doctors must follow, is clear; doctors
should not normally discuss their personal beliefs with patients
unless those beliefs are directly relevant to patient care. (Niall
Dickinson, GMC chief executive)f’’

Patients can sometimes ask directly about our faith, especially in
discussions about end-of-life issues. The guidance offered by the
GMC gives examples of where a professional’s beliefs may come
into conflict with certain clinical practices (such as abortion) and
what one should then do. However, there is no guidance on this
subject that relates to end of life issues. Should there be a change
in the law in the UK on euthanasia and PAS, careful thought will
need to be given to guidance and support to doctors concerned
with these matters. This is especially important in view of evidence
that physicians, where these practices are legal (Netherlands and
Belgium), have reported mixed emotions, with more than 80%
stating they could envision becoming involved in a case and an
equally high number reporting that they dreaded the emotional
turmoil involved.®

Religious belief affects many life decisions, both personal and
professional, and it may be naive to imagine that a person’s
religion will not affect their clinical decisions. Our findings suggest
an urgent need for bodies like the GMC to consider more fully how
doctors can manage the personal conflicts and dilemmas that are
likely to occur when their religious beliefs differ from those of their
patients in end-of-life care.

Strengths and limitations

The study had a 79% respondent rate (400 out of 505
questionnaires), with 22% of the respondents stating that they
were from a Muslim background. Of these, 99% were still believers
in a god. The study was limited to one medical school in the UK,
albeit one with an ethnically diverse student body. The study
questionnaire was limited to one case study concerning motor
neurone disease, but this disease was used as it is a commonly
cited disease in debates on these subjects. Further exploration
would be valuable into the views of believers from other religions
towards assisted dying, PAS and euthanasia, as well as exploring
the views of those with no religious belief.
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This study, and the others referenced here, are all relatively small
and should be the beginning of a larger exploration of views in this
area. As part of future research, it would be useful to examine the
influence, for example, that geographical location has on attitudes
towards assisted dying. Is there a disparity between beliefs
between and within countries, or even an urban vs rural divide?

Conclusion

This study found that within this cohort in east London, medical
students who stated they had an active religious belief, and in
particular students of Muslim faith, were likely to disagree with
actions that hasten death. Gender was not found to be associated
with a particular opinion on this subject; however, being older, a
final year or a graduate were weakly associated with a greater
likelihood of agreeing with such actions. The findings in this

paper are especially relevant when we consider the changing
demographics of the UK medical population, which contains a
higher proportion of people from Asia and Asian backgrounds
than the general population. There is a need for research on a
wider scale into this issue, exploring the broad range of factors
that can influence attitudes on medically assisted dying, including
cultural considerations more widely. This article can perhaps aim
to serve as a starting point to a valuable debate that has not been
fully addressed in the UK. Any debate would need to be inclusive
and involve all religions and secular groups who represent the
views of the population and all those who will at some point rely
on end-of-life care in this country. m

Supplementary material

Additional supplementary material may be found in the online version
of this article at http://futurehospital.rcpjournal.org
S1 - Questionnaire
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