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ABSTRACT

Background: The concept of a good death is central to end-of-life care research. Despite its im-
portance and the high interest in the topic, there are few measures currently available for use
in clinical research.

Purpose: The present work describes the development and testing of a set of items intended
to measure the importance of several components posited to be critical to the concept of a
good death. It is intended for use with health care providers and lay people in the context of
end-of-life care research and education.

Population: Four cohorts (n 5 596) were recruited to participate, representing two helping
profession disciplines, nonhelping professionals, and a range of ages, specifically: (1) under-
graduate medical students; (2) master’s degree students in nursing; (3) graduate students from
the life sciences; and (4) practicing hospice nurses.

Methods: Participants completed self-report questionnaires at baseline and retest. Psycho-
metric analyses included item frequency distributions, factor analysis, a reliability, intraclass
correlation, and measures of association.

Results: The new Concept of a Good Death measure demonstrated good item frequency dis-
tributions, acceptable internal consistency reliability, and test-retest stability. Its factor struc-
ture revealed that three distinct domains are measured, reflecting the psychosocial/spiritual,
physical, and clinical aspects of a good death. An examination of patterns of correlations
showed differential associations with death anxiety, spiritual beliefs and practices, anxious
mood, and sociodemographic characteristics.

Conclusions: The new Concept of a Good Death instrument appears to measure three dis-
tinct factors which people consider important to a Good Death. Ratings of the importance of
these factors are reliable and valid. The instrument has the advantage of being a brief, self-
report index for use in end-of-life care research.
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INTRODUCTION

THERE HAS BEEN A VAST and longstanding in-
terest in the concept of a “good death” across

disciplines over the past several decades. A re-
cent MEDLINE search revealed that 121 articles
had been published between 1966 and July 2002
for which “good death” was a keyword. These
articles, published in medical and nursing jour-
nals, highlighted not only the interest and im-
portance of the construct, but also the need for
well-validated measures of the construct as an in-
tegral part of evaluating quality of care at the end
of life.1 The purpose of the present work was to
describe a new instrument for the measurement
of the dimensions that comprise one’s concept of
a good death. This instrument was initially in-
tended for use with health care provider trainees
(i.e., medical students and nursing students) to
evaluate how their concept of a good death
changes over the course of training. It could also
be used with practicing health care providers and
lay people in the context of research to improve
the quality of care at the end of life, and to eval-
uate the impact of medical curriculum to teach
palliative care.

Past research on concept of a good death has
revealed that distinct concepts are held by pa-
tients, health care providers, and family mem-
bers. For example, some research suggests that
patients are more focused on the psychosocial
rather than clinical aspects of dying, such as not
being a burden, loss of control, and strengthen-
ing relationships with loved ones, rather than
physical or psychological symptoms.1,2 More re-
cent research suggests that patients focus on a
broad range of biomedical, existential, relation-
ship, and communication issues, whereas physi-
cians are more oriented toward a biomedical per-
spective.3–5 These differences in perspective
between patient and physician may be a function
of role, and thus changeable when physicians be-
come patients or vice versa. Alternatively, the dif-
ferences in perspectives may relate to the med-
ical school training itself, as suggested by recent
work by Walden-Galuszko et al.6–7 reporting that
first-year medical students’ concept of a good
death was traditional (i.e., dying at home and sur-
rounded by loved ones) whereas medical profes-
sionals who were further along in their training
conceptualized a good death as fast, sudden, and
with good symptom control. Other factors that
have been found to influence one’s concept of a

good death are having witnessed someone else’s
death,8 one’s cultural heritage,9,10 having an ac-
curate assessment of one’s prognosis,11 having an
accurate understanding of the utility of life-sus-
taining treatments for one’s actual situation,12

and having engaged in advance care planning.13

Thus, one’s concept of a good death may be
changeable with time, role, and experience. Ac-
cordingly, having information on the stability of
the concept over a short period of time would be
useful for understanding the clinical significance
of conceptual changes over more extended time
frames.

Because most research on concept of a good
death has utilized qualitative methods (for ex-
ample, see Hanson et al.14), there are few formal
measures of concept of a good death. There are
guidelines for measuring the concept,1 and some
helpful models for conceptualizing a good death.
One model proposed by Patrick and colleagues15

suggests that an evaluation of the quality of dy-
ing and death be based on the congruence be-
tween a person’s preferences and their actual ex-
perience, as reported by others, after adjusting for
circumstances surrounding death that may pre-
vent following the patient’s preferences. Another
model, proposed by Stewart and colleagues,16

considers quality of dying in a matrix that in-
cludes the patient/family context, the structure
of care, the process of care, satisfaction with care,
and quality and length of life. A few formal mea-
sures have emerged in the past few years to as-
sess good death, including an attribute checklist,3

a brief, objective observer-assessed tool,17 and a
questionnaire to assess the quality of dying and
death from the perspective of family members af-
ter death.18 The research generated using these
existing methods have led to interesting insights
on concept of a good death, but have not estab-
lished the psychometric reliability or validity of
the measures. We thus were unable to focus on
construct validity utilizing the standard approach
of comparing scores from our new measure with
those of an existing, validated measure. Conse-
quently, we focused on evaluating patterns of as-
sociation between the scores resulting from our
measure and other constructs that we believed
would be related to Concept of a Good Death.

Our aim for this new measure is to be able to
apply it toward a variety of studies aimed at im-
proving quality of life at the end of life. These
studies would include comparisons of different
groups of health professionals, both in training
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and in the field. It would also include lay people,
who may be patients themselves, family members
of patients, or people in the community who are
the target for community outreach educational ef-
forts. Accordingly, the present study included
four cohorts of participants: medical students,
nursing students, graduate students in a non-
health profession discipline, and hospice nurses.
This sampling scheme was intended to ensure
representation across two helping profession dis-
ciplines, and to introduce variability in age, ca-
reer choice, and experience with death.

METHODS

Subjects and procedure

This study was designed both to validate the
new measure of Concept of a Good Death and to
consider differences between known groups with
regard to this construct, the latter of which will
be reported elsewhere. Accordingly, four cohorts
of volunteers were recruited for this study: (1) un-
dergraduate medical students from the Univer-
sity of Massachusetts Medical School; (2) master’s
degree students in nursing from the University
of Massachusetts Graduate School of Nursing; (3)
graduate students from four interdisciplinary life
sciences programs (i.e., molecular and cellular bi-
ology; neuroscience and behavior; organismic
and evolutionary biology; plant biology) at the
University of Massachusetts Amherst; and (4)
practicing hospice nurses. Potential participants
were recruited via the administrative office of
their educational program or hospice, for stu-
dents and practicing hospice nurses, respectively.
All participants completed the questionnaires,
and blinded forms were then sent to the Univer-
sity of Massachusetts Medical School Office of
Medical Education, where the forms were
scanned into an electronic database for analysis.
This project was deemed exempt from review by
the Human Subjects Committee. Accordingly, in-
formed consent was inferred by dint of the par-
ticipant’s returning the completed forms.

Design

Two waves of data collection were imple-
mented for this study. The first wave comprised
cross-sectional data from 390 medical students as
part of a larger data collection effort led by the
Office of Medical Education. This questionnaire

included the Concept of a Good Death measure
and open-ended questions about intended spe-
cialty, prior experience with death, and religion.
The second wave of data collection comprised
collecting baseline and retest data from the four
cohorts of participants. In this wave, the above-
mentioned questionnaires were supplemented
with questionnaires intended for construct vali-
dation (described below under Measures). The
retest packet was to be distributed and collected
1 to 2 weeks later, and did not include the con-
struct validity questionnaires. Consequently,
sample sizes for the analyses vary. Data from 596
participants (451 medical students, 47 nursing
students, 48 life science students, and 50 hospice
nurses) were available for factor analyses. Data
from a subset of 194 participants (61 medical stu-
dents, 40 nursing students, 43 life science stu-
dents, and 50 hospice nurses) with complete data
were available for evaluating the patterns of cor-
relations, internal consistency, and test-retest sta-
bility of the measure.

Measures

The Concept of a Good Death measure consists
of 17 descriptive statements of the various com-
ponents that might be considered important to
one’s concept of a good death. The work sought
to build on the concepts of Walden-Galuszko6–7

of a traditional versus modern death, and to in-
clude dimensions that are increasingly recog-
nized as important at the end of life, including
spiritual peace, acceptance, closure with family
and friends, pain, etc. The individual items were
gleaned from discussions with clinicians as well
as the published lay and professional litera-
ture.6,7,17,20–24 The item pool was reduced in fur-
ther discussions with our own research team to
eliminate redundant items. The new measure
asks respondents to indicate the importance (not
necessary [1] to essential [4]) of the 17 distinct
characteristics to their concept of a good death
(see Table 1 for items and Appendix A for copy
of measure). Subscale scores are created by sum-
ming the items within the subscale.

Because the construct of interest (i.e., Concept
of a ‘Good Death’ is not one for which there are
multiple existing measures or for which one
would expect high associations with other qual-
ity-of-life constructs,25 we did not examine con-
struct validity per se but rather explored patterns
of associations between the new measure and
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four standardized scales to provide descriptive
evidence of the construct. The first scale, the
Death Attitude Profile—Revised,26 is a 32-item
measure that includes subscales addressing
death acceptance and avoidance. Within the
death acceptance subscales, neutral acceptance
measures the view of death as a reality that is
neither feared nor welcomed; approach acceptance
measures the view of death as a gateway to a
happy afterlife; and escape acceptance measures
the view of death as an escape from a painful ex-
istence. Within the avoidance subscales, the fear
of death subscale measures negative thoughts and
feelings about the state of death and the process
of dying, whereas death avoidance assesses the ex-
tent to which a person avoids thinking or talk-
ing about death in order to reduce death anxiety.
Items are rated on a seven-point Likert scale
ranging from “strongly agree” to “strongly dis-
agree.” The measure has demonstrated reliabil-
ity and validity, and there are established gen-
der- and age-related norms.26 The second scale,
the Tension-Anxiety subscale of the Profile of Mood
States (POMS),27 is a nine-item adjective check-
list with Likert scaled items that asks respon-
dents to indicate how much they have experi-
enced these feelings in the past week (not at all
[1] to extremely [5]). Three subscales from the
brief form of the Ryff Happiness Scale28 were in-
cluded to look at associations with measures of
existential well-being. Personal growth assesses a
sense of continued growth and development as
a person; purpose in life assesses the belief that
one’s life is purposeful and meaningful; positive
relations with others assess the possession of qual-
ity relations with others.28 Each subscale contains
three items, and asks respondents to endorse
positively and negatively worded statements re-
flecting the construct on a Likert scale (strongly
disagree [1] to strongly agree [6]). Importance of
spiritual practice was measured using one Lik-
ert-scaled item (not at all [1] to a great deal [4]).
Additionally, two aspects of spiritual well-being
were assessed by the Brief Spiritual Beliefs Inven-
tory.29 This 15-item scale contains two subscales.
The beliefs and practices subscale assess religious
believes and practices, as well as belief in a
supreme being. The social support from the reli-
gious community assesses the extent to which one
experiences social support from one’s religious
or spiritual community. Finally, sociodemo-
graphic characteristics (age, gender, ethnicity, re-
ligion) and training/experience (year of training,

experience with dying patients, and specialty)
were queried.

Statistical analysis

Item frequency distributions were examined to
ascertain whether score distributions sampled the
full range of anchors. Factor analysis with a pro-
max rotation was done on the ratings of items
from the Concept of a Good Death measure. In-
ternal consistency reliability was evaluated using
Cronbach a,30 and test-retest stability was as-
sessed with the intraclass correlation coefficient.31

Patterns of association between the Concept of a
Good Death subscales and other measures were
evaluated with Pearson correlation coefficients, t
tests, and analysis of variance, as indicated in
Table 2.

RESULTS

Sample

There were a total of 596 participants in this
study, including 451 medical students, 47 nurs-
ing students, 48 biology students, and 50 hospice
nurses. Sixty-three percent of the participants
were female, and 83% were Caucasian. The mean
age was 29.8 years (standard deviation [SD] 8.3),
with a range from 21.8 to 60.9.

Item frequency distributions

An examination of the item frequency distri-
butions, means, and standard deviations sup-
ported the idea that respondents used the full
range of possible responses. Table 1 shows the
percent of respondents who endorsed the items
as “essential.” It should be noted that one item,
“That family and doctors follow the person’s
wishes,” was considered essential by a large pro-
portion of the sample (79%), and seven items
were considered essential by a small proportion
of the sample. While this relative lack of vari-
ability may not be ideal from a psychometric per-
spective, we decided to retain the items in the in-
terest of content validity because they are
generally considered central to the general con-
struct of Good Death.

Factor analyses

Results of the factor analysis suggested three
distinct domains measured by this set of items.

CONCEPT OF A GOOD DEATH 579



The three factors explained approximately 69% of
the variance in the data (Table 1). The first factor
contained nine items. Review of the item content
for the items loading on this factor reveal that the
majority of the items have to do with psychoso-
cial and spiritual aspects of dying, therefore this
factor is referred to as closure. It had high inter-
nal consistency, and explained approximately
38% of the variance. The second factor contained
three items, addressing mental alertness, ability
to communicate, and control of bodily functions,
therefore this factor is referred to as personal con-
trol. It had high internal consistency and ex-

plained approximately 19% of the variance. The
third factor contained five items that focused on
the clinical or biomedical aspects of the dying ex-
perience. This factor is therefore is referred to as
clinical. It had moderate internal consistency and
explained approximately 12% of the variance.
The inter-subscale correlations were small to
moderate in magnitude (closure and personal
control r 5 0.20; closure and clinical criteria r 5
0.38, and personal control and clinical criteria r 5
0.31), suggesting that they measure related but
relatively independent domains within concept
of a good death.
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TABLE 2. PATTERNS OF ASSOCIATIONS WITH CONCEPT OF GOOD DEATH MEASURE

Measure Closure Personal control Clinical

Death Anxiety Profilea
Fear of death 0.06 (0.40) 0.25 (0.00004) 0.02 (0.79)
Death avoidance 20.02 (0.83) 0.24 (0.0007) 0.14 (0.06)
Approach-acceptance 0.18 (0.02) 20.19 (0.009) 0.09 (0.19)
Escape-acceptance 0.14 (0.06) 20.03 (0.65) 0.19 (0.009)
Neutral-acceptance 20.002 (0.98) 20.10 (0.15) 0.08 (0.27)

Profile of Mood Statesa
Tension-anxiety 20.03 (0.073) 0.21 (0.003) 0.02 (0.77)

Ryff Happiness Scalea
Personal growth 0.11 (0.13) 20.006 (0.94) 20.03 (0.65)
Purpose in life 20.003 (0.67) 20.01 (0.88) 20.05 (0.51)
Positive relations with others 0.15 (0.03) 20.15 (0.04) 0.11 (0.14)

Systems of Belief Inventorya

Beliefs and practices 0.24 (0.001) 20.14 (0.05) 0.12 (0.11)
Social support from religious 0.25 (0.0004) 20.18 (0.01) 0.06 (0.45)

community

Agea 0.19 (0.02) 20.31 (,0.0001) 0.20 (0.01)

Genderb Mean (SD)
Male (38) 2.86 (0.43) 2.25 (0.77) 2.11 (0.41)
Female (153) 3.07 (0.40) 2.11 (0.85) 2.27 (0.51)
t statistic (p value) 22.6 (0.005) 0.84 (0.40) 21.8 (0.07)

Race/ethnicity
Caucasian (159) 3.05 (0.41) 2.05 (0.80) 2.23 (0.48)
Others (32) 2.97 (0.43) 2.63 (0.83) 2.28 (0.57)
t statistic (p value) 0.92 (0.36) 23.68 (0.0003) 20.46 (0.65)

Importance of spiritual
practice
Not at all (31) 2.82 (0.40) 2.46 (0.80) 2.23 (0.44)
A little (43) 3.02 (0.40) 2.36 (0.86) 2.25 (0.56)
Somewhat (52) 3.07 (0.41) 2.08 (0.83) 2.28 (0.50)
A great deal (55) 3.12 (0.42) 1.87 (0.72) 2.21 (0.50)
F-statistic (p value) 3.8 (0.01) 4.84 (0.003) 0.13 (0.94)

aValues presented were Pearson correlation coefficients and p values to test H0: r 5 0 in parentheses.
bComparisons were done using t tests. Values presented are mean scores and standard deviation in parenthesis.



Test-retest stability

Intraclass correlation coefficients (ICC) sug-
gested moderately high stability in the closure,
personal control, and clinical criteria subscale
scores over the retest period (ICC 5 0.66, 0.83,
and 0.70, respectively; mean 5 14.7 days, SD 5
12.5; range, 1–65 days). When analyses were strat-
ified by the amount of time between baseline and
retest instances, we found that test-retest stabil-
ity increased by 2 to 10 points when the retest pe-
riod was 10 days or fewer, although the overall
group’s ICCs were still contained in the shorter
retest subgroup’s 95% confidence interval (CI)
(Table 1).

Patterns of associations

Table 2 presents the coefficients of association
between the three new subscales, comparison
measures, and sociodemographic characteristics.
Closure was associated with approach-accep-
tance, positive relations with others, spiritual be-
liefs and practices, spiritual support from the re-
ligious community, being older, being female,
and reporting that spiritual practice was more im-
portant. Personal control was associated with fear
of death, death avoidance, approach-acceptance,
tense-anxious mood, not endorsing spiritual be-
liefs and practices, not endorsing spiritual sup-
port from the religious community, being
younger, being an ethnicity other than Caucasian,
and reporting that spiritual practice was less im-
portant. Clinical criteria was associated with es-
cape-acceptance and being older. All of these co-
efficients were small-to-moderate in magnitude,
suggesting that the new subscales measure con-
structs distinct from but conceptually related to
death anxiety, anxious mood, existential well-be-
ing, and spirituality. The subscales were differ-
entially associated with age, gender, and ethnic-
ity, suggesting that concept of a good death varies
in the population according to experience and
cultural background.

DISCUSSION

The results of the present study suggest that
the items that comprise the Concept of a Good
Death instrument measure three distinct do-
mains. Higher scores on a subscale reflect in-
creasing importance of that domain of Concept
of a Good Death. The first, closure, reflects the

psychosocial or spiritual aspects of good death,
and is associated with belief in an afterlife ex-
perience, having meaningful social support,
spiritual beliefs and practice, and being older
and female. The second domain, personal con-
trol, focuses on the more physical aspects of the
dying experience, and is associated with more
negative attitudinal and mood indicators, and
with not having a spiritual or religious connec-
tion. It was also associated with being younger
and from a minority group. The third domain,
clinical, reflects the more biomedical aspects of
a good death, and was associated with a per-
spective that death is a relief from the negative
aspects of life on earth, and being older. It
should be noted that the associations with age
reported above may reflect group membership
rather than age, because hospice nurses tended
to be older than nursing students, biology grad-
uate students, and medical students (in that or-
der). Results of the reliability analyses suggest
that scores based on each of the three sets of
items have acceptable internal consistency reli-
ability and test-retest stability.

These three subscales are likely to be useful for
studying differences between various healthcare
providers and lay populations (e.g., dying pa-
tients, the general public, etc.), and for evaluat-
ing change over time. Because the measure dem-
onstrates high test-retest stability, especially
when the retest is given within 10 days of the
baseline, the measure is likely to be sensitive to
meaningful changes in concept of a good death
over time and experience, and thus will be a use-
ful tool for a broad range of studies related to at-
titudes toward end of life. We are optimistic that
the psychometric properties described herein
would be comparable on these other populations
but note that this remains an empirical question.

In general, we found that the items contained
in the Concept of a Good Death measure dem-
onstrated variability in response (i.e., most items
did not elicit the same endorsement from the
study participants). There were several excep-
tions, however. The item, “That family and doc-
tors follow the person’s wishes,” was rated as es-
sential by 79% of the sample. The items
“remained at home,” “lived until a key event,”
“mental alertness until the end,” “control of bod-
ily functions,” “sudden and unexpected,” “with-
out technical equipment,” and “occurs during
sleep” were rated as essential by 2% to 7% of the
sample. While some approaches to instrument
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development would suggest omitting items with
lower variance, given the purpose of this instru-
ment, a measure that did not include such items
would seem to suffer in content validity. We be-
lieve that such an item will prove useful in stud-
ies of advance care planning interventions (e.g.,
congruence between providers and patients on
the importance of following a patient’s expressed
wishes), medical care curriculum (i.e., a clearer
understanding of the dying experience), other pa-
tient groups (e.g., older patients, family members
after death, hospice patients) and other studies of
quality of care at the end of life (e.g., dying at
home if this is important to the patient).

Given the relevance of recent work on good
death, it would be useful to provide a brief com-
parison of the concepts measured in the Con-
cept of a Good Death measure and those of
Steinhauser et al.3 and Cohen et al.17 Approxi-
mately 60% of the items in the Steinhauser mea-
sure are represented in our measure, with the
remaining items reflecting non-pain symptom
control, specific aspects of social support, pre-
dictability, health care provider approachabil-
ity, and not being a burden. Because Dr. Cohen
was one of the clinicians consulted during our
item development phase, it is not surprising
that the Cohen quality of dying Apgar overlaps
almost completely with our measure. It should
be noted, however, that some non-pain symp-
toms were covered more specifically in the Ap-
gar than in our measure. Concepts addressed in
our measure that were not covered in either of
the other measures were living until a key
event, control of bodily functions, ability to
communicate, shortness of the dying experi-
ence, suddenness, and occurring during sleep.
Thus, the new Concept of a Good Death mea-
sure is a brief measure that covers many of the
same concepts as these other measures, but does
not address all aspects of non-pain symptom
control. Future research might explore interre-
lationships among the three measures in health
care providers, patients, and caregivers.

In summary, the new Concept of a Good Death
measure appears to yield scores that are reliable
and valid in the samples studied here, and has
the advantage of being a brief, self-report index
for use in a broad range of populations. It is our
hope that clinical researchers will be able to use
this new measure to advance the field of end-of-
life care research.
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APPENDIX A. THE CONCEPT OF A GOOD DEATH MEASURE

Please indicate how important each of the following is to your conception of a “good” death.
Not

necessary Desirable Important Essential

1. That it be painless or largely 1 2 3 4
pain-free.

2. That the dying period be short. 1 2 3 4
3. That it be sudden and 1 2 3 4

unexpected. 1 2 3 4
4. That family and doctors follow 1 2 3 4

the person’s wishes. 1 2 3 4
5. That it occur naturally, without 1 2 3 4

technical equipment.
6. That it be peaceful. 1 2 3 4
7. That loved ones be present. 1 2 3 4
8. That the person’s spiritual needs 1 2 3 4

be met.
9. That the person is able to accept 1 2 3 4

death.
10. That the person had a chance to 1 2 3 4

complete important tasks.
11. That the person had an 1 2 3 4

opportunity to say “good-bye”
12. That the person was able to 1 2 3 4

remain at home.
13. That the person lived until a key 1 2 3 4

event.
14. That death occurs during sleep. 1 2 3 4
15. That there be mental alertness 1 2 3 4

until the end.
16. That there be control of bodily 1 2 3 4

functions until death.
17. That the ability to communicate 1 2 3 4

be present until death.


