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Abstract
Objectives. End-of-life (EoL) processes are a complex socio-normative and ethical phe-
nomenon. This study aimed to generate a database of public opinion in Israel concerning
EoL processes and decisions and to identify differences in attitudes across subgroups in the
population, particularly based on experience as a family caregiver of a dying patient.
Methods. This cross-sectional study was performed in late March 2022. The study utilized an
online sample of 605 adults over the age of 50 including those who accompanied a loved one
to their death in the last 3 years. Participants were requested to provide their opinions and
attitudes on several aspects of EoL decisions, including truth-telling, medically assisted dying,
EoL procedures, pre-death actions, and family caregivers’ engagement.
Results. While only 27% and ∼30% of participants support artificial respiration or feeding
(respectively) of terminally ill patients, 66% support analgesic treatment, even at the risk of
shortening life. The data show an association between religiosity and agreement with life-
extending procedures. For example, while 83% of seculars support medically assisted dying,
only 59% and 26% of traditional and religious respondents support it. However, no statistically
significant differences were observed in support of family involvement in EoL process in any
sociodemographic variable.
Significance of results. The results of this study suggest that the Israeli public is relatively
polarized on several issues about EoL processes, specifically patient autonomy and medically
assisted dying. Yet, at the same time, there is a consensus among the Israeli public about certain
EoL elements, particularly the importance of family caregivers in the EoL decision-making
process.

Introduction

End-of-life (EoL) processes are a complex socio-normative and ethical phenomenon.
Terminally ill patients, their caregivers, and the medical teams treating them face a multitude
of related issues, including willingness to be exposed to and accept the truth about the medical
condition of the dying patient, the level of involvement of the medical team in the final stages
of life, the legitimacy of death-inducing procedures, etc. (Carmel 2002; Skene 2016; Velan et al.
2019; Wilkinson et al. 2016).

The public discourse surrounding EoL processes has been expanding in Israel recently. A
national plan for palliative care was established in 2015 at the request of the Ministry of Health;
however, its implementation is still lacking (Shvartzman 2022). Despite some improvements
(Bentur and Sternberg 2019), the extent of palliative services offered in Israel is considered far
from meeting the population’s needs (Fisher-Reif et al. 2016; Shvartzman et al. 2015). Moreover,
the current legal framework in Israel concerning themedical treatment of terminally ill patients,
rooted in the Patient’s RightsAct (1996) and theDying PatientAct (2005), is not fully compatible
with public opinion drifts concerning EoL processes (Bodas et al. 2020; Steinberg and Sprung
2007).

Whether a person is in favor or opposed to an autonomous approach to EoL processes is
dependent on a multitude of sociodemographic factors (Cohen et al. 2014), including gender-
based differences (Carmel 2001), differences based on religiosity (Bülow et al. 2012; Cohen et al.
2014; Terkamo-Moisio et al. 2017; Torke et al. 2020; Verbakel and Jaspers 2010), and religion
(Bodas et al. 2020). Specifically, in Israel, Bodas et al. concluded that an older, highly educated,
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well-earning, secular Jew is most likely to support medical assis-
tance in dying in the context of EoL processes (Bodas et al. 2020).

Other factors may contribute to people’s opinions concerning
EoL processes, including past experiences accompanying a close
relative to their death from a terminal illness (Cooper-Kazaz et al.
1999). In fact, family members’ caregiving for a terminally ill
patient can have an emotional and even physical toll on caregivers,
including depression and anxiety (Chi et al. 2016; Low et al. 2008;
Schulz et al. 2003). Consequently, scholars and clinicians have been
calling for patient-focused yet, at the same time, family-centered
EoL care (Teno et al. 2001; Warner et al. 2021). In the scientific lit-
erature and practice, this is referred to as relational autonomy, i.e.,
the reconceptualization of a patient’s autonomy as a broader term
encompassing the family caregivers (Gómez-Vírseda et al. 2019).

Despite the apparent drift in public opinion toward a more
autonomous approach to EoL decisions and processes, much
remains to be understood about public attitudes concerning these
aspects. This study aimed to generate a database of public opinion
in Israel concerning EoL processes and decisions and to identify
differences in attitudes across subgroups in the population. We
hypothesized that (a) a wide disagreement across studied issues
would be found, reflecting the variety of opinions of the Israeli
multicultural society, (b) perception of EoL decisions will vary
depending on the framing as a socio-normative or personal atti-
tude, and (c) differences will be observed between the opinions of
those who accompanied a loved one to their death and those who
did not.

Methods

Study type and design

This cross-sectional study was performed in late March 2022. The
study utilized an online polling service called iPanel. Since 2006,
iPanel has provided an online platform for various information col-
lection services, including polls and public opinion surveys. The
panel adheres to the stringent standards of the World Association
forMarket, Social, andOpinion Researchers (the European Society
for Opinion and Marketing Research, ESOMAR). Panelists of
iPanel are preregistered to the service and complete surveys for
nominal compensations that build up as they participate in more
surveys. Recruitment of panelists is done from a pool of 130,000
panelists representing different sectors of Israeli society. It is carried
out according to predefined quotas to ensure the representation of
the target population.

Population and sampling

The study population included adults aged 50 years or more in
Israel’s representative sample of this age group. This age group was
chosen to increase the proportion of people whowill report accom-
panying a relative suffering from a terminal illness to their death.
According to the Central Bureau of Statistics of Israel, this group
includes roughly 30% of the population (∼2.8million) (CBS 2019).
The minimum sample size for a representative sample of this age
group, with a 95% level of confidence, a marginal error of a maxi-
mum of 5%, and an expected frequency of the target opinion (70%
support of truth-telling (Bodas et al. 2020)) is 323, according to
OpenEpi Sample Size Calculator (Sullivan et al. 2009). Random
sampling was performed from a pool of more than 150,000 iPanel
panelists with quotas for gender, age (50 years and above), reli-
gion (Jewish/other), and geographical distribution.The samplewas
also varied for other sociodemographic variables, including the

level of education, household income, and religiosity. The final
sample included 605 participants. Of this sample, 297 respondents
reported accompanying a relative suffering from a terminal illness
who passed away during the last 3 years.

Variables and tools

Participants were requested to provide their opinions and atti-
tudes on several aspects of EoL decisions, including truth-telling,
medically assisted dying, EoL procedures (e.g., artificial respi-
ration/feeding and treatment with analgesics), pre-death actions
(e.g., advance health-care directive), and family caregivers engage-
ment (e.g., family involvement in EoLdecisions, death at home, and
informing caregivers of approaching death).

Participantswere filtered based on their report of accompanying
a terminally ill loved one/relative over the past 3 years. Participants
who responded “yes” to this filtering question were prompted to
provide additional responses pertaining to actual experiences.

Most items on the 64-item questionnaire were assessed with
4-point Likert scales, including the categories “Not at all,”
“Somewhat,” “Much,” and “Very much.” Other items were assessed
mainly using binary responses (yes/no), with alternative options of
“do not remember,” “cannot decide,” or “irrelevant”. Items pertain-
ing to similar aspects of EoL decisions, for example, concerning
the treatment of the terminally ill patient by the medical staff,
were tested for validity using the Cronbach’s alpha test. The lowest
alpha value scored was 0.71. The tool can be made available upon
reasonable request to the authors.

Statistical analysis

Descriptive statistics regarding categorical demographic and back-
ground parameters (i.e., gender, place of birth, religion and reli-
giosity, family status, household income, education, profession,
political stand, and accompanied a terminally ill relative to their
death in the past 3 years) are presented as number and percentiles.
Continuous variables (i.e., age and number of members in the
household) are also described as mean and standard deviation.

All questions of interest were compared between age groups,
religious affiliation, political orientation, gender,marital status, and
level of education using the chi-square test. The chi-square test was
also employed to compare attitudes concerning EoL between sub-
jects who accompanied a terminally ill relative and subjects who
did not.

Multiple logistic regression analyses were performed to predict
different EoL socio-normative attitudes. Variables were introduced
into the different analyses based on association in the bivariate
analysis (at a p value level of p ≤ 0.2). Variables were removed
from the model if they were found to be insignificant predictors
(p > 0.05) by a backward elimination method. For the variable
“level of income,” therewere 74missing values, and these caseswere
excluded from the analysis.

Ethical considerations

This study was approved by the Institutional Review Board of
the Sheba Medical Center (Approval No. SMC-7384-20 dated 10
March 2021). All participants completed and signed an online
version of the informed consent form. All data were collected
anonymously. All methods were carried out in accordance with the
ethical standards as laid down in the 1964 Declaration of Helsinki
and its later amendments or comparable ethical standards.

https://doi.org/10.1017/S1478951523000780 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951523000780


Palliative and Supportive Care 1617

Results

Table 1 provides the summary of the sociodemographic breakdown
of the studied sample.Themean age of participants in the final sam-
ple was 62.8 (±8.5 SD), with a minimum of 50 and a maximum
of 83. On average, participants had 3 members in their household
(±1.6 SD), with a minimum of one and a maximum of 9.

Someof the attitudes examined in this study relate tomanipulat-
ing the lifespan of a terminal patient.They relate to life termination,
life sustainment, and palliative treatment. For example, nearly 60%
of participants agreed that doctors should assist a patient in ending
their life if that is what they wish and if the law had permitted this.
Accordingly, nearly 55% of all participants agreed that the State
of Israel should allow institutionalized euthanasia, compared with
30% who opposed it (the remainder 15% were unsure). Moreover,
approximately 50%of all participants indicated that theywould like
to receive assistance in dying. Additional results are provided in
Tables 2 and 3 (see column titles).

When asked about themselves, a majority (∼72%) of all partic-
ipants agree or fully agree to be personally treated with analgesic
treatment, even at the risk of shortening their lives. Only 6%
indicated theywould refuse such treatment.Only about 20%of par-
ticipants indicated that they would much or very much agree to be
connected tomechanical ventilation or artificial feeding. Only 32%
would agree to stop futile treatments for themselves personally if
and when they succumb to a terminal illness.

Other attitudes examined in the study relate to the support
that should be provided at the EoL. These relate to the place of
death, the family’s involvement in the EoL decision-making pro-
cesses, and awareness of the approaching death. Tables 2 and 3
summarize these EoL-related attitudes broken down according to
sociodemographic variables.

There was no difference in attitudes between those who accom-
panied a terminally ill relative to their death and those who did
not, including (a) whether doctors should tell the patient the whole
truth about their condition (57.9% versus 62.7% “yes” responses,
respectively; p= 0.046, (b)whether doctors should stop futile treat-
ment (36.4% versus 37.7% did not agree that a doctor can decide to
stop futile treatment; p = 0.872), and (c) whether analgesic treat-
ment should be given even at the risk of shortening life (29.6%
versus 27.6% “fully agree” response; p = 0.664).

In addition, no differenceswere found concerning attitudes over
the way the medical staff should relate to the family, including (a)
disclosing upcoming death to the family (55.6% versus 54.2% “fully
agree” responses, p = 0.903), (b) telling the family and caregivers
about the process of dying (45.1% versus 48.1%; p = 0.701), and
(c) family should be involved in medical decisions (38.7% versus
34.1%; p = 0.336).

However, there was a significant difference in opinion between
those who accompanied a terminally ill relative to their death and
those who did not do so regardingwhether upcoming death should
be disclosed to the dying patient. While 46.4% of those who did
not accompany a patient agreed or fully agreed with this, only
35.4% of those who accompanied a patient agreed or fully agreed
(p = 0.009). More results are provided in Table 4.

Sociodemographic and political orientation effect on EoL
attitudes

Support or rejection of EoL-related attitudes was broken down
according to different sociodemographic variables (Tables 2 and 3).

Table 1. Sociodemographic breakdown of study sample (N = 605)

Variable n (%) Variable n (%)

Gender Household income

Female 327 (54.0%) Below average 231 (38.2%)

Male 278 (46.0%) Same as
average

93 (15.4%)

Age Above average 207 (34.2%)

50−59 237 (39.2%) No response 74 (12.2%)

60−69 205 (33.9%) Education

≥70 163 (26.9%) K-12 or less 226 (37.4%)

Location Vocational 158 (26.1%)

Jerusalem area 53 (8.8%) Bachelor’s
degree

136 (22.5%)

North 95 (15.7%) Master’s degree
or above

85 (14.0%)

Haifa 83 (13.7%) Profession

Center 181 (29.9%) Employed (full
or part-time)

281 (46.4%)

Tel-Aviv 115 (19.0%) Independent 47 (7.8%)

South 59 (9.8%) Retired 206 (34.1%)

Judea and
Samaria

19 (3.1%) Other 71 (11.7%)

Religion and
religiositya

Political position

Jewish – secular 189 (31.2%) Right 159 (26.3%)

Jewish –
traditional

231 (38.2%) Right-center 168 (27.8%)

Jewish –
religious

93 (15.4%) Center 152 (25.1%)

Jewish – ultra-
orthodox

22 (3.6%) Left-center 82 (13.5%)

Arab – Muslim 48 (7.9%) Left 44 (7.3%)

Arab – Christian 15 (2.5%) Family status

Druze 7 (1.2%) Single 39 (6.5%)

Place of birth Married 447 (73.9%)

Israel 392 (73.27%) Divorced 74 (12.2%)

Other 143 (26.7%) Widower 45 (7.4%)

Accompanied
a terminally ill
relative to their
death in the past 3
years

Yes 297 (49.1%)

No 308 (50.9%)
aAccording to the Central Bureau of Statistics of the State of Israel (cbs.gov.il), in 2020 (latest
available data), 74% of the population are Jewish, 18% Muslim, 2% Christians, and ∼2%
Druze. In addition, 45% of Israeli identify as secular, 33% traditional, ∼12% religious, and
10% ultra-orthodox.

Various attitudes were affected by several sociodemographic char-
acteristics of the responders, yet the main 3 to emerge were the
respondent’s age, the degree of their religiosity, and their political
orientation.
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Table 2. Distribution of attitudes toward EoL processes and decisions related to EoL ambiance according to sociodemographic variables (N = 605)

Support
preparing

advanced health-
care directives for
EoL processes,

433/605 (71.57%)

Support family
involvement in
EoL decisions,
463/605 (76.5%)

Support death
of dying patient
at their home,
382/605 (63.1%)

Support
disclosing

approaching
death to

dying patient,
248/605 (41.0%)

Support truth-
telling to dying
patient about
their situation,
365/526 (69.4%)

Variable Categories n/N (%), p value n/N (%), p value n/N (%), p value n/N (%), p value n/N (%), p value

Gender Female 213/278 (76.62%) 206/278 (74.1) 183/278 (65.8) 103/278 (37.0) 154/233 (66.1)

Male 220/107 (67.28%) 257/327 (78.6) 199/327 (60.9) 145/327 (44.3) 211/293 (72.0)

p value 0.0111 0.1938 0.2066 0.0691 0.1434

Age 50−59 147/237 (62.03%) 172/237 (72.6) 144/237 (60.8) 103/237 (43.5) 139/205 (67.8)

60−69 145/205 (70.73%) 160/205 (78.1) 125/205 (61.0) 72/205 (35.1) 122/172 (70.9)

70 + 141/163 (86.50%) 131/163 (80.4) 113/163 (69.3) 73/163 (44.8) 104/149 (69.8)

p value <0.0001 0.1600 0.1597 0.1061 0.8000

Marital status Single 28/39 (71.79%) 26/39 (66.7) 24/39 (61.5) 17/39 (43.6) 21/33 (63.6)

Married 319/447 (71.36%) 346/447 (77.4) 272/447 (60.9) 178/447 (39.8) 268/391 (68.5)

Divorced/separated 54/74 (72.97%) 58/74 (78.4) 58/74 (78.4) 35/74 (47.3) 47/61 (77.0)

Widowed 32/45 (71.11%) 33/45 (73.3) 28/45 (62.2) 18/45 (40.0) 29/41 (70.7)

p value 0.9934 0.4403 0.0376 0.6602 0.5000

Education No academic
education

263/384 (68.49%) 302/384 (78.7) 233/384 (60.7) 154/384 (40.1) 236/336 (70.2)

Academic
education

170/221 (76.92%) 161/221 72.9) 149/221 (67.4) 94/221 (42.5) 129/190 (67.9)

p value 0.0268 0.1053 0.0978 0.5585 0.5754

Income Below average 140/231 (60.61%) 168/231 (72.7) 124/231 (53.7) 85/231 (36.8) 138/198 (69.7)

Average 70/93 (75.27%) 77/93 (82.8) 61/93 (65.6) 37/93 (39.7) 54/78 (69.2)

Above average 166/207 (80.19%) 163/207 (78.7) 150/207 (72.5) 94/207 (45.4) 127/189 (67.2)

p value <0.0001 0.1070 0.0002 0.1832 0.8615

Ethnicity Jews 404/535 (75.51%) 415/535 (77.6) 356/535 (66.5) 224/535 (41.9) 323/468 (69.0)

Arabs 29/70 (41.43%) 48/70 (68.6) 26/70 (37.1) 24/70 (34.3) 42/58 (72.4)

p value <0.0001 0.0948 <0.0001 0.2251 0.5967

Religiosity among Jews Secular 165/189 (87.30%) 150/189 (79.4) 141/189 (74.6) 96/189 (50.8) 130/170 (76.5)

Traditionalist 172/231 (74.46%) 180/231 (77.9) 139/231 (60.2) 87/231 (37.7) 142/197 (72.1)

Religious + Ultra-
religious

67/115 (58.26%) 85/115 (73.9) 76/115 (66.1) 41/115 (35.6) 51/101 (50.5)

p value <0.0001 0.5352 0.0077 0.0079 <0.0001

Political orientation Right 103/159 (64.78%) 128/159 (80.5) 100/159 (62.9) 59/159 (37.1) 89/132 (67.4)

Right/center 118/168 (70.24%) 120/168 (71.4) 105/168 (62.5) 66/168 (39.3) 107/151 (70.9)

Center 119/152 (78.29%) 120/152 (78.9) 96/152 (63.2) 70/152 (46.1) 91/132 (68.9)

Center/left 64/82 (78.05%) 63/82 (76.8) 55/82 (67.1) 33/82 (40.2) 49/74 (66.2)

Left 29/44 (65.91%) 32/44 (72.7) 26/44 (59.1) 20/44 (45.5) 29/37 (78.4)

p value 0.0496 0.3213 0.9262 0.5274 0.7055

Note 1: only opinionated participants are represented in this table (maximum missing per item = 16%).
Note 2: “Support” includes respondents who opted for “much” or “very much” agree.

Multiple logistic regression analyses were performed to
assess the sociodemographic factors’ predictive power on socio-
normative attitudes related to EoL processes. The analyses suggest

that despite the outcomes of bivariate analyses, age is not a signif-
icant predictor of support of any socio-normative attitude (e.g.,
truth-telling, assisted death, and artificial feeding/respiration).
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Table 3. Distribution of attitudes toward EoL processes and decisions related to clinical EoL practices according to sociodemographic variables (N = 605)

Support
medically

assisted dying,
293/510 (57.45%)

Reject mechan-
ical ventilation,
440/605 (72.7%)

Reject artificial
Feeding,

420/605 (69.4%)

Support analgesic
treatment

even if it may
shorten life,

398/605 (65.8%)

Support*
stopping futile
treatment,

160/605 (26.4%)

Variable Categories n/N (%), p value n/N (%), p value n/N (%), p value n/N (%), p value n/N (%), p value

Gender Female 159 (68.24%) 214/278 (77.0) 207/278 (74.5) 191/278 (68.7) 79/278 (28.4)

Male 134 (48.37%) 226/327 (69.1) 213/327 (65.1) 207/327 (63.3) 81/327 (24.8)

p value <0.0001 0.0304 0.0131 0.1628 0.3108

Age

50−59 95 (50.53%) 155/237 (65.4) 151/237 (63.7) 134/237 (56.7) 49/237 (20.7)

60−69 96 (52.17%) 145/205 (70.7) 141/205 (68.8) 138/205 (67.3) 53/205 (25.9)

70 + 102 (73.91%) 140/163 (85.9) 128/163 (78.5) 126/163 (77.3) 58/163 (35.6)

p value <0.0001 <0.0001 0.0066 <0.0001 0.0039

Marital status

Single 19 (59.38%) 27/39 (69.2) 24/39 (61.5) 26/39 (66.7) 15/39 (38.5)

Married 211 (56.27%) 326/447 (72.9) 314/447 (70.2) 293/447 (65.1) 110/447 (24.6)

Divorced/separated 41 (65.08%) 57/74 (77.0) 52/74 (70.2) 51/74 (68.9) 22/74 (29.7)

Widowed 22 (55.00%) 30/45 (66.7) 30/45 (66.7) 28/45 (62.2) 13/45 (28.9)

p value 0.6016 0.6209 0.6890 0.8961 0.2388

Education
No academic
education

181 (56.92%) 281/384 (73.2) 272/384 (70.8) 241/384 (62.8) 100/384 (26.0)

Academic
education

112 (58.33%) 159/221 (72.0) 148/221 (67.0) 157/221 (71.0) 60/221 (27.2)

p value 0.7542 0.7433 0.3205 0.0387 0.7661

Income

Below average 95 (49.48%) 153/231 (66.2) 146/231 (63.2) 134/231 (58.1) 45/231 (19.5)

Average 50 (62.50%) 74/93 (79.6) 73/93 (78.5) 54/93 (58.0) 32/93 (34.4)

Above average 108 (61.36%) 154/207 (74.4) 147/207 (71.0) 160/207 (77.3) 60/207 (29.0)

p value 0.0348 0.0304 0.0190 <0.0001 0.0086

Ethnicity
Jews 273 (60.13%) 406/535(75.9) 386/535(72.1) 359/535 (67.1) 155/535 (29.0)

Arabs 20 (35.71%) 34/70 (48.6) 34/70 (48.6) 39/70 (55.7) 5/70 (7.1)

p value 0.0005 <0.0001 <0.0001 0.0589 <0.0001

Religiosity among Jews

Secular 137 (82.53%) 166/189 (87.8) 159/189 (84.1) 152/189 (80.4) 78/189 (41.3)

Traditionalist 110 (58.82%) 169/231 (73.2) 160/231 (69.3) 144/231 (62.3) 66/231 (28.6)

Religious + Ultra-
religious

26 (25.74%) 71/115 (61.7) 67/115 (58.3) 63/115 (54.8) 11/115 (9.6)

p value <0.0001 <0.0001 <0.0001 <0.0001 <0.0001

Political orientation

Right 48 (34.78%) 101/159 (63.5) 97/159 (61.0) 89/159 (56.0) 36/159 (22.6)

Right/center 83 (60.58%) 124/168 (73.8) 116/168 (69.0) 107/168 (63.7) 33/168 (19.6)

Center 89 (69.53%) 121/152 (79.6) 116/152 (76.3) 102/152 (67.1) 49/152 (32.2)

Center/left 50 (68.49%) 65/82 (79.3) 65/82 (79.3) 65/82 (79.3) 27/82 (32.9)

Left 23 (67.65%) 29/44 (65.9) 26/44 (59.1) 35/44 (79.6) 15/44 (34.1)

p value <0.0001 0.0098 0.0054 0.0015 0.0278

Note 1. “Support” includes respondents who opted for “much” or “very much” agree; “Reject” includes respondents who opted for “not at all” or “somewhat” agree.

In contrast, religiosity is a significant predictor of EoL-related
socio-normative attitudes. For example, adjusted to age and
gender, secular participants were 4.24 (95% CI: 2.32, 7.76), 11.77
(95% CI: 6.09, 22.76), and 50.64 (95% CI: 21.22, 120.89) times

more likely to support truth-telling to dying patients, medically
assisted dying, and state institutionalized euthanasia, respectively
(p < 0.0001 in both). The data show a strong association between
political orientation and religiosity. Among secular individuals,
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Table 4. Frequency (%) of agreement (top option only – “very much agree”) with EoL attitudes according to framing (socio-normative versus personal)

Attitude
Accompanied a relative
to their death (n = 297)

Did not accompany a relative
to their death (n = 308) p value

NORMATIVE: Terminal patients should be connected to
a respiratory device

10.4% 9.7% 0.227

PERSONAL: I would want to be connected to a
respiratory device

12.8% 5.8% 0.006

NORMATIVE: Terminal patients should be connected to
a feeding device

10.4% 8.4% 0.052

PERSONAL: I would want to be connected to a feeding
device

9.8% 5.5% 0.156

NORMATIVE: Analgesic treatment should be given even
if it shortens life

29.6% 27.6% 0.664

PERSONAL: I would want analgesic treatment even at
the cost of shortening life

39.4% 37.7% 0.550

35% identify as left-wing, 31% as center, and 34% as right-wing.
In contrast, among religious individuals, no one identifies as
left-wing, 11% as center, and 89% as right-wing (𝜒2 = 299.07,
df = 12, p < 0.0001). Therefore, the multiple logistic regression
was followed using religiosity only.

Since religiosity proved to be a substantial factor in predicting
EoL attitudes, a secondary analysis among only secular partici-
pants was performed. This analysis reveals that very few other
sociodemographic variables predict EoL attitudes. For example,
adjusted to age, males were 2.67 times (95% CI: 1.16, 6.14)
more likely to support medically assisted dying than females
(p = 0.020) but 0.50 times (95% CI: 0.28, 0.90) more likely to sup-
port disclosing approaching death to the patient, compared with
females (p = 0.021). In addition, adjusted to age and gender, aca-
demics were 3.53 times (95%CI: 1.07, 11.63)more likely to support
analgesic treatment, even at the risk of shortening the patient’s life,
compared with non-academics (p = 0.038). Similarly, individuals
with above-average income were 5.28 times (95% CI: 1.50, 18.57)
more likely to support such treatment than those with average
income (p = 0.010).

Discussion

This study highlights some significant outcomes. First, the findings
suggest that the first hypothesis was largely supported.The findings
suggest that the Israelis’ attitudes are polarized when it comes to
applying measures that may affect the lifespan of terminal patients.
This polarization can be explained by the legal and ethical stan-
dards existing in Israel, in particular with the Jewish religious
approach, which forbids the hastening of death and views euthana-
sia unfavorably but does not forbid (and in some cases even
endorse) avoiding life sustainment measures that can cause suffer-
ing (Choudry et al. 2018; Shack et al. 2023).

The sociodemographic findings resonate with many previous
studies that reported the robust association between affiliation to
religion and rejection of artificial life termination in Israel (Bodas
et al. 2020) and elsewhere (Borovecki et al. 2022; Brinkman-
Stoppelenburg et al. 2020; Bülow et al. 2012; Cohen et al. 2014;
Terkamo-Moisio et al. 2017; Torke et al. 2020; Verbakel and Jaspers
2010). In particular, the findings are similar to those reported in
a recent study in Japan, showing a lower general public preference
for artificial feeding and resuscitation among older individuals over
age 65 years (Hamano et al. 2020).

This study’s results align with those reported in the literature for
other public perceptions and attitudes concerning EoL processes.
For example, a 2019 study in Australia reported that ∼44% of fam-
ilies asked to withhold information from dying patients (Cardona
et al. 2019). Similarly, theAustralian study reported thatmany fam-
ily caregivers (∼90%) wanted to be involved in treatment decisions
(Cardona et al. 2019). Nevertheless, some differences exist between
the current study’s findings and those previously published. For
example, only 24% of participants in a similar study conducted in
Wales reported preferring the home for EoL care (Islam et al. 2018).

The results of the current study add up to the existing body of lit-
erature on public perceptions and attitudes toward EoL processes.
While we cannot generalize the findings beyond the Israeli popu-
lation, the similarities and differences observed between the Israeli
population and others suggest that some EoL aspects are shared
across many cultures, such as the perception of the importance of
family involvement in EoL. Nevertheless, the differences reported
between the Israeli results and others suggest that a closer look
into local contexts is warranted before implementing widespread
educational programs for the public about EoL (Riva et al. 2012).

The findings also support the second hypothesis, as studies have
shown that religiosity in Israel is strongly associated with conser-
vative views, right-wing ideology, and even ancestry, namely being
a Sephardi/Mizrahi Jew originating in one of the Arab states, as
opposed to being an Ashkenazi (European) Jew (Peri et al. 2012).

In contradiction to our third hypothesis, the majority of the
findings of this study show little to no difference in the perception
of the death experience and opinions toward accessibility to
EoL as a caregiver between those who accompanied a loved
one to their death and those who did not. These findings con-
tradict those reported in the literature in other settings. For
example, a study comparing the cancer-related caregiving burden
in Europe concluded that caregivers for patients with cancer
reported significantly (p < 0.05) more impairment across all
health outcomes (mental health, health utilities, work impair-
ment, and anxiety) compared with non-caregivers (Goren et al.
2014). Nevertheless, the current study’s findings align with a recent
Japanese study that reported no significant relationship between
reporting a close person’s death in recent years and EoL care
preferences (Hamano et al. 2020).

Moreover, a study in Italy that assessed the influence of care-
giving experience on knowledge of Alzheimer’s Disease found that
although in general caregivers provided more correct responses,
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among the older respondents the level of answer correctness was
statistically non-different (Riva et al. 2012). The current study
might be showing similar patterns, since the sample included in
this study was limited to people aged 50 and above. Another possi-
ble explanationmay be rooted in people’s beliefs and value systems,
which may be more decisive in shaping one’s consciousness than
the actual experience of accompanying a loved one to their death.

An exception to the abovementioned is the finding that people
who did not accompany a terminally ill relative to their death are
more in favor of euthanasia than those who did. The death pro-
cess may be perceived differently between these 2 groups. While
the former may view the dying process as a distinct construct and
may hold a more gruesome picture of it, the latter group is expe-
rienced with the actuality of dying, which has some moments of
grace. Moreover, when the death construct is distinct and relates
to an unknown hypothetical individual, it is probably easier to “let
them go” as opposed to an actual relative or loved one passing away.

Taken together, the findings of this study may suggest a form of
“conviction” by Israelis (at least among those aged 50 and above).
Namely, EoL attitudes are affected more by principles and core
beliefs rather than the practicality of EoL events. An exception to
this might be seen in the finding suggesting that age is a factor
in shaping EoL attitudes. While not significant in the multivari-
ate analyses, the findings show that the older a person is, the more
they “want to go peacefully” and retain their autonomy. A cer-
tain tension between these 2 trends might exist, calling for further
investigation.

This study provides important insights into Israeli public opin-
ion concerning EoL processes and decisions. Medical practitioners
should be aware of the variety of opinions on EoL processes in
Israeli society as well as the strong consensus on the critical role
of the family in EoL processes. Nevertheless, more research is war-
ranted to understand the interplay between public opinions and
actual practices fully. Future research could focus, among others,
on the concept of relational autonomy, the relationship between
care providers (medical staff) and non-formal caregivers (family).

Limitations

This study has several limitations. First, using an online panel to
collect data may limit the conclusions to people with high digi-
tal literacy. Nevertheless, given the majority of internet users in
Israel and the need to administer amultitude of questions to a large
sample on a wide geographical distribution, the choice of online
sampling was deemed appropriate. Second, this study utilized a
sample of participants aged 50 and above; therefore, the conclu-
sions cannot be generalized beyond this age group. The choice to
include individuals aged 50 and above was in favor of obtaining
a large enough sample of people who accompanied a loved one
to their death from a terminal illness. Third, given the choice to
perform this study online, the representation of ultra-orthodox
Jews and non-Jewish in the study is limited. Conclusions with
regard to these sections of Israeli society should be made with cau-
tion. Lastly, as is the case with all cross-sectional studies, this study
is true to its time. Sampling in future dates may yield other pat-
terns in public attitudes. Therefore, following up on this study and
assessing public opinion in a longitudinal study is important.

Conclusions

The implications of this study on understanding public percep-
tions of EoL processes and EoL care should be reviewed by

decision-makers and policy planners. The results of this study sug-
gest that the Israeli public is relatively polarized on several issues
about EoL processes, specifically patient autonomy and medically
assisted dying.This division is substantially rooted in religious affil-
iation, with seculars tendingmore toward the autonomist approach
and religious toward the conservative approach. Yet, at the same
time, there is a consensus among the Israeli public about certain
EoL elements, particularly the importance of family caregivers in
the EoL decision-making process. Medical practitioners should be
aware of the variety of opinions on EoL processes in Israeli society
as well as the strong consensus on the critical role of the family in
EoL processes.
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