
PERSONAL ATTITUDES OF CHILD DEVELOPMENT 
MAJORS ABOUT DEATH 

A DISSERTATION 

SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 

FOR THE DEGREE OF DOCTOR OF PHILOSOPHY 

IN THE GRADUATE SCHOOL OF THE 

TEXAS WOMAN'S UNIVERSITY 

COLLEGE OF NUTRITION, TEXTILES, 
AND HUMAN DEVELOPMENT 

BY 

SHARON KAY RIEFLER SMITH, B.S. 

DENTON, TEXAS 

MAY 1982 



ACKNOWLEDGMENTS~ 

Acknowledgments of appreciation for contributions to

ward the completion of the graduate program are extended to 

the following persons: 

Dr. Elaine Goldsmith, committee chairman, for the 

numerous hours spent reading the material, helpful sugges

tions, reliable availability, and sincere concern. 

Dr. Jessie W. Bateman-Barns, Dr. Wilma A. Brown, Dr. 

Glen Jennings, and Dr. Patricia F. Payne, cornmi ttee members, 

for their encouragement and cooperation. 

Dr. David Marshall for assistance with the data. 

Dr. Edwin S. Shneidman for permission to administer 

the "You & Death 11 questionnaire in the study. 

Graditude is extended to Bayard and Shelley for their 

encouragement during the entire phase of graduate study. 

They provided the essential practicurn in marriage and 

family living to aid this "professional student" in dealing 

with the reality which exists outside the classroom. 

iii 



DEDICATION 

This dissertation is dedicated to the loving memory 

of Frances Eleanor Taylor Riefler (1914-1966). Even in 

dying, she remained the "giving" mother, providing for her', 

child the immense need and ability to secure the correct 

keys to unlock the doors to a better understanding of the 

concept of death. 

iv 



TABLE OF CONTENTS 

Page 

ACKNOWLEDGMENTS . iii 

DEDICATION iv 

TABLE OF CONTENTS • • v 

LIST OF TABLES xi 

LIST OF FIGURES xii 

Chapter 

I. 

II. 

INTRODUCTION 1 

Society • s Attitudes About Death and Dying 1 
Growing Impersonality Emerging from a 

Technologically Dominated Society • 1 
Decline of the Kinship Group and 

Increasing Social Fragmentation of 
the Family • . • • • • . • . • • • 1 

Explusion of Death from Common 
Experience . . . . . 2 

Change from Religious to Secular Views 4 
Society•s Emphasis upon Achievement 

and the Future • • . • 5 
Purpose of the Study • • • • • . 6 
Limitations of the Study • . • . • • . 7 
Definitions • . . • • • 7 

REVIEW OF LITERATURE . 

Death Education 
The Need for Death Education 
The Death Educator . • • • 

Guidelines for teachers of young 
children . . . • • • . . . . . 

Suggested criteria guidelines for 
selecting the competent death 
educator • . . • • • . • . • 

Teacher education . . • . . . 
Death Education Curriculum . • . 

v 

10 

11 
11 
15 

15 

17 
19 
20 



Chapter 

Books for children . . • • • 
Caution against the •• fad" aspect of 

death and dying . . • . . . . . 
Techniques which can be utilized in 

death education • • • . . . . • 
Death Education in Medical Schools 

Children and Death . . . • • • • . . . . • 
Factors of Chronological Age and 

Developmental Level . • . . . • . 
Differences Between Adults' and Chil

dren • s Views of Death • . . . . • • 
Death-Related Themes in Children's 

Literature and Games • • . . 
Aspects Affecting Children and Adults 

Role of Religion . • • . . . . 
Social influence • • • • . . . 
Children and religion • . . . . 
Belief in an afterlife . • • 
Commitment as the significant vari-

able . . . . . . . . . . 
Homans• thesis . • • . .• 

Grief and Mourning Processes Including 
Funerals . . . • • . . . 
Complications caused by today's 

attitudes . . . . . • . . . . • . 
\children and the grief process . • • . 
'1Effects of bereavement in childhood 
Functions of the funeral . • • 
Children and funerals . . . . . 

Suicide • • • • . . . • • 
Individual meanings of suicide 
Cultural meanings of suicide . . . 
Myths concerning suicide 
Rate of suicide . • • 
Additional facts concerning suicide 
Children and suicide . . . . 
Suicide and college students . . . 
Gallup poll on suicide • . . . 
Suicide and physicians . . . 
Guidelines for suicide prevention • 
Survivors of suicide . • • 

Manifold Aspects of Death and Dying . . • 
Involvement with the Dying 

Hospitals • . . . . 
Doctors • . . 
Nurses 

vi 

21 

23 

23 
26 
28 

29 

34 

38 
40 
41 
42 
43 
44 

45 
47 

50 

50 
51 
53 
57 
59 
63 
63 
65 
67 
68 
70 
74 
75 
77 
79 
80 
81 
84 
84 
84 
85 
89 



Chapter 

Doctors and nurses • • • 
Clergy • • . . . • • • • . . • • 
Right of dying to be told their 

condition . . . . • • . . . . • • 
Euthanasia • • . . . • • 
Hospice movement 

Defense Mechanisms 
Acceptance and denial of death 
Humor • • • . • . • • • . . . . • • 

Financial Aspects . • • . . . • • 
Wills . • . . . . 
Insurance • . . . • • 
Funeral directors . 
Funeral costs . . . • • . • . . 

Disposition of the Body • . . . . 
Burial and cemeteries • . . . . 
Cremation • • • . . • • . . . . 
Donation of bodies and organs for re

search and transplantation . • • 

90 
91 

,· 92 
'95 

100 
102 
102 
105 
107 
107 
109 
110 
111 
117 
117 
117 

120 

III. METHOD 122. 

IV. 

Sample 
Procedure 
Instrument . • • . . • • 
Analysis of Data . • . . . 

RESULTS . . . . . . . . . . ',. 

122 
122' 
123 
125 

127 

Religiosity Affecting Other Aspects . . • 127 
Religiosity and Overall Attitudes Toward 

Death . • • . . . . . • . . • . 12 8 
Summary of Table 9 128 

Religiosity and Suicide 142 
Sununary of Table 10 . • . . . 142 

Religiosity and Belief in an Afterlife 155 
Sununary of Table 11 • • . . . 155 

Religiosity and Donation of the Heart 
for Transplantation • • . . . 162 
Sununary of Table 12 . • . . . 165 

Religiosity and Disposition of the Body . 165 
Sununary of Table 13 . • • . . . . • 165. 

Differences Exhibited Between the Two Samples. 168. 
Childhood Experiences with Death 168. 

First personal involvement 168 
Family discussions . • • . . . . . 169 

vii 



Chapter 

Childhood conceptions • . . . . . • . . 
Influences Which Shaped Attitudes Towarc 

Death • • • . . . • • . . . • • • ~ 
Books or authors • • . . . • . 
Actual events . . • • . 
Religion . . . . . . • . . . . . • 

Thoughts About Life After Death . . • 
Beliefs • • . 
Wish • • • • . . . . • • . . . 
Reincarnation . . • • • . • • 

Thoughts About Own Death • . . • • • 
Frequency of thoughts about own death . 
Age when death occurs • . 
Death as a welcomed event . 
Meaning of death • . • • . . . . • 
Distasteful aspect of death . . • • 
Feelings experienced when thinking of 

own death . . . . • • . • . . . • • . 
Present orientation toward death • . . 
Experience with life-threatening situa-

tions • . . . . . • • . . . . . . 
Interest in having image survive 
Willingness to sacrifice life . • . 
Type of death preferred . . . • • • 
Knowledge of exact death date or 

limited time to live .... 
Influence of possibility of nuclear 

war • . • . • . • • • . . . . • . 
Influences on present attitudes . . 
Effect of drugs on attitudes ... 
Question of outliving spouse . . . 
Wills • • . . • . . • • . . . . . . 
Insurance • . . . • . . • • . . . . 

General Thoughts About Death . . . . 
Age most people afraid of death . • 
Causes of most deaths • . . . . 
Influence of psychological factors 
Reason for increased interest in topic 

of death . • • . . . . 
Euthanasia . . . . • . . • . • 

Suicide • . . . . . . . . • . 
Probability of taking own life 
Reason for suicide . . . . . . • . 
Method . . . . . . . . . 
Suicide note . . . • • . . . . 
Suicide prevention • • . . . 

viii 

169 

1.70 
170 
170 
171 
171 
171 
172 
172 
172 
172 
173 
173 
173 
174 

174 
175 

175 
175 
175 
176 

176 

177 
177 
177 
178 
178 
178 
179 
179 
179 
180 

181 
181 
181 
181 
182 
182 
183 
183 



Chapter 

Topics of Consideration After a Death • . 183 
Autopsy • • . • • . • . • • • . 183 
Donation of the heart for transplanta-

tion 
Importance of mourning and grief 

rituals ••..•• 
Type of funeral preferred 

183 

Cost of funeral • • • . • • . . • • 
Disposition of the body • • • 

Differences Between Background of Respondents 

184 
184 
184 
185 

of Two Samples . . • • • • • . • 
Sex . • . • • • • • • • • . . 
Age . . • 
Marital Stat us . . • • • • • . • 
Religious Background 
Religiosity . • • • • • • • . 
Political Views . • • • . . . . • 
Family Income • • • • • • • . . • • • 
Geographical Area Considered Home 

V. SUMMARY AND CONCLUSIONS 

Summary 
Purposes 
Methods . • 
Results of Interaction Between 

185 
185 
185 
186 
186 
186 
187 
187 
187 

189 

189 
189 
189 

Religiosity and Other Topics • • . 190 
Differences Between the Child Develop-

ment and Psychology Today Samples • 191 
Conclusions • • • • • . . . • • • 19 2 

Discussion of Findings • • • 192 
Profile of respondents . • • . 192 
Social orientation • . . . . • • 196 
Religious orientation • . • • . 197 

Recommendations • . • • . . . • • 198 

APPENDIX A: Responses of Child Development Sample 
on the "You & Death" Questionnaire • 201 

APPENDIX B: Responses of Child Development Sample and 
Psychology Today Sample on the "You & 
Death" Questionnaire with Chi-Square 
Results • • . . • . . • . . 229 

APPENDIX c: Responses of Females on the "You & Death" 
Questionnaire with Chi-Square Results 261 

ix 



APPENDIX D: Responses of College Students on the 
"You & Death" Questionnaire with Chi-
Square Results . . • • • • . . . 2 65 

REFERENCES 269 

X 



LIST OF TABLES 

Table Page 

1. Possible Effects of Childhood Bereavement . 54 

2. Attendance of Children at Funerals 59 

3. Suicides by Race and Sex: 1950 to 1978 71 

4. Suicide Methods Used by Males and Females • 73 

5. Opinions Concerning Moral Right of Suicide 77 

6. Family Funeral Costs 115 

7. Average Adult Funeral Charges by Geographical 
Regions . . . . • . . . . . . . . . . . • . 116 

8. Topics Covered by the "You & Death•• Question-
naire . . . 123 

9. Religiosity and Overall Attitudes Toward 
Death . . . . . . . . . . . . • . . 129 

10. Religiosity and Suicide . 143 

11. Religiosity and Belief in an Afterlife 156 

12. Religiosity and Donation of the Heart ~or 
Transplantation . . . . . . . . . . . 163 

13. Religiosity and Disposition of the Body .• 166 

xi 



LIST OF FIGURES 

Figure Page 

1. Romans' thesis concerning religiosity and 
death anxiety • • . . . • • . . 50 

xii 



CHAPTER I 

INTRODUCTION 

Society's Attitudes About Death and Dying 

Growing Impersonality Emerging from a Technologically Dam 
inated Society 

In this century, as science has provided humanity with 

increasingly wondrous ways to thwart death and prolong life, 

death has become an unwelcome and willfully unrecognized 

stranger (Kliman, 1978). Death, once a natural event, is 

now the untimely outcome of a technological failure 

(Illich, 1976). Death is viewed as an accident or unnatural 

event which is upsetting in this technological age which. 

should be able to master disease, old age, and death. The 

technology of modern medicine does prolong life, but it .. 

robs death of its personal and social significance. The 

technological society has promoted a 11 generation gap".···· 

that effectively keeps youth from interacting with the 

nature of aging, illness, and dying (Krant, 1974). 

Decline of the Kinship Group and Increasing Social Fraqment~
tion of the Family 

Wahl (1958) concluded that the reason some of us can 

survive childhood with no apparent fear of death while 

1 
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others can not lies in the sense of adequacy and security 

engendered by family experiences. Erikson (1963) stated 

that 11 healthly children will not fear life, if their parents 

have integrity enough not to fear death" (p. 233) . Bet

tleheim (1976) commented upon the fact that children no 

longer grow up within the security of an extended family or 

a well-integrated community. Although people experience 

grief less frequently today; the grief experienced is more 

intense since emotional involvement is not diffused over an 

entire community but concentrated on a few people (Blauner, 

1966). 

Explusion of Death from Common Experience 

To be deprived of access to painful emotions is a 

serious liability, not an asset. Although statistical 

tables show that approximately one of every five (20%) 

children in the United States loses one parent to death 

before the age of 16 (Simpson, 1979), or that by age five 

almost one in 20 (5%) has lost a parent through death 

(Kliman, 1968), or that nearly a half-million children are 

affected by the crisis of parental death each year 

(Fischer, 1977), adults continue to feel obligated to 

shield children from the reality of death. Feifel (1967) 

found this to be true even in highly-educated families which 

normally deal realistically with their children and 



discourage such fantasies as ghosts and Sant~. Margaret 

Mead (1961) recognized the need to reintroduce the concept 

of death as part of humanity and the absolute need to rec

ognize the sacredness of life. 

The following studies reported information concerning 

experiences with death in today's world: 

3 

1. Ternes (1977) : The average 20-year-old young adult 

had witnessed 12,000 homicides on television, but had never 

had any personal experience with death. 

2. Kavanaugh (1972): In a poll conducted among col

lege students, 78% had not viewed a dead person and more 

than 92% had not witnessed a death. 

3. Vernon (1968): In a study conducted with a sam-

ple of 1,500 college students, 22.2% had never experienced 

bereavement. 

4. Woodward, Gosnell, Reese, Coppola, and Liebert 

(1978): Most Americans had reached maturity without 

experiencing the death of a loved one. 

5. Gordon and Klass (1979): Few students at the 

graduate level had ever been inside a funeral home; and of 

those who had, only a minority had been in a casket showroom. 

6. Gordon and Klass (1979): It is possible for a 

child to graduate from high school never having experienced 

a significant death. These researchers encountered 
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adolescents and ,adults .. ,_who had never been to a· funeral 

because no.one they.·~n~w well had died. 

7. ;Worden :and ;Proctor (1976); Many students in :':their 

late teens. and ~a:r;~y .~20 ~ s had never experienced :the death 

of anyone .close to ·.them~: 

8. .Blauner .. ;(l966): Most people during the first 40, 

or even 50·/ years·:. of: life had attended only one· or two 

funerals a decade. 

Change from Religious to Secular Views 

Feifel (1971) :found a lack of conceptual c~eeds or 

religious vi·ews with which to transcend death.- . Murray 

(1949) noted that Americans had no compel~ing religious 

beliefs, no '.certa~nty of moral order, and· no articulate 

philosophy ·~concern~ng ·:death. Pattison (19,77) warned that 

the challenge of·: traditional values and religious supports 

left many .facing an. existential dilemma of ·providing a 

purpose for li ying. : .. In" the past, the ques.tion. of iden:ti ty 

posed by death was answered within the frarnewor~"·.Of a ·.sacred 

doctrine. A .. secure: theological structure .existed ,and~: 

death was a\personal~rnatter between individuals~and their 

God. In today's secular·world, people react to_death.as: 

if it were a communicable disease, a consequence: of ·per-

sonal neglect or accident. Dying of cancer, OrtVille J~elly, 

the founder of "Make Today Count," became cognizant of the 
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insensitive behavior toward the dying person such as being 

the only one at a party served his drink in a paper cup· 

(cited by Woodward et al. I 1978). By viewing death as a 

temporal matter, death becomes a personal disaster between 

individuals and their physicians (Fulton, 1965). · Krant 

(1974) discovered that in the need to make sense of death/ 

consolations of religions have become less acceptable~ 

Society's Emphasis upon Achievement and the Future 

Feifel (1977) noticed the growing pessismism concern-

ing the future of humanity; the prospect of no future at 

all due to "The Bomb 11 and of the loss of identity is an 

abomination. Death is the destroyer of the 11 American 

Vision; 11 all are guaranteed the right to life, liberty, and 

the pursuit of happiness. 11 If it is acquired, a·sense of 

integrity provides a successful solution to an opposing· 

sense of despair and disgust of many life styles,_ ~nd o~ 

the fear of death as the end to an unfulfilled life 11 (Maier, 
.J; 

1969, p. 72). Researchers have found in their subj~cts 

the fear of the unknown (Charon, 1964; Gorden, 1970; Kahana 

& Kahana, 1972; Leveton, 1965), the fear of loss of self 

(Choron, 1964, Gorden, 1970; Leveton, 1965; Powers, 1971), 

and the fear of the loss of the opportunity to pursue 

goals important to self-esteem or actualizing one's paten-
'"I 

ial (Diggory & Rothman, 1961; Goodman, 1977; Kahana & 

Kahana, 19 7 2) . 



Purpose of the Study 

The overall purpose of this descriptive study -.\=-as to 

ascertain the personal attitudes of a sample of child 

development majors concerning death. Individuals electing 

this major generally perform a significant role in chil

dren's formation of various concepts. Though they may not 

openly discuss the topic of death with children, child 

development majors contribute to children's ideas about 

this last phase of life through the strong medium of non-

verbal communication. Child development majors need to 

become comfortable with the topic of death, so that when 

situations dealing with death occur with children, these 

students will have the ability to manage the circumstances 

constructively. By reviewing the personal attitudes of 

this sample, areas in their child development curriculum 

concerning death which need to be incorporated may be 

detected. The curriculum designed for majors dealing with 

the social sciences needs to be a "living" and "growing" 

experience for students. People must understand themselves 

before they can truly benefit others. Effective education 

for children in all areas -- physical, emotional, and in

tellectual -- is our hope for a humane future. 

The specific purposes were the following: 

1. To show the interaction between religiosity and 

the following topics: 

6 
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a. Overall attitudes toward death 

b. Suicide 

c. Belief in an afterlife 

d. Donation of the heart for transplantation 

e. Disposition of the body. 

2. To determine the differences between the responses 

of this sample and those of the national sample reported in 

Psychology Today. 

Limitations of the Study 

This sample included the following classifications: 

female, 99.5%; under age 30, 90.9%; Caucasian, 93.2%; 

single, 67.3%; Protestant, 81.4%; ••very" or 11 somewhat•• 

religious, 87.2%; and South and Southwest and mountain 

states, 78.6%. Generalizations can not be made from this 

sample to other populations without consideration of the 

special classifications mentioned. 

Definitions 

The following terms will be used in this study: - · 

Euthanasia: (Greek) eu, meaning well; thanatos, 

meaning death; a painless, peaceful 

death. _ 

The two basic forms of euthanasia'>are the 

following: 
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1. Direct (positive) - deliberate.action 

to shorten life 

2. Indirect (negative) - death not. in

duced, rather permitted; act of 

omission rather than of commission.i,. 

Hospice movement: Facilities and programs designed 

for the terminally ill to give ap

propriate and understanding medical 

care and compassionate and personal. 

nursing care allowing these individ

uals to die easily and at peaceo 

In the home-care program, the termin

ally-ill individual stays in the home 

and trained hospice personnel support 

the family with both medical and 

psychological aid through scheduled 

home visits and 24-hour emergency 

availability. 

Memorial society: .. A voluntary group of people who 

have joined together to obtain 

dignity, simplicity, and economy in 

funeral arrangements through advance 

planning" (Norgan, 1975, p. 37). 



Orthothanasia: 

Religiosity: 

9 

(Greek) orthos (straight), a combining 

form meaning proper, correct, standard; 

thanatos (death), a combining form 

meaning death. 

The concept which would express dying 

in a manner appropriate to the reality 

of death. 

The quality of being religious, 

especially of being extremely or exces

sively religious. 



CHAPTER II 

REVIEW OF LITERATURE 

To enable readers to become more knowledgeable in 

the broad range of topics included in the "You & Death" 

questionnaire, information regarding the topics included 

in the questionnaire will be reviewed. The materials 

contained in this review will assist readers in under

standing how different samples studied, each employing this 

questionnaire, can have significantly different results. 

Child development majors should be keenly aware that con

cepts concerning death are not innate; social forces shape 

attitudes toward death. 

This review will explore the needs for death educa

tion, qualities needed by the competent death educator, 

the curriculum, and the neglected area of death education 

in numerous medical schools. It will examine processes 

children use to develop their concepts about death and 

dying and areas of death and dying that affect both chil

dren and adults. This review will conclude with illustra

tions of the manifold aspects of death and dying. 

10 
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Death Education 

Meaningful death education can be beneficial. Since 

death is one aspect of life which no one can avoid, insight 

and thought given to this last phase of life can enrich 

and give new meanings to the earlier phases. 

The Need for Death Education 

Because the youth of today lack direct experience with 

death and dying, young people need to be equipped with 

attitudes and skills for coping with these events. Educa

tional recognition exists that this is one dimension of 

life and a subject worthy of study; it is relevant to all 

since the mortality rate equals 100%. None denies that the 

skills and attitudes learned will be useful (Simpson, 1979; 

Stanford & Perry, 1976). Eissler (1955) stated the need 

to practice "orthothanasia" as a rational guide in assisting 

individuals in the following ways: recognizing the reality 

of death as a natural event; protecting them from develop

ing irrational fears and the need to deny death; and dis

covering one's individual way of coping with death. 

Fulton ((Thanatology I, Time, Jan. 8, 1973) noted the 

need to bring a new perspective to death to show that it is 

natural and to counter some of the euphemistic devices 

used to hide death and dying. .. If we can unmask some of 
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the mysteries surrounding death and dying - if we shine a 

light of understanding into the abyss - we ..££!l break free 

of denial and fear. We can replace confusion with meaning, 

and helplessness with power" (Worden & Proctor, 1976, p. 

189) . 

Youth are given a distorted picture of death by the 

media which has not replaced firsthand experiences of 

death observed by earlier generations but in actuality has 

anesthetized them and contributed to death's unreality 

(Crase & Crase, 1976; Stanford & Perry, 1976; Ulin, 1977). 

Changed techniques in mass communication have made the 

denial of death in the form of callousness the only feas-

ible reaction to the numerous accounts of death to which 

people are exposed for it would be impossible to remain 

sane if one reacted emotionally to every death covered by 

the media; thus, these deaths are seen as numbers, not 

the deaths of humans (Gorer, 1965). Kavanaugh (1972) 

shared his experience of nighttime television viewing during 

a two-week period counting 

an average of 34 deaths at close range, count
less more at a distance. Not one death raised 
as much as a slight tremor in me. Television 
feeds our fantasy of forever being a spectator. 
Even a bloody nose or a fainting spell by a 
fellow viewer would have aroused more emotion 
in me than a hundred deaths on the tube. 
(p. 13) 



One of the primary tasks of enlightened death 
and dying education is to counteract media mis
information and enable young people to distinguish 
specious from truthful media treatment. (Ulin, 
19771 PP• 13-14) 

All death is not the same; human loss has a special 

meaning beyond the death of plants and animals (Crase & 

13 

Crase, 1976). Yudkin (1968) questioned the extent to which 

the death of an animal or pet would help children to under-

stand the death of a human being; since each death should 

be treated differently, children might become confused. 

Caine (1974) expressed a similar belief when she stated 

the following: 

Children need to learn about death. Children -
and their parents - must be helped to understand 
that death is the price of life. Those people 
who pretend that the death of a goldfish can 
teach little children about death are refusing 
to face reality. The death of a goldfish and 
the death of a father? Oh, no. That is no 
equation. (p. 163) 

Marshall anG Marshall (1971) found that stories about the 

deaths of animals and experiences utilizing an animal's 

death can be beneficial to children's development, but 

stories and actual experiences with animals are not the 

total answer to providing for children's understandings 

of death. 

The ultimate goal of death education is increased 

human happiness (Leviton, 1971). Traditionally, philo-

sophical psychology has argued that one must appreciate 



death i~:·:.5'ne: ... ~_s,·~. a_~ so to appreciate life to the fullest,. 

extent-,(~ast_enbaum, ~~77). By increasing sensitivity to 

the nee¢is of .. t}:1e dyi,ng and grieving and sharing another's 

li ving:-dying, Jnd.:!-:viduC}ts enhance the quality of their own 

being -(H~:t_zl~_r,,,:: 1_9},6; St_anford & Perry, 1976). Reflection 

on death teaches., that- fulfillment in life comes. from 

clearly defi~ing::.achievable aims (Kavanaugh, 1972) ; at-

titudes concerning death·. are an important organizational 

principle· in .. det~rmining how life is conducted (Feifel,. 

1959). Koestenbaum (1964) expressed that the awareness of 

death causescQne; to: concentrate on life's essehtials, not. 

14 

wasting -time in_, useless details, and to complete a plan for 

life since life is- seen .as a project with a point of term-

ination. Rollo.May :{1958) stated, 

The .confronting of death gives the most positiv:e 
reality to life itself. It makes the individ
ual existence real, absolute, and concrete. 
Death is ,the one -fact of my life which is· not 
relative but absolute, and my awareness of this 
gives my existence and what I do each hour ·an 
absolute quality. {p. 49) 

Brantner {1971) believed that death education's contribu-

tion in the highest sense is the gift of love. "Quite 

.. ' 

simply, we cannot know life to its fullest without knowing 
- '' 

death; hence love itself is intensified and enriched by 

death" (p. 24). 
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The Death Educator -i " 

Death is not confined to the world of. ,the :adult. Opie 

and Opie (1952) found in a study of 550 English·nur~ery~

rhymes that 60' dealt directly with death •. If .the fact 

that death does enter the children's world is ignored, ; 

children are denied,the· full development of a firci founda-

tion for lifelong sound. mental health (Galin, :1:972)'.. 

Educators need to aid children in developing·d~ath con~. 

cepts without· ,many of the related anxieties based upon :: 

irrationality, ·myths,· awesome misinformation, and· ·false_, 

11 facts 11 (Branter, ···1971; Leviton, 1977). The early child-

hood educator should examine personal attitudes toward 

death and dying and.develop the position· that -~he under-

standing of death promotes positive learning experiences 

for children (Crase & Crase, 1976; Gordon & Klass, 1979). 

Guidelines for teachers of youna children. Teachers 

of young children need to assume the proper perspective, 

to accept the preschoolers' views of death and curiosity 

about everyday phenomena and allow freedom of expr~ssion, 

to encouage children's comprehension, and to consider the 
., • 1.. ', \ , 'I 

level of cognitive and affective development and experiences 

with death both within and outside the school environment. 

The early childhood educator should present only basic 
J : ~- ' ~ \, •• .) 

truths leaving some aspects for children to expand and 
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develop further as they mature; total comprehension and 

mastery of facts are achieved gradually. The teacher 

should not give explanations that will have to be changed 

later for children to gain a true concept of death. 

Remembering that children think concretely, the teacher 

should use words that emphasize the observable and under

standable facts about death realizing that abstract reli

gious concepts and euphemisms only add to children's con

fusion. Evidence of the bewilderment caused by euphemisms 

can be found in the writings of Arthur and Kemme (1964), 

Grollrnan (1967), McDonald (1963, and Plank (1968). 

The teacher should endeavor to do the following: 

1. Answer children's questions truthfully being 

careful to understand exactly what they are asking and help 

clarify their specific concerns. 

2. Acknowledge children's perceptions or reactions to 

death; acknowledgement does not imply agreement. 

3. Foster expression and awareness of emotion. 

4. Help children identify their emotions and find 

satisfactory and appropriate forms of expressing them. 

Fred Rogers (1980) encouraged children to play with their 

feelings and expressed that one of the best things that 

adults can do for children is to let them know that the full 

range of feelings is good. The early childhood educator 
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should be aware that play is one avenue for expression 

and maintain a supportive environment where death play is 

accepted as healthy and desirable. The educator should 

be aware of the following common defense mechanisms used 

by children when they encounter a death-related experience: 

feeling and acting aggressively, denying a person's death, 

regressing to an earlier stage of development, transfer-

ring the fear to some less threatening situation, and 

actively seeking a replacement for the loved one. While 

permitting children's emotional reactions and discouraging 

emotional expressions only if they are harmful, the educa-

tor should help children guide their feelings into a safer, 

yet still satisfying, form of expression (Crase & Crase, 

1976; Galin, 1972). 

Suggested criteria guidelines for selecting the corn-

petent death educator. Leviton (1977) formulated the 

following suggestions from his adaptation of Johnson's 

(1973) recommendations for sex educators: 

1. The teacher must have come to terms 
with his or her own death feelings 
and be aware of their influence on 
his or her total personality. 

2. Plainly, the teacher needs to know 
the appropriate subject matter he 
or she is to teach. 



3. 

4. 

5. 

The teacher of death education needs 
to be able to use the language of 
death easily and naturally, especially 
in the presence of the young. 
He or she needs to be familiar with 
the sequence of psychothanatological 
developmental events throughout life, 
and to have a sympathetic understand
ing of common problems associated 
with them. 
The teacher needs an acute aware
ness of the enormous social changes 
that are in progress and of their 
impact on our patterns of attitudes, 
practices, laws, and institutions 
concerning death. (pp. 260-261) 

18 

Instructors must meet the challenge and responsibility 

of bringing together the intellectual and emotional aspects. 

"• Maturity, • whatever else it might mean, seems to imply a 

worked-out relationship to both life and death, and on 

both intellectual and emotional levels.. (Kastenbaum, 1977, 

p. 36). The teacher of death education needs to be com-

fortable in an area where there are no definite and final 

answers (Ulin, 1977). Understanding the student is an 

important responsibility; knowing in advance where help 

can be provided, the teacher should be prepared to help 

emotionally because ''death and dying courses involve 

students at a deep visceral as well as intellectual level" 

(Ulin, 1977, p. 42). An honest and human approach to death 

begins when one is allowed to get in touch with visceral 

feelings. Otherwise, any adopted stance toward death 
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might become ai1other_·;form of blocking and avoiding any 

honest confrontation. =Feelings, have no morality; th~y 

are neither-go6d~nor bad, but should be considered ethically 

neutral (Kavanaugh~ 1972). Like all good teachers, the_ 

death educator should·i know how to involve others-~school· 

administrators;··parents, and the community. 

Teache·r education. Those involved with teacher 

education need to develop more realistic attitudes toward 

death and recognize that death affects the school environ-

ment. Aspedts of thanatology need to be incorporated when-

ever and wherever they' are relevant. In improved training 

of teachers, emphasis should be placed upon openly discuss-

ing the death -and loss in nursery and elementary schools. New 

directions should be explored for areas where the~es· of~ 

death, loss, and suffering can appropriately be included in 

young children's learning experiences. The opportunities 

presented' in the school, setting to explore the physical 

meaning of death and the emotions aroused by·dea~h should be 

utilized. Being aware that grieving children. face- learn-

ing problems, teachers need to discover and explore methods 

to aid bereaved children in resuming the learning process 

(Krant, 1974; ·Shadick, 1976). High-school juniors a_r:d 

seniors expressed inner turmoil and fears r~lated to ~he 
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death of a sibling, parent, or grandparent. These concerns 

were apparent in numerous ways: drop in scholastic perform

ance, turning from pre-loss goals, periods of sleeplessness, 

confusing dreams, feelings of isolation, and feelings of 

unreality (Krant, 1974) • Since the school is the societal 

agency with access to all children, it should endeavor to 

provide objective and comprehensive needed death education 

with teachers given some instruction in this area. 

Death Education Curriculum 

Death education is concerned with facts, skills, and 

attitudes needed to deal adequately with the meaning of 

death and death fears (Gordon.& Klass, 1979). Death and 

dying educational programs need not replace existing pro

grams; death-related concerns can be integrated into a 

variety of existing educational structures such as English 

literature and composition, history, science, health, con

sumer economics, foreign language, anthropology, sociology, 

marriage and family living, and philosophy (Kastenbaurn, 

1977; Stanford & Perry, 1976; Ulin, 1977). Leviton (1971) 

proposed a graduated, continuous program throughout the en

tire educational process. In this process one should guard 

against romanticizing and glorifying death and presenting 

concrete answers to human suffering (Krant, 1974). Death 
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education is another. dimension adding new content; · 11 a 

vehicle through which teachers might teach moreieffectively 

many of the cognitive as well as the affective skill~ they 

now teach: throug}1 more conventional subject matters 11 

(Ulin, 1977, ,p .. ·.l4),. Leviton (1971) found death education 

to be triadic:.· .formal classroom teaching which is itself 

triadic in methods ·(lect:ure, small group discussions, and 

individual counseling) and content (education concerning 

death and dying,· education·· concerning the bereavement pro-

cess, and education .. concerning suicide and suicide preven-

tion); teacher ~raining and1parent education: and develop-

ment of ~!cr!~is-interyention facility. · 

Books for children. Careful thought, selection, and 
' f ,. • . 

planning are essential if literature is to be beneficial. 

The following factors must be considered: chronological 

age, stage of development, reading level of :.children, and 
~ ... ( ~< 

appropriateness o~material. The length,·, level, .,and for-

mat of the m~terial should not negate possible gains. One 

should be awar.e of any misinformation, and the _,material 
. ' 1:4~ 

should be written with skill and be wort~~h}~e from a liter-

ary viewpoint. Bibliotherapy is only one'_' co~ponent '.of a 

program; offering a book. ~bout dying and. ber.~ave:rn~nt alone 

is not adequate. Children may gain insight irom~~~~~~~g; 
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but discussion, freely available and not forced, is as 

important a factor as the book itself. The inclusion of 

books about death provides a framework for facing problems. 

It is reassuring for children with unspoken concerns and 

questions to realize that the topic of death is acceptable 

(Bernstein, 1976) . 

Among the 80 finalists· for the 1977 Newberry Medal, 

an award given by the American Library Association, were 

eight books that dealt with death as a natural phenomenon. 

The winner of the award was Katherine Paterson's Br~dge-to 

Terabithia which deals realistically with death (Denton 

Record-Chronicle, Feb. 5, 1978). Sheila Cole, a reviewer 

for the New York Times Book Review, commented on the books 

beginning to appear with the purpose of explaining death 

to children. 

All of these stories were written with a 
didactic purpose - to give a child a way of 
looking at death and living with the knowledge 
of it. All of them try to diffuse the finality 
and fearfulness by presenting death as just 
another natural process. But to most adults in 
our culture, death is more than just another 
natural process. It is an occasion surrounded 
with mystery and deep emotion. Presenting it to 
a child as just another change we go through is 
less than candid. Adults often present a prettier 
reality to children than actually exists. But 
to give easy answers to a child's questions about 
death is to deny reality and to diminish both 
life and death and ultimately to turn our chil
dren from our counsel. (New York Times Book Review, 
Sept. 26, 1971, p. 12) 
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Caution against the "fad'' aspect of death and dying. 

Care needs to be exercised to prevent the dying from be-

corning another research tool, a means for gaining govern-

ment and private foundation grants, and a method of gaining 

professional stature. 

Now dying is coming back into fashion, though 
people have been doing it for years. Various 
groups and agencies, teachers and authors, 
have been moving into death with all the grim 
zeal of a property developer who's just found 
a new slum. (Simpson, 1979, p. 4) 

Rev. Allan W. Reed, Protestant chaplain and supervisor of 

the School of Pastoral Care at the Massachusetts General 

Hospital, voiced some of this concern when he stated, 

I'd like to see fewer courses and lectures (in
cluding my own) and see more painful waits be
side the bed, more agonizing silences in the 
waiting room - followed by sustained introspec
tion and group sharing of the feelings brought 
into awareness by such attention to the death 
that is around us. (quoted in Langone, 1974, 
p. xviii) 

Techniques which can be utilized in death education. 

The "Do-It-Yourself" death certificate (DIYDC) appears to 

be a useful supplement to existing techniques for studying 

personal orientations toward life and death. Using this 

technique, persons are asked to complete genuine death 

certificates in the manner that they expect their own death 
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certificate will one day be completed. In t~o studie~ · 

using this method (Sabatina & Kastenbaum, 1973; Simpson, 

1975), heart failure was the most popular cause of death. 

Both studies found the strong desire for a quick death; 

most expected death to follow the onset of the resppnsible 

conditibn instantly or within seconds, minutes, or at worst 

a few hours. Sabatina and Kastenbaum (1973) discovered·that 

death by cancer was markedly underestimated by 400% based 

upon current mortality rates by types of diseases. Simp

son (1975) noted that one person indicated the caus~ of 

death as suicide at the age of 72 years. Simpson· (1975) · 

observed a clustering of death dates in the winter months; 

no one expected to die in June, July, or August. ·.The · .1' 

results of the Simpson study showed that a group of-stu

dents engaged in health professional training, even after 

considering the facts of death abstractly, projected an 

unrealistic perception of their own deaths. The following 

two informal observations were made by Sabatina and Kasten-

ba urn ('19 7 3) : 

1.. Some people are tempted to "rip off" their death 

certificates in both the figurative and literal 

,-sense. Theft was minimized by offering a.· new_, 

DIYDC for the completed one. It became clear~: 

that some people tend to become very attached;~o 

their death certificate. 
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2. There is a tendency to think of one cause of death 

(such as cancer) , but to reject it as being too 

threatening and to write down another cause. 

Lester (1971) asked 15 students in a death seminar in 

1969 to write their own obituaries. Clinging to their 

sense of uniqueness, each conceived of death as a solitary 

event rather than as a casualty in a large scale disaster. 

Dr. George Evans (1978) of the English faculty at 

Pacific University in Forest Grove, Oregon, noticed that 

students in his death classes tended to be non-smokers; 

only l% were smokers compared to 50% smokers in this regular 

English classes. Evans stated, "I can only surmise that 

the non-smokers are more aware of how fragile life is. 

They are concerned about their own mortality and care for 

their health. Their avoidance of tobacco is one example 

of this" (p. 3C). Evans also noticed that more women than 

men enroll in death and dying classes. "Women seem to be 

more interested in life and death; women represent the source 

of life. Men see death as an adversary and they always 

lose" (Evans, 1978, p. 3C). 

The "You & Death'' questionnaire appeared in the August, 

1970 issue of Psychology Today. The biggest surprise in 

the results was the volume of responses received; more than 

30 000 auestionnaires were returned with more than 2,000 
, 6 
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people sending letters with their replies. This :_question-

naire broke the record set by the Psychology Today sex · 

questionnaire which recorded over 20, 000 replies· (Psychology 

Today, June/ 1971, p. 43). The results frorn this survey 

have been .. reported in several books and articles.- At least 

four additional studies have been conducted using this, 

questionnaire: the Eldredge (1975) study involved a nursing 

group, a college group 1 and a non-college group; the Wal-

lace (1976) study comprised 57 students in a private col-

lege in Los. Angeles; the Bluestein (1975) study included 

82 thanatology students at the University of Cin~innati; 

and the Wass 1 Christian, Meyers, and Murphy (1979) study 

questioned 171 elderly persons from three different types 

of residence communities in Florida. 

Death Education in Medical Schools 

Liston (1975) , in reviewing the Cumulative Index 

Hedicus heading "death" for the years 1960-1971, did not 

locate one article addressing the teaching of coping with 

death in medical schools. It was not until 1972 that the 

need for such instruction was noted by Barton, who.Pi?neered 

attention for death education in the medical curriculum and 

developed a set of role-playing vignettes to he~p students 

integrate experiential and cognitive aspects of_dying. Re

search done by Liston in 1973 found that less than half the 
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schools: surveyed. offered any formal instruction' in death 

education.~ Thosetwhich did offer instruction pr6~ided less 

than ten hours per student, and many of the, courses were 

elective~ and taken by approximately 15% of the ·siude~ts. 

The following . reasons.· explain why formal instruction was 

not utilized:·· lack c.: of ·.qualified and motivated· teachers, 

priorities ·Of~available curriculum time, and the ~motiorial 

resistance or~·avoidance of this subject matter. 
,:; 

Increased.·:efforts should be made to communicate the 

humanistic approach--to dealing with dying patients and 

their famili'es···to':medical students during their formative 

clinical years before their individual styles have become 
r ,' '< 

fixed (Liston~ '.1975) ~- In his later medical training, 

Kasper (1959) remembered only one discussion co~ce~ning 

the feelings of· the dying or relatives of the dying. This 
'::• .. 

brief lesson· was on· the methods one might employ to exploit 

the grief~ guilt, and~confusion of the situation .in 

securing an autopsy consent. In order for training abouf 

death and dying to achieve its ultimate effect, Lewis (1977) 

expressed the need for experiences early in the medical 

educational process since studies have demonstrated that 

advanced medical students show higher levels of fear th~n 

beginning medical students. By the early use of death 

education it might be possible to prevent or reduce the 
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trenched in a death-avoiding professional style (List:.o_n, 

1975). 
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Saul and Kass (196~) evaluated the anxiety of,medical 

students before and after their first year of training~ 

The two most threatening situations for entering: freshmen 

were discussing a fatal illness with a patien_t aJ.1d telling 

a relative that a patient had died. After the first year, 

these situations were still the two most threatening with 

higher anxiety scores recorded than originallY· .. ; In. a 

study done by Weinstein (1978) support for the negative 

relationship between one-to-one instruction by clinical· 

faculty and the fears of death and dying was .establ~sped.~ -

More personal death education by clinical faculty instead 
~ '·' . ' '\ 

of group lectures, workshops, or formal cours'es resulted in 

lower fears by students for the death and dying of others. 

This method of instruction differs from the struct."ured ap-

preach proposed by Liston (1975). 

Children and Death 

Children gain their concepts about numerous events 

from their social environment, and the conce~t of :dea~~ is 

no exception. Society can engender concepts whicl_: ca~_.?e 

beneficial or ones which can be detrimental t.o. a .. child's .. · .. 

mental health and/or personality development. Everyone 
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involved with young children need to be aware of the im

pact that they have upon young children's developing con

cepts. The creation of support groups including parents, 

teachers, child development specialists, and others ·inter

ested in the welfare of young children would prove advanta-

geous to both adults and children. 

Factors of Chronological Age and Developmental Level 

Some researchers agree that age is an important 

factor in assessing children's understanding of death while 

other researchers support the general conclusion that chil

dren's ideas about death are closely related to their level 

of development. Studies by Piaget (1951) and Werner (1957) 

have shown that although a relationship does exist between 

chronological age and level of development, the two are not 

identical. While studying 378 Budapest children ages 

three to ten years, Marie Nagy (1948) defined three develop

mental stages. In the first stage children have no defini

tive thoughts on death. Children under the age of five do 

not recognize death as an irreversible fact; they deny 

death as a regular and final process. Both life and con

sciousness are attributed to the dead; to die means the 

same as to live but with changed circumstances. Children 

extend animism to death. During the second stage from ages 
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five to nine, there is a personification of death. Death 

is imagined as a separate person or identified with the 

dead. Death is a chance or possible event, an eventuality. 

Children recognize that death exists, but there is the 

desire to keep death distant. By stage three from ages 

nine and later, children are aware of the cessation of 

bodily activities. Children begin to view death as a pro

cess which happens according to certain laws and recognize 

that death is an inevitable experience for everyone. For 

many years Nagy•s research was accepted without .question 

as the model for children's perceptions of death. 

Koocher•s study (1973) both confirmed and modified the 

work done by Nagy. Koocher noted the mistake in relating 

children's conceptions of death to chronological age alone. 

Thoughts about death were found to be more closely related 

to developmental levels established by mental performance 

tasks than to chronological age; therefore, age alone is 

not a reliable predictor of children's levels of response. 

Koocher believed that the developmental progression in 

thoughts of death more accurately relates to direct measures 

of cognitive maturation than to chronological age. In the 

Koocher study no personification-type response was given. 

The children in Koocher•s sample placed emphasis on science, 

technology, and control and elaborated upon actual 
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consequences. Koocher felt his subjects were ~h6w{ng that 

specificity of detail might be as effective a m'eans "of con

trol over death as personification. If this is correct, 

there may be no contradiction between the findings: o.f the 

Koocher and Nagy studies. Safier (1964) studied the: con

cepts of animism and death in children and saw a parallel 

between Piaget • s stages of animism and Nagy •s stages in 

the formation of a concept of death. Mcintire, Angle, and 

Struempler (1972) found that American children tend to cast 

aside fantasy and focus on organic decomposi tiori as early 

as five years and in some cases even three year~. They 

noted that the personification of death rarely appears in 

death descriptions given by American children ·ages· five 

through nine. Grollman (1967) suggested that researchers 

consider the role of social, economic, and cultural· back

ground in the study of children•s conceptions of. death and 

dying. 

That children are capable of comprehending th~· concept 

of death before the age of three years has be~n the c6n-· 

elusion of some researchers. Maurer (1961) observed infants 

actively experimenting with the "pre-idea" of death ,.in· the 

game of II peek-a-boo I II (old English phrase meaning. II alive 

or dead?") which is a mental orientation to~ard bein·g and 

non being. Yudkin ( 19 68) noted that during this game · · 
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children experience the alternate states of fearful expec

tancy and explosive relief. Maurer emphasized the implica

tions of the infants' rhythmical alternations of mental 

states for the maturation of death concepts. Next young 

children delight in throw-away and recovery games. Tod

dlers continue experimenting with being and nonbeing as 

seen in their intense interest in toilets. Gradually chil-

dren come to expect that some things do not return. "All 

gone!" is frequently one of children's first and most 

popular phrases. All of these experiences were ~nterpreted 

by Maurer as attuning the self to some of the basic 

phenomena that eventually will become part of one's con

ception of life and death. Kastenbaum (1977) found in the 

study of human development there exists a strong bias toward 

consistency and stability and the processes by which chil

dren come to recognize the enduring and unchanging charac

teristics of the world. Yet, young children must under

stand vanishings and inconstancies to enable them to under

stand stability and order; constancy has little or no mean

ing unless there is an appreciation of unconstancy (Kasten

baum & Aisenberg, 1972). Young children are actively engaged 

in trying to comprehend being and nonbeing simultaneously 

from the beginning of their experiences with the environ

ment. Since highly abstract and well verbalized expressions 
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are not possible for toddlers, this does not exclude the 

possibility that this age child has developed concepts 

about being and nonbeing or death (Kastenbaum & Aisenberg, 

1972) . Rochlin (1965) noted that the knowledge of death, 

including the possibility of one•s own death, is acquired 

at an early age, far sooner than generally believed. How 

much younger than three years this knowledge is acquired is 

a matter of speculation due to the process of communication 

of children which tends to be fragmentary. Furman (1964) 

cited that children of two to three years are capable of 

comprehending the concept of death. 

As a result of her work done with terminally ill chil

dren, Bluebond-Langner (1974, 1975) formulated an alterna

tive model to the age-graded or developmental model. This 

model stated that all views of death (separation, inter

vention by a supernatural being, an irreversible process, 

etc.) are present at all stages in development. The ac

count of death given at a particular time reflects not so 

much age as intellectual and social experiences, psycho

logical concerns and circumstances, and self-concept present 

at the time the question is asked. In her studies with 

terminally ill children, Bluebond-Langner (1974, 1975) found 

that all these children (ages 18 months to 14 years; 

majority 3 to 9 years) came to know they were dying and that 
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this was a final and irreversible process. Kastenbaum 

(1977) noted that strict adherence to traditional theories 

of mental development denies the possibility that five-year

old children, let alone a 16-month-old, can form such con

cepts as death's finality; yet, it has been shown that very 

young children have recognized this feature. Kastenbuam 

proposed the idea that young children might gain insight 

into death-related phenomena and grasp death's essence, 

but abandon it later due to a lack of a stable integrative 

framework. The social/cultural pressures to keep a low 

profile in this area or the emotional impact may be too 

powerful for children to sustain the concept of death in 

conscious thought on a long-term basis. 

Differences Between Adults• and Children's Views of Death 

Rochlin (1965) found that in numerous ways it was not 

possible to distinguish views about death of normal children 

from those of adults. Simpson (1979) noted the mistake made 

in assuming great differences between children's and adults• 

views. Many adults expressed feelings that researchers 

had described as typical of children. The differences 

existed less in concepts than in the imagery used to describe 

them. What children tell people about death depends upon the 

development of skills for expressing abstract ideas. 
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Children formulate abstract concepts before developing. 

abilities to communicate these concepts to others; what 

children say may not represent what they think. The major 

differences between adults' and children's views of death 

are stylistic. Differences can be attributed to formal 

religious instruction and verbal sophistication (Bluebond

Langner, 1977). Alexander and Adlerstein (1958) found that 

the relationship to death, at any age, is more complex than 

what is said about it. Experiments by Alexander and 

Adlerstein demonstrated that children as young as five years 

old showed more emotional reaction to "death words" than 

to other types of words. Conceptions of death and the 

accompanying emotional conflicts and defenses revealed a 

durability which growth, emotional development, and time 

affected very little (Rochlin, 1965) . The concept of death 

plus defenses acted as a core around which knowledge of the 

fact of life was wrapped. The knowledge might vary from 

one culture to another, but this core did not differ ap

preciably. Intellectual development modified reliance upon 

defenses developed in childhood; it did not replace these 

defenses. Kubler-Ross (1969) noticed preoccupation with 

death as ultimate separation, the going on to another life 

after death, God taking them into Heaven -- all views which 

many researchers have ascribed to children under the age of 



36 

seven. Kastenbaurn (1977) cited that characteristics o~ 

children's thoughts and feelings about death can be found 

in adolescents and adults, sometimes as playful expressions, 

sometimes as 11 slips 11 to a less mature level of functioning. 

Individuals might add newer conceptions of death as they 

mature, but the earlier beliefs do not vanish. Kastenbaum 

and Aisenberg (1972) reported adult descriptions of death 

using personification (Stage II, from ages five through 

nine, in Nagy's model). 

Attitudes toward death show not simply a lack of know

ledge but a strength of resistance which is drawn from an 

early, deep, and persistent strength not to act in accord

ance with available knowledge. Knowledge is tempered and 

blunted when desire opposes it; wishing or desiring often 

contradicts and prevails over learning and knowledge. 

Young children are concerned with causality, preferring 

answers outside logic which are not testable and often 

dependent upon the powers of wishes and magic. Children 

believe their experiences are the way things are and do not 

wish or need to test the validity of their beliefs. Chil

dren will resort to altering realities to suit their wishes 

when questions of death occur (Rochlin, 1965). Believing 

that everything is governed by law and ruled by a higher 

force, children believe death is the result of unnatural 
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The concept of chance is alien to young children; 

death is never conceived as resulting from chance or natural 

happenings (Wahl, 1958) • Research by Bender (1953) and 

Steiner (1965) cited that young children visualized death 

as being caused by a violent force, and Safier (1964) and 

Kubler-Ross (1969) noted the dominant idea of an external 

force. Rochlin (1965) stated that there exists the general 

assumption that magical thinking rests upon the use of 

fallacious premises and that enlightened intelligence will 

replace the world of magic. He noted that experience does 

show that reason does appeal within limits as a means of 

adapting to reality; however, when reality contains danger 

or uncertainty which reason can not penetrate, magical 

thinking is used. When narcissism is menaced, reason seems 

to have little effect; therefore, when reality confronts 

narcissism, adult defenses are not different from those of 

children. The rational system of thinking ultimately fails 

to provide the needed wish gratification that narcissism 

requires; thus, magical thinking is never truly relinquished 

regardless of the level of intelligence or reason. 

Bluebond-Langner (1977) expressed the need for caution 

on the part of researchers. Grave interpretive errors can 

be made when the researcher attributes meanings to chil

dren's behaviors on the basis of adult understandings or 
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assumes that children's inability to verbalize indicates a 

lack of knowledge or inability to conceptualize the mate

rial. Investigators might be led astray in formulating con

clusions if they equate what children say with what they 

think and allow what is on the forefront of children's 

minds to stand for all that is in their minds. Children 

of five are concerned with separation, children of seven 

have a newly developed sense of individuality and indepen

dence which causes them to view death as a remote possibility 

possible only by intervention of a greater force, and chil

dren of nine use scientific explanations in making observa

tions. Therefore, when giving explanations of death, 

children will follow this same pattern. 

Death-Related Themes in Children's Literature and Garnes 

Death-related themes are abundant in children's 

rhymes, fables, myths, tales, and games. While collecting 

360 stories told by children ages two through five years, 

Pitcher and Prelinger (1963) found that 57 children used 

death as a theme; the subject was especially popular with 

three-year-olds. Myths and fairy tales abound with charac

ters who though believed dead are actually in a deep and 

possibly enchanted sleep. Wahl (1958) noted that in fairy 

tales and folk literature there exist for children both 

violent death and magical reversability. Death in these 



39 

tales is an illusion which can be undone. Through rhymes, 

fables, myths, and tales, Krant (1974) explained that the 

following processes can be achieved: expose children's 

death and separation fears and project them onto distant 

characters and settings thus allowing children to external

ize or project these inner psychological pressures; and 

demonstrate that these death fears and concerns can be 

mastered thereby giving children the feeling of being able 

to control the situation. 

Numerous death-related themes are explored in chil

dren's games; children use play as their tool for explor

ing, understanding, and shaping their world. England's 

fatal bubonic plague of 1665 is depicted in the game of 

''Ring Around the Rosie." Rosie refers to the rosy rash 

of the disease; posies to the herbs and spices used to 

sweeten the air; sneezing, a common symptom of those near 

death; and 11 ashes, ashes, all fall down 11 to death itself 

(Kastenbaum, 1977; Simpson, 1979). Tag and chase games 

use death themes (Opie & Opie, 1969). Simpson (1979) noted 

that children must avoid the touch of the person who is 

11 It. 11 vlhi te ( 1976) cited games of cops and robbers, cow

boys and Indians, and space wars complete with the zapping 

of death-ray guns. In all of these games, death is not 

associated with permanence. Children experience no 
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difficulty in being shot to death and then happily resuming 

play the next moment. Levinson and Kinney (1969) noted 

that players were resurrected when the game rules require 

it. Anthony (1940) found that dramatic play concerning 

death was an effort to come to terms with the concepts of 

permanence and irreversibility. Differences between play 

understanding and verbal expressiveness were noted by 

Weininger (1979). Children's play frequently contradicts 

what they say about death and dying, sometimes indicating a 

more complex understanding than verbal expressions would 

suggest. Conflicts between play and verbal expression were 

found particularly in the six-to-seven-year age period when 

children are consciously trying to differentiate between 

what they have been told by others and what they think and 

feel within themselves. It was found that play and verbal 

expressions correspond when children are eight or nine. 

Aspects Affecting Children and Adults 

Religion performs a significant role in the area of 

death and dying; early concepts provided by religion often 

become deeply established in an individual's psychological 

make-up. The processes of grief and mourning including 

the funeral are important topics to be considered in 

relation to the well-being of the bereaved. Death by 
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suicide has special connotations since it is not considered 

by many to be a "just" death. 

Role of Religion 

Rochlin (1965) mentioned the concept that it is the 

very thought of dying that gives rise to religious beliefs. 

Religious beliefs have expressed human needs; religion has 

aspired to sustain, prolong, and extend life. Religion is 

one of humanity•s most ingenious inventions, for through 

religion individuals have contrived to extend themselves 

beyond their limits. Woodward et al. (1978) noted the com

mon wisdom found in all religions - there is no such thing 

as a good death except for those who have achieved a good 

life. The gradual decline in firm religious beliefs intro

duced a new dimension to dying for believers (Kavanaugh, 

1972) . Their unshakeable faith was threatened by increasing 

uncertainties, and doubters and former believers were 

seemingly as happy as most believers. Goldscheidner (1971) 

noted that this decline of religion and the emergence of 

secularism necessitated that religious institutions redefine 

the content of their message and/or place a different 

emphasis within the content to remain vital to today•s 

world. Doubt existed in the value of placing "reward" for 

religious adherence in another world and/or another life. 



Social influence. 
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Religion places a social influence 

on spontaneous impulses, for an individual is dependent 

upon others for religious and moral attitudes (Hastings, 

1911). "Being religious" is multifaceted and attitudes to

ward death may vary among denominational groups (Feifel, 

1957). Kastenbaum and Aisenberg (1972) observed that to 

be devout in one particular denomination or sect may have 

different implications for death anxiety than to be devout 

in another. Geography and local conditions {social, poli

tical, and economic factors) are almost as important as the 

denomination or sect. One must realize that religious 

institutions are not static. Lester (1967) found that 

11 religious belief does not affect the intensity of the fear 

of death, but rather channels the fear onto the specific 

problems that each religion proposes" {p. 33). Leming 

(1980) cited that religion along with other socialization 

agents was responsible for creating a certain degree of 

anxiety. The moderate believer, being unsure of an after

life, acquired only the anxiety which religion produced 

with none of the consolation. The moderate believer experi

enced the general anxiety which has been socially ascribed 

to death. The highly committed seemed to have the least 

anxiety. Besides having the solice religion provided in 

promising a reward in the afterlife, this group enjoyed the 



dissipation of much of the anxiety caused by the social 

effect of death. The nonreligious group, fearing neither 
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an afterlife nor the divine judgment, suffered only the 

disruptive effects of death upon their social life. Dumont 

and Foss (1972) referred to the "chicken and egg" controversy 

applied to this area. Does religion increase the fear of 

death or are those who are most religious so because of a 

stronger death fear? 

Children and religion. Children's beliefs in magic are 

compounded into religiosity (Rochlin, 1965). The socializa

tion and institutional aspects of religion are an evolved 

system of governing beliefs which rely upon a deeply rooted 

foundation developed during children's early years. Chil

dren's conceptions of the world are those of places directed 

by forces which are subject to persuasion where the conflict 

lies between the power of their wishes and the laws of 

causality. This conflict is reconciled by religion. 

Religious beliefs provide children with the essential ex

planations of events, phenomena, and causes. Children's 

natural beliefs are of a religious nature; they believe in 

a higher power where everything is ordained and no natural 

causes exist. Children are actively engaged in religiosity. 

Intense concern with learning about life and death guides 

in the formation and practice of a religiosity which 
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becomes an active part of their entire lives. Concepts 

and their emotional conflicts and defenses reveal a dura

bility which growth, development, and time affect very 

little. Once formed within the mind, interpretations of 

heaven or hell seem beyond rational argument and are not 

available for intellectualization (Krant, 1974) . Therefore, 

researchers should be aware of the enormous staying power 

of religious doctrine implanted during children's early 

years even if those in a sample report to be nonreligious. 

Belief in an afterlife. A large majority of today's 

educated people doubt the existence of an afterlife (Fowles, 

1964). Pascal (1960) referred to the "bet situation." 

When there exists no certainty about some future event, 

one must still come to a decision. He felt the answer was 

clear -- "put money" on the Christian belief that a 

compensatory afterlife existed. If this is not true, one 

has lost nothing; if this is true, one has gained all. 

Some researchers have noted that the religious believers 

show an anxiety concerning death and dying due to the fear 

of possible punishment (Alleman, 1964; Feifel, 1957; 

Kavanaugh, 1972; Koestenbaum, 1964). The following three 

investigations explored the belief in an afterlife: 



1. American Institute Public Opinion Poll in 
December, 1961 

Belief in Afterlife 

Yes 74% 
No 14% 
Do not know 12% 

2. Gallup Poll (1968) - sample: .·1, 500 Americans, 21 
years of age and over 

Believe in a "life after death" 

Yes 
No 
No ans\ver 

73% 
19% 

8% 
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3. Klopfer and Price (1978) - sample: 331 respondents 
in Lubbock, Texas who were 18 years of age or over 

There is some form of existence after own present 
life ends 

Yes 
No 
No response 

85.8% 
10.6% 

3.6% 

Commitment as the significant variable. Kavanaugh 

(1972) concluded 

that religious faith of itself does little to 
affect man•s peace near death. Worry warts are 
worry warts no matter what theology. It is not 
the substance or content of a man•s creed that 
brings peace. It is the firmness and quality 
of his act of believing. Firm believers, true 
believers, will find more peace on their death
bed than all others, whatever the religious or 
secular label we place on their creed. The 
believer, not the belief, brings peace. (p. 14) 

Kavanaugh (1972) observed that faith and/or belief is 

not the sole privilege of religious people. He believed 



that skeptics and ~agnostics can find peace,· plus the as-

sur an ce of·. safety in .. , any possible hereafter, if their· search 

for truth >has been genuine. "Try as I might; I can riot 

conceive 'of. any all-knowing, all-caring God of whatever 

denomination_ who would· admire a cheap and fearful switch 

near death more than .a ,firm adherence to beliefs gained in 

the struggle .of ,'life." (Kavanaugh, 1972, p. 224) • . The fol-

lowing researchers have found that commitment seemed to be 

the significant variable between religion arid the fear of 

death: 

1. Burrows (1971).- noted that it was not ·religiosity 

but comfort' with religious beliefs which determined 

a··~person •·s .fear of death and attitudes toward 
v·.~ 1 

;death. 

2. Cary· '(1974)., found that the most important aspect 

concerning.the religious variable wa~: the ~ua~ity 

.of the reli~ious orientation (integrate beliefs 

into life-style) rather than the r~ligious; af-

fliation. 

3. Hinton (1972) .. found that recorded denomination of 

belief had no· ~correlation with the amount of 

,anxiety shown· by the seriously ill person. The 

important factor was the way people held their 

beliefs. 
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4. Kubler-Ross (1974) cited that intensely religious 

people accept death more easily than others "if 

they are authentic and have internalized their 

faith. . The significant variable is not 

what you believe, but how truly and genuinely you 

believe" (pp. 161-162). 

5. Leming (1980) observed that the type of religion 

did not seem to make a difference in the relation-

ship between religiosity and death anxiety. The 

strength of commitment was the most significant 

variable in explaining the relationship between 

religion and the fear of death. 

6. Swenson (1959) associated religion-related dif-

ferences more with the intensity of religious 

activity than with doctrine. 

7. Worden and Proctor (1976) noted that the question 

was not whether one was religious but the degree 

to which religious belief had been integrated into 

life. 

Homans' thesis. Noting the concepts held by Malinowski 

and Radcliffe-Brown, Leming (1980) tested Homans' thesis con-

cerning religion and death. 

Homans' treatise is that when individuals en
counter death, the anxiety they e~p~rience is 
basically socially ascribed. Rel1g1on, with 



its emphasi? ... <?n,. ;i.mmor-t;.ali ty of the soul and 
its belief'in a coming judgment, increases 
the level of death.anxiety for individuals 
who follow the teachings of the religion. 
However,.once individuals have fulfilled the 
religious or magical ceremonies which are re
quired by religipn, they experience a modicum 
of anxiety. (pp. 348~349) 
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Malinowski h~lieved .. religion functioned to relieve anxiety· 
,··_\ "!l" '· ,. . . : 

and that death; which .. is perhaps the most upsetting and dis-

' ., ")' ! "· •• : 

organizing of all human events, is the !Tlairi source· C>f 
'• 

religious belief. Disagreeing with Malinowski, ~adcliife-

Brown believed''that without. the anxiety-pr.oducfng effects 

of religion 't~~t ~people would be free from their fears.· 

Romans (1965) -s,tated th~t ·'both were correct' in their con

ceptions aboui t~~ reiation~hip between reli~ion and de~th 
:.-.. :, - . 

anxiety. Homans contended that Radcliffe-Brown 1 s hypothesis . · 

was a supplement tc) Maiino'~ski Is. Malinowski Is concern' wa's' 

the individual; (the individual tended to feel anxiety 'on 

certain occasions) I whereas Radcliffe-Br'o'wn Is concern' was 

society (society expected fhe individual ~o ~eel anxi~ty ·on . 

certain occasions) . iesti~~ these theories, Lemi~g (1980) 

studied 16 research inves£{gations into the ~elati~n-

ship between death and "re1igiosi ty. Ten studies (Berman & 

Hays, 1973; Burrows, 1971; Feifel & Branscom, 1973; Haider, 

1967; Hooper & Spilka, 1970; Lester, 1970; M·artin & Wrights

man, Jr., 1965; Osarchuk & Tatz, 1973; Shearer, 1972; 



Templer, 1972) demonstrated that religious factors were 

significantly related to the reduction of the death fear 

and/or death anxiety. These studies tended to support 

Malinowski's theory that religion serves to reduce death 

anxiety. Three studies (Chenard, 1972; Faunce & Fulton, 
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1958; Feifel, 1959) demonstrated a significant positive re-

lationship between religiosity and death fear. These 

studies tended to support Radcliffe-Brown's theory that 

religion increases death anxiety. Leming felt that the 

direction in these 13 studies was unclear since "anxiety can 

cause one to be more religious and/or religion can increase 

death anxiety." (p. 350) Three studies (Kalish, 1963; Nel-

son & Nelson, 1973; Williams & Cole, 1968) concluded that 

death anxiety is lowest among individuals who are either 

highly or lowly committed to religious values. Individuals 

who have a moderate commitment experienced a significantly 

higher intensity of death anxiety. These studies tended to 

support Homans' position and demonstrated a curvilinear re-

lationship, as shown in Figure 1. Leming stated that 

if one takes a close look at the research in 
light of the theoretical position of George 
c. Homans, it becomes evident that there is 
empirical support for both Malinowski's and 
Radcliffe-Brown's hypotheses, and the true 
relationship between religiosity and death 
anxiety is curvilinear rather than linear. 
(p. 351) 



Low ~ Moderate-... High 
Religiosity 

Figure 1. Homans' thesis concerning religiosity and 
death anxiety. 

Grief and Mourning Processes Including Funerals 

Complications caused by today's attitudes. Twentieth 

century attitudes have complicated the process of grieving. 

Americans have lost or abandoned any clear and universal 
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customs that would afford the bereaved security and supports 

(Bowman, 1959; Kavanaugh, 1972). Lack of support is hampered 

by geographically distant extended families in the mobile 

society, by changes in the structure of neighborhoods, and 

by large, less personal churches (Kavanaugh, 1972). Believ-

ing grief must be controlled and vented privately, today's 

culture expects only a slight display of grief (Caine, 1974; 

Kavanaugh, 1972; Woodward et al., 1978). Hendin (1973) 

stated that people felt that giving in to grief was de

grading, morbid, and unhealthy. The social expectation 

exists that the bereaved will quickly continue their prior 

pattern of normal life (Peretz, 1970; Fulton, 1967). 

Lair (1972) found that because most people have a problem 
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handling another•s grief, they deny that grief. Therefore, 

the bereaved person may experience social pressure to 

deny the significance of the loss and to abandon the grief 

process prematurely (Kastenbaum, 1977; Peretz, 1973). 

Simpson (1979) observed that some caregivers have developed 

a rigid timetable for grief and recovery; they tell the 

bereaved when they should show signs of improvement and be 

"as good as new11 and give warnings about grieving ••too 

long ... Vernon (1968) found that 21.5% of 1,500 college stu

dents felt constrained to conform to social expectations of 

grief which were sometimes not in accord with their true 

feelings. Kavanaugh (1972) noticed that college students 

with unresolved past grief experiences kept feelings of 

closeness or desire for commitment harbored carefully in

side themselves. Fearing the piercing hurt of a broken 

bond, they allowed only surface relationships and temporary 

alliances. Koch (1977) stated that mourning is not an 

illness; that pain, anger, loneliness, and rage are common 

grief reactions; and that mourning should be an acceptable 

part of life. Feifel (1977) cited that normal mourning 

lasts for at least one year and that resources for support 

need to be available for that year. 

Children and the grief process. Effective cornrnunica-

tion with children at the time of a death is essential. 
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One must answer children's questions truthfully. Being 

aware of the qualities of children's vivid imaginations 

helps one realize that inconsistent or incomplete answers 

may be more unsettling than truth. Knowing children's 

needs for security, individuals must reassure children that 

they will not be abandoned (Bluebond-Langner, 1977) and 

assure them that their future care will be provided 

(Gardner, 1970; Ternes, 1977). Adults should not give ex-

planations or impart doctrines that children will later need 

to 11 unlearn" to gain an accurate insight into the concept 

of death {Crase & Crase, 1976; Grollman, 1967). Though 

religious convictions may be helpful to adults, these con

cepts may be confusing and disturbing to concrete-thinking 

children {Furman, 1976) . Adults, hoping to comfort chil

dren, may present concepts that they do not believe (Becker 

& Margoin, 1967). Grollman (1967) recommended an open, 

loving, and truthful environment where death is not as

sociated with guilt, superstition, and unchallenging dogma. 

Young children should be kept within the supportive, 

sharing framework of the family and encouraged to share 

their feelings and emotions (Hendin, 1973; Kliman, 1976; 

LaShan, 1976; McDonald, 1963; Simpson, 1979; White, 1976; 

Yudkin, 1968). Remembering how meaningful routine is to 

children, it is important to try to continue as much of the 



regular schedule as possible (Simpson, 1979; Ternes, 1,977; 

White, 1 9 7 6 ) . 
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Young children may feel deeply sad for awhile, but 

quickly replace their distress with industrious and happy 

pursuits. Adults are often shocked and disturbed by this 

apparent lack of feeling (Furman, 1976; Wolfenstein, 1965). 

This quick return to normal living is not heartless emotion, 

but an attempt to return to the familiar while allowing time 

to assimilate the unfamiliar (Hendin, 1973). Wolfenst~in 

(1965) called this the "short sadness span 11 which is not 

uncommon and considered normal. Adults should be obser~ 

vant, for adaptive behavior is not the same as pretending 

the death has never occurred. Wolfenstein (1965) noted 

the following conditions which might require intervention: 

long period of denial, delayed mourning, and neurotic mourn

ing. Kastenbaum (1977) found that children's responses 

may not be obvious and immediate. Total realization un

folds over a period of time; mourning may be expressed in 

numerous ways -- changes in sleeping habits, mood changes, 

changes in relationships with other children, and demands 

made by the child. Kastenbaum offered the following advice: 

Be patient and available. 

Effects of bereavement in childhood. Abundant re

search studies have reported the impact of death upon 



54 

children; especially that involving the death of a parent. 

Some of these studies including implications are presented 

in Table 1. 

Table 1 

Possible Effects of Childhood Bereavement 

Bo\vlby (1960) 

Fleming and Altschul 
(1963) 

Furman ( 197 4) 

Moriarty ( 196 7) 

Meyer (1975) 

Failure to cope appropriately with 

death and resolve the loss and 

grief process was likely to lead 

to emotional rnaladaption. 

A wide variety of repercussions was 

noted in arrested development, 

faulty reality testing, and im-

pulse control. 

The severe stress caused by the 

death of a parent may compromise 

healthy development. This death 

often leads to decisive changes in 

personality structure. 

The failure to cope with death is 

the seedbed of neurosis. 
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Table 1 (Continued) 

Possible Effects of Childhood Bereavement 

Barry, Jr. (1949) 

Beck, Sethi, and 
Tathil (1963) 

Brown (1961) 

Hilgard and Newman 
(1963) 

Maternal bereavement before age 

eight may be related to later 

development of psychoneurosis. 

Depressed adults were more likely 

than nondepressed adults to have 

been orphaned during childhood 

with the degree of depression being 

stronger for those whose parent 

had died before the child was four. 

More mental illness in adulthood 

was found in those individuals who 

had experienced parental death in 

childhood than in those who had 

not suffered such a loss. 

A significant relationship existed 

between children who had a parent 

die early in their lives and later 

hospitalization for alcoholism and 

mental illnes. 
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Table 1 (Continued) 

Possible Effects of Childhood Bereavement 

Bender and Schilder 
(1937) 

Toolan (1968) 

Bannard ( 196 2) 

Glueck and Glueck 
(1934) 

Gorer (1965) 

Neubauer ( 19 60) 

Shoor and Speed 
(1963) 

Cain and Fast (1966) 

Behrens, Kraushear, 
Rohrbough, and 
Rosenberg (1964) 

Suicidal preoccupations and attempts 

were found in bereaved children. 

Acts of violence, theft, vandalism, 

sexual promiscuity, and delinquen-

cy may be outlets for grief and 

guilt which could not be released 

through normal and acceptable 

channels. 

Due to parental death, repressed 

sorrow or hidden curiosity played 

a major part in withdrawal, learn-

ing disability, pseudostupidity, 

or inhibition of speech. 

Elementary children who sustained 

the death of a parent nearly all 

showed a decline in academic prog-

ress, passivity, and withdrawal. 
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Wolff (1973) stated that opinions differ on the ef

fects of childhood bereavement and on the contribution of 

the event to abnormal personality development. Wolff 

indicated that the adverse factor was probably the impair

ment of family life that results as a consequence of the 

death, rather than the actual death itself. Moriarty 

(1967) noted that this trauma complicated the dynamic 

structure of the family. Kastenbaum (1977) stated that 

both the short and long-range effects of bereavement depend 

to a large extent upon the sensitivity and resourcefulness 

of those in contact with children. Wise management of 

grief includes the encouragement and facilitation of the 

normal mourning process. This process aids in the preven

tion of delayed and/or distorted grief responses (Crase & 

Crase, 19 7 6) . 

Functions of the funeral. Toynbee (1968) stated that 

"the oldest, most numerous, and most imposing relics of our 

ancestors are funerary" (pp. 59-60) . Demonstrated by 

deliberate burial, early evidence of human existence showed 

ceremonious concern for the dead. Even during the 

wanderings of the paleolithic man, the dead were the first 

to have a permanent dwelling whether a cavern, mound marked 

by a cairn, or a collective barrow. The city of the dead 

antedates the city of the living (Mumford, 1961). The 
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funeral is an important rite of passage; every culture 

surrounds burial with ritual. Human evolution has been 

measured partly by the methods used to dispose of the dead 

(Hendin, 1973). Toffler (1970) warned that one of the 

hazards of rapid change is the loss of meaningful ceremo

nials which tend to cushion the impact of rapid or painful 

change. 

The purposes of the funeral are the following: 

(Berstein, 1977; Calhoun, Selby, & King, 1976; Feifel, 

1977; Fulton, 1976; Irion, 1976; Hendin, 1973; Schowalter, 

1975) 

1. To acknowledge publicly the death which is a 

ritual of separation marking the conclusion of the life of 

the deceased and to underscore the reality of that death. 

2. To sanction, encourage, and participate in expres

sions of grief. 

3. To provide a framework of supportive relationships 

for the family of the deceased, to reassure them that they 

remain an important part of the community, and to provide 

a transitional bridge to new circumstances brought about by 

the death. 

Parkes (1972) noticed that the funeral service usually 

takes place too soon after the death to be of great positive 

psychological value for the bereaved. Schwab, Farris, 
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Conroy, and Markush (1977) cited that the absence~of~a 

social support system may be the greatest single factor for 

unresolved grief. The bereaved receive comfort and- aid 

during the time of the funeral ceremony, but:only for a 

short time thereafter; feelings of isolation are common 

following the funeral. "· ··· 

Children and funerals. Because the study ·by .Hall_; and 

Scott ( 19 2 2) found that funeral and burial sceries ,.were 

sometimes the earliest of all memories, it•is'vital ·that· 

adults remain attuned to children's needs at times of 

death. Psychologists and physicians differ in ~h~ir_judg-

ment of the age at which children should participate in ,the 

funeral service. The fi~dings of several investigators 

are shown in Table 2. 

Table 2 

Attendance of Children at Funerals 

Calhoun et al. (1976) In most cases children utider eight 

or nine will be upset a~d .confused 

by the funeral. 

Den ton ( 1 9 7 8) Children younger th~n five probably 

should not attend funerals. 



Attendance~of Children at Funerals 

Palomo -(1978) Children over three should attend 

the funeral and burial, of, ,_,a_ dead 

parent. 

Patterson (1975) Children under six should not be 

brought to a funeral~ 

Schowalter .. (1975) Children should not be taken __ to , 

funerals before eight or nine. 

Bernstein ( 1977) noted that although various conclu-

sions exist concerning children's attendance at 1funerals, 
~L • .... { 

it is generally agreed that children of any_age.who.wish to 

attend should be.allow~d to do so. Children sho~ld ~ot be 

forced to p~rticipate in funerals or made to feel guilty 
- • • ' ._.~J' -

if they choose not to attend; children can participate in 
' ~ - .J ~ ,._ (; 

other ways in the home (Crase & Crase, 1976; Furman, 1976; 

Hendin, 1973; Olshaker, 1971; Ternes, 1977). If children 

wish to attend the funeral, certain guidelines should be 

followed. 

1. Explaining honestly and accurately what will hap-
: . ~ 

pen during the service and interment, one should adequately 
( = 

prepa~e children for the funeral (Calhoun et al., 1976; 
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Furman, 1976; Schowalter, 1974; Ternes, 1977). Children 

need to understand clearly the difference between the body 

that remains after life has ceased and a living person; for 

if this concept is unclear, the funeral may be a terrifying 

experience for children (Furman, 1976). 

2. Adults should not forget children because of per

sonal grief. It is desirable to have someone who can give 

undivided attention accompany children to the funeral. 

Children should have the understanding that changing their 

minds at any time up to or even during the service is an 

option; seat children where leaving is easily accomplished. 

This "escape clause" is important and is frequently used 

by children who have overestimated their own strength or 

underestimated the strangeness of some funerals (Calhoun 

et al., 1976; Schowalter, 1975). 

3. Viewpoints vary concerning the practice of view

ing the body. Patterson (1975) recommended no direct view

ing by children under 14, especially nervous or sensitive 

ones. Instead, he advised the use of a photograph on top 

of a closed casket. Patterson (1975) also warned against 

the unwise invitation given to children to kiss the deceased 

goodbye; for the memory of "coldness" may remain forever. 

Schowalter (1975) noted that although it might prove help

ful to allow children to see the deceased, the corpse 
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may seem so unreal {artificial) as to prove confusing. 

White {1976) brought attention to the fact that children 

may be too small to see over the edge of the casket. Since 

some adults recall the feeling that they might fall into 

the casket, White recommended that instead of lifting the 

child unsteadily for a glimpse, that a chair or stool be 

placed to offer an appropriate viewing position. While 

the child is standing solidly on this chair or stool, dis

cuss the child's perceptions and answer questions. White 

(1976) discussed touching the corpse noting that how this 

is done may produce longstanding fear. Although some 

families do touch or kiss the dead person's face as part of 

their farewell ritual, touching the hand may be best for 

children. Moriarty {1967) found that for young children 

being in the physical presence of the corpse of a loved one 

only adds to their trauma and may be the most damaging part 

of the entire experience, producing memories of coldness, 

whiteness, stillness, stiffness, and silence. 

4. White (1976) reminded adults to be aware of 

physical needs of children, such as use of the restroom be

fore the funeral. Remembering the curiosity of children, 

adults must be prepared for questions which may seem 

abrupt, brutal, and lacking in real grief (White, 1976). 

Children need a familiar adult's assistance during the 
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service to answer questions and to provide physical support 

(Kliman, 1976). Ternes (1977) noted that children will de

rive comfort from the funeral experience only if they have 

feelings of being physically secure. 

5. People need to remember children after the funeral. 

Schowalter (1975) found that adults seldom send sympathy 

cards to children. This is unfortunate, for mail is im

portant to children; cards are tangible evidence of the 

event and its remembrance. 

Suicide 

Individual meanings of suicide. 

1. Suicide is a method of reunion. Children are 

particularly vulnerable for they may not have developed a 

firm cognitive concept of life and death (Kastenbaum, 1977). 

2. Suicide is a "payback" reaction. A person kills 

oneself to spite someone disliked or someone believed to 

have wronged that individual. One who harbors grievances 

against others often turns that fury upon the self. Some

times payback involved "getting even" with someone who 

has already died (Rochlin, 1965; Shaffer, 1970; Wolman, 

1976; Worden & Proctor, 1976). 

3. Suicide offers an "escape" from unfulfilled self

expectations, disappointments, and frustrations; these 

feelings are accompanied by a delusional hopelessness 
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(Shaffer, 1970; Wolman, 1976; Worden & Proctor, 1976). 

Beck, Kavacs, and Weissman (cited in Rossiter, Jr., 1976) 

believe hopelessness is the missing link between depression 

and suicidal behavior. Breed (1972) noted the following 

five factors that could so intensify the sense of failure 

as to produce a lethal suicidal attempt: 

a. Rigidity: The person can not shift from one 

goal to another or alter the level of aspiration. 

Lester and Lester (1971) stated that "suicidal people 

tend to be rigid in their thinking and tend to 

think in extremes .. (p. 167). 

b. Commitment: These people have a high level 

of aspiration and an intense desire to achieve. 

c. Shame: 

lessness. 

Failure creates a sense of worth-

d. Isolation: Feeling others have a negative 

evaluation, this individual will withdraw from 

others. 

e. Failure: A sense of self-blame is added to 

the frustration of failure. 

4. Fitch (1970) classified suicide as a defense 

mechanism. Most suicides are an attempt at adjustment, 

rather than a deliberate attempt to take one's life. 
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Cultural meanings of suicide. 

1. Suicide is sinful and represents a revolt against 

the ordained order of the universe, for only God has the 

power to grant life and death (Kastenbaurn, 1977). The 

major religions disapprove of suicide. To reach a good 

afterlife in most religions, one must die a 11 just" death; 

suicide is an "unjust" act and condemns one to an unpleas

ant eternity (Minear & Brush, 1981). 

2. The work done by Durkheim (1897/1951), which is 

considered by many to be the landmark of sociological re

search, asserted that suicide was more explainable as a 

reaction to peculiarities of society. Durkheim tied the 

act of suicide to the environment. The following are the 

suicidal classifications reported by Durkheirn: 

a. Egoistic: This proved to be the most com

mon type. The person has few ties with the community 

and is not sufficiently integrated into society. 

There exists a relaxation of religious, family, 

political, and social controls. 

b. Anomie: A person fails to adjust to social 

change and/or breakdown. Such suicides occur during 

times of business crisis (economic depression, un-

employment) . 
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c. Altruistic: A person becomes completely 

absorbed into the group and its authority over that 

individual is so compelling that personal identity is 

lost. The goals and identity of the group are 

adopted by this person. Sacrificing one's life for 

the community may be considered desirable and done 

willingly as demonstrated by some individuals during 

times of war. 

d. Fatalistic: For many years the above three 

classifications of suicide dominated, but recently 

attention has been given to the fourth type mentioned 

by Durkheim which beforehand had been treated as a 

theoretical curiosity. In this type, the individual 

experiences too much control by society; culture 

stifles and oppresses. The individual visualizes all 

opportunities as being blocked. 

Note: Both altruistic and fatalistic suicide involve 

excessive control of the individual by society. The dif

ference exists in the fact that in the altruistic type, 

the individual shares wholeheartedly in this collective 

representation; while in the fatalistic type, the individ

ual desires self-actualization in a culture that affords 

little opportunity for self-esteem and satisfaction. 
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Myths _concerning suicide. Alvarez (1972), ~itch (1970), 

Lester and Lester (.1971), Pokorny (1968), and Resnik and_ 

Hathorne (197,4)_ }:}ave re_12orted corrunon myths about suicide. 

1. A, person who talks about suicide wi11 not actually 

take his o~ l~fe~ ~ ~ (f..pproximately 75% of those,, who .eventu

ally make a. fatal atte~pt have given some indication. 

Therefore, this is ? ¢1ar1gerous myth; one should never 

ignore the .. 1.'C?rY for help. 11
) 

,, .> .. I 

2. OJ::lly a specia~ class of people, esp~cially the 

poor or dowgtrodden, commit suicide. 

3. .,Suicid~ h~p .s~mple causes that are easily 

established. 

4. Only depr~ss~.<?: people cornmi t suicide. 

5. O~ly ins~ne (~entally ill) people.cornrnit suicide. 

(Researc~ .. indicates that only 20 - 30% of those who commit 

suicide are ~uffering from a mental disorder.) 

6. Suicide is inherited. 

7. Suicide is r~lated to the weather or to such 

cosmic influences as moon phases, sunspots, or ~agnetic 

forms. 

8. When a suicidal patient shows improvement, the 

danger is over. (Experienced clinicians have learne~ that 

the period. followi~g an apparent improvement in ·the ~.over

all condition is actu~lly one of special danger~) 



68 

9. Those who have attempted once will never try 

again. (Actually, the risk of subsequent death by suicide 

is many times greater than in those who have never made a 

suicide attempt.) 

10. Suicide happens without warning. 

11. Suicidal people are fully intent on dying. 

12. Once a person is suicidal, this individual is 

suicidal forever. 

13. People who are under a physician's care or 

hospitalized are not suicidal risks. (Fact: Approximately 

50% of those who commit suicide have received medical or 

psychiatric care within six months preceding the act.) 

14. Suicide can be prevented only by a psychiatrist 

or mental hospital. (Human resources from the entire com-

munity seem to hold more hope than the limited area of 

medical solutions.) 

15. Suicide can be treated as a "criminal act" and 

controlled through legal action. (Legal actions against 

suicide may have an adverse effect causing people to be 

afraid to seek proper advice and treatment for fear of 

punishment.) 

Rate of suicide. Pokorny (1968) listed the following 

as one of his myths concerning suicide: the belief that 

suicide is becoming more frequent in our society. "The 
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general suicide rate in our population was at its peak in 

the 1930s. There have been rises and falls since, but the 

rate has not changed very much in recent years" (Kastenbaum, 

1977, p. 293). 

There has been a change in the criteria for classify

ing deaths which has affected the statistics (Kastenbaum, 

1977). In 1958, all deaths associated with self-inflicted 

injury were classified as suicides unless specific state-

ments could be made relating to accidental factors. In 

1968, the method of classification was changed. A death 

associated with self-injury could not be recorded as a 

suicide unless intentionality of the act was specified. 

The accuracy of the suicidal rate depends upon correct 

population statistics since the following equation is used: 

suicide rate = number of suicides 
population X 100,000 

Since there has been an increase in the population of the 

United States throughout the twentieth century, there exists 

the likelihood of more deaths occurring by suicidal methods, 

even if the rate remains somewhat constant. Yet, the 

stability of the rate of suicide can conceal some important 

trends; some groups are experiencing a higher rate while 

others are showing lower rates. Older men, while still 

remaining the highest group at risk, have a declining rate 

of suicide; the rate for young adults of both sexes has 
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been increasing. The importance of suicide as a cause of 

death in a particular population can not be judged on the 

basis of rate alone; it must be compared with other causes 

of death. Example: The suicide rate for young white males 

(15-24) is lower than the rate for elderly white males (75-

84). Since there are fewer risks to life for young men, 

suicide must be considered a significant problem for male 

youths even though their rate is lower than for older white 

males. Table 3 presents suicide figures by race and sex 

for the years 1950 to 1978. 

Additional facts concerning suicide. 

1. For whites, middle and old age are the most com

mon times for suicide, while blacks tend to commit suicide 

in their 20's (Lester & Lester, 1971). 

2. statistics show nonwhite suicide rates are lower 

than those for whites (Kastenbaum, 1977). 

3. Economic depression is followed by an increase in 

the suicide rates, while war results in a decrease (Lester 

& Lester, 1971). 

4. The highest rate for suicides is among the aged, 

particularly men. Reasons given are declining health, 

loneliness, and isolation (Resnik & Hathorne, 1974). 



Table 3 

Suicides by Race and Sex: 1950 to 1978 

Year 

1950 

1955 

1960 

1965 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

1975 

1976 

1977 

1978 

Total 

17,145 

16,760 

19,041 

21,507 

21,372 

22,364 

23,480 

24,092 

25,004 

25,118 

25,683 

27,063 

26,832 

28,681 

27,294 

White 
Male Female 

12,755 

12,430 

13,825 

14,624 

14,520 

14,886 

15,591 

15,802 

16,476 

16,823 

17,263 

18,206 

17,996 

19,531 

18,619 

3,713 

3,662 

4,296 

5,718 

5,692 

6,152 

6,468 

6,775 

6,788 

6,589 

6,660 

6,967 

6,858 

7,048 

6,631 

Black and Other 
Male Female 

542 

531 

714 

866 

859 

971 

1,038 

1,058 

1,292 

1,285 

1,332 

1,416 

1,497 

1,578 

1,569 

135 

137 

206 

299 

301 

.355 

383 

457 

448 

421 

428 

474 

481 

524 

475 

(Source: u.s. National Center for Health Statistics) 

U.S. Bureau of the Census, 1980, p. 186. 
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5. The divorced, widowed, and single have a higher 

risk rate than those who are married (Fitch, 1970; Kasten

baum, 1977; Resnik & Hathorne, 1974). 

6. Men tend to complete suicide, while women tend to 

attempt suicide (Lester & Lester, 1971). Males select 

irreversible and immediate self-destructive means; women 

select poisons or barbiturates (Farberow & Shneidman, 1961). 

Table 4 presents the methods of suicide used by males and 

females for the years 1970 to 1978. 

7. Kliman (1978) cites that the following methods of 

suicide used by the individual can tell us much about that 

person's motives: 

a. Violent and self-multilating suicides 

(jumping from heights, shooting through the head, 

slashing the wrists) demonstrate both rage turned 

inward toward the self and outward toward the 

survivors. 

b. Self-hanging usually reflects the wish to 

punish and to be punished. 

c. self-immolation is a violent statement of 

rage, helplessness, and the demand to excite guilt 

in others. 

d. Drug overdose or the combination of pills 

and alcohol is the gentlest method of suicide 



Table 4 

Suicide Methods Used by Males and Females 

1970 1975 1976 1977 1978 
t-\cthod t-\ale Female Male Female Male Female Male Female Male Female 

Firearms 9,704 2,068 12,185 2,688 12,128 2,600 13,342 2,742 12,830 2,557 
(includes 
explosives) 

Poisoning 3,299 3,285 3,297 3,129 3,076 3,068 3,340 3,147 3,105 2,912 
(includes 
solids, 
liquids, 
and gases) 

Hanging and 2,422 831 2,815 846 2,834 855 2,982 848 2,759 753 
Strangu1a-
tion (in-
eludes suf-
focation) 

Other 1,204 667 1,325 778 1,455 816 1,445 835 1,494 884 

Totals 16,629 6,851 19,622 7,441 19,493 7,339 21,109 7,572 20,188 7,106 

23,480 27,063 26,832 28,681 27,294 

(Source: u.s. National Center for Health Statistics) 

u.s. Bureau of the Census, 1980, p. 187 

-..J 
w 



available. Yet, even this method can be made vio

lent if accusatory notes are left to family and 

friends. 
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e. One-car 11 accidents 11 combine ambivalent feel

ings of anger seen in the multilation of the body and 

the protectiveness seen in making the suicide appear 

accidental so insurance might be paid to the survivors. 

Dorin (1978) suggested that by testing the tungsten 

filament in cars, one might be able to ascertain 

whether the event was indeed a suicide or an accident. 

The tungsten filament which connects to the brake 

lights in most American cars is a bendable substance. 

If the brake lights are on, the filament gets extremely 

hot and breaks; if the brake lights are off, the 

filament remains intact. 

f. Suicide involving two or more vehicles is 

murderous rage. 

Children and suicide. It is a startling fact that 

suicide by children (ages 3 - 15) is an emerging problem in 

the field of mental health; they deliberately consider and 

commit suicide (Gavzer, 1978; Kliman, 1978). In 1975, 

the National Center for Health Statistics reported 170 con

firmed child suicides. This figure is probably inaccurate 
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due to the stigma attached to suicide causing the reason for 

death to be concealed and reported inaccurately. Some 

experts feel there would be more child suicides if young 

children had the skill to carry out the act (Gavzer, 1978). 

Children whose suicidal tendencies remain untreated may 

carry them out later in life especially during the high 

risk ages of 15 - 24. Louv (1979) reminded adults to be 

aware and not to deny the fact that children have powerful 

feelings. Adults should talk with children and help them 

with these feelings. Internal wounds are just as painful 

and in need of attention as external ones. Resnik and 

Hathorne (1974) listed the following motivations for 

suicidal behavior in children: 

1. Anger at another which might be internalized in 

the form of guilt and depression 

2. Attempt to motivate others 

3. P.ttempt to punish others 

4. Signal of distress 

5. Desire to join dead relatives. 

suicide and college students. Some data suggests that 

suicide rates for college and university students may be 

Significantly higher than for nonstudents of comparable 

age (World Health Organization, 1968). Minear and Brush 



(1981) reported that each year more than 4,000 people be

tween the ages of 15 - 2 4 comrni t suicide with most being 

students. Fitch (1970) stated that the pressures of 

academic life caused the rate of suicide among college 

students to be 50% higher than the rate of the general 

population, with suicide being more common among graduate 

students than undergraduates. 
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Both Lester and Lester (1971) and Cain (1972) found 

that research has not supported the fact that there is 

evidence that any one drug works directly to cause suicide. 

Therefore, drugs can not be used as a scapegoat by society. 

While teaching at the University of Maryland with a 

student load of 309, Leviton (1972) discovered that six of 

these students had already made suicidal attempts and that 

seven were (or had) contemplated suicide. Minear and 

Brush (1981) conducted a study about suicide using a sample 

of 394 students from four New England schools. The mean 

age was 19.9 years. The findings of their study are the 

following: 

1. Although the majority of students agreed that 

people had the right to decide their own fate and that 

suicide was not morally wrong, few regarded suicide as a 

personal option or had positive and accepting attitudes 

toward their own suicide. 
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2. Students with weak or non-existent religious ties 

had the most accepting attitudes toward suicide for them-

selves and for others. 

3. Students would condone suicide under two certain 

circumstances -- great pain, with no hope of improvement, 

and incurable disease. 

4. Two circumstances existed where students were not 

clearly in favor of a person's right to elect suicide--

life is no longer meaningful, and one becomes a burden to 

the family. 

Gallup poll on suicide. Since the.right to life is 

one of the moral issues of our time, a poll was conducted 

in 1975. The survey questions with results relevant to 

this study are shown in Table 5. 

Table 5 

Opinions Concerning Moral Right of Suicide* 

Question 1: 

Category 

National 
Women 
College 

Do you think a person has the moral right to 
end his or her life when this person is suf
fering great pain and has no hope of improve
ment? 

% % % 
Yes No No Opinion 

41 51 8 
42 51 7 
54 43 3 



Table 5 (Continued) 

Opinions Concerning Moral Right of Suicide* 

% % % 
Category Yes No No Opinion 

Under 30 years 56 40 4 
Protestants 39 53 8 
South 28 65 7 

Question 2: Do you think a person has the moral right to 
end his or her life when this person has a 
disease that is incurable? 

National 40 53 7 
Women 40 53 7 
College 54 43 3 
Under 30 years 54 4 ? 
Protestants 3 56 8 
South 27 66 7 

Question 3: Do you think a person has the moral right to 
end his or her life when this person is an 
extremely heavy burden on his wife or her 
family? 

National 20 72 8 
\·lomen 22 71 7 
College 29 66 5 
Under 30 years 25 69 ? 
Protestants 18 73 9 
South 13 8 7 

*Gallup Poll, 1975 

The Gallup Poll (1975) also reported the following 

findings: 

1. Those who oppose the right-to-die frequently cite 

religious reasons. Historically, active euthanasia, 
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considered a form of suicide, has been condemned by both 

the Jewish and Christian religions as a violation of the 

Sixth Conunandrnent - "You shall not kill" (Deuteronomy 5: 17). 

2. Those living in the West were most likely to be

lieve a person has the right under certain circumstances to 

choose the time ~nd place of death. 

3. Little difference was found between the views 

expressed by men and women. 

Suicide and Physicians. Time (February 16, 1981) 

reported that the suicide rate for physicians was at least 

three times the rate for the population at large. Medicine 

seemed to attract people with compulsive personality traits. 

These individuals were vulnerable to stress and had dif

ficulty dealing with failure. Those physicans in frequent 

contact with the suffering or dying patient tended to have 

a higher suicide rate; psychiatrists had the highest 

suicidal rate of all the medical specialists. Commenting 

upon the higher suicide rates among professionals, Fitch 

(1970} noted that suicide appeared to be related to the 

amount of competition in a community. Resnik and Hathorne 

(1974} listed the following reasons for increased suicide 

rates among physicians: drug usage, heavy usage of alcohol, 

stress, decision making, heavy responsibility, power of 
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life and death, and identification with the depressed and/ 

or dying patient. Worden (1976) did a study of equivocal 

suicides with some of his medical colleagues. The conclusion 

of this study was the following: the closer the deceased 

was in age, sex, and professional standing to the attending 

physician, the less chance that the death would be listed 

as a suicide in the hospital records; more likely the re

port would say "accidental death." The doctors • identifica

tion with the deceased probably raised their own personal 

death awareness and prompted them to decide unconsciously 

in favor of an accident. 

Guidelines for suicide prevention. Farberow and 

Shneidman (1961), Kastenbaurn (1977), and Kliman (1978) 

noted general instructions for successful suicide preven

tion. 

1. Take all who express suicidal ideas seriously. 

2. Do not ignore this plea for help for it is a 

form of communication and a way of reaching out for human 

response. 

3. Evaluate the intensity of the suicidal threat 

(may be manipulative, neurotic, psychotic, reactive, or 

realistic) . 

4. Do not make value judgments. 



5. (Listening is not always a passive 

activity; it can be a self-giving action.) 

Listen. 

6. Be familiar with community resources. 

Survivors of suicide. 

I believe that the person who commits suicide 
puts his psychological skeleton in the sur
vivor's emotional closet- he sentences the 
survivor to deal with many negative feelings 
and, more, to become obsessed with thoughts 
regarding his own actual or possible role 
in having precipated the suicidal act or 
having failed to abort it. It can be a heavy 
load. (Shneidman, quoted in Cain, 1972, p. x) 

The following are common reactions of survivors of 

suicide (Augenbraun & Neuringer, 1972; Cain, 1972; Cobler, 

1976; Kliman, 1978; Resnik & Hathorne, 1974): 

1. Repression: This is the first defense against 
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feelings of rage. Rage is intense, but there exists little 

opportunity for socially acceptable discharge. 

2. Denial and reality distortion (failure to accept 

reality) This primary defense against feelings of 

desertion and abandonment may be so massive and cause the 

refusal to admit the fact that the death was actually a 

suicide. 

3. Excessive mourning and acts of penitence: These 

are reactions used to alleviate the feelings of guilt. 



4. Incomplete or unresolved mourning (blocking): 

The gradual working through of mourning is severely ham

pered, if not impossible. The normal grief and mourning 

processes do not proceed. 
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5. Search for 11 meaning 11 of the suicide: This involves 

driven, endless repetitions, and reconstructions of dif

ferent versions of the events preceding the suicide. Few 

find answers not colored with guilt and perceived responsi

bility. 

6. Excessive activity: This method is utilized to 

demonstrate that the loss has not really affected anyone. 

7. Depression and self-destructiveness: Suicidal 

risk is increased in this stage. There is a distrust of 

human relationships, although a true need for closeness 

has never been more essential. 

8. Avoidance: The survivors avoid talking about the 

event. 

9. Rapid transference of dependent feelings upon 

another person: This is a method used to try to replace 

the person who has died. 

10. Retionalization of the act of suicide: The 

survivors try to ascribe causes and/or circumstances un

related to themselves to "resolve .. what has happened. 
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Especially children who are survivors of suicide need 

support for they are vulnerable at this time. Children 

experience both reactions of guilt (Did I cause the suicide?) 

and anger (Why was I deserted?). They need to understand 

that suicide is not ·the answer to be used to rejoin loved 

ones who have died or a way of coping with problems (Cobler, 

1976; Resnik & Hathorne, 1974). After a suicide, the child 

may be emotionally and/or physically separated from the 

other survivors. People may not talk to the child, and 

they may even lie about the event (Resnik & Hathorne, 

1974). 

The public needs to remember that the person who com

mitted suicide made this decision (Cobler, 1976). Kliman 

(1978) noted that "suicide is death by design" (p. 170). 

She stated that people who are determined to die will find 

a way despite the most intensive care, tight restraints, 

or careful observation; but it is possible to prevent the 

recurrence of suicide among survivors who feel abandoned. 

Therefore, society should restrain placing the mark of 

stigma with accompaniments of shame, disgrace, avoidance, 

and lack of communication upon the survivors of suicide. 

If society judges suicide as sinful or shameful, it will 

continue to impose the burdens of prolonged denial, avoid

ance, and maladaptive mourning practices upon the bereaved 

(Kliman, 1978). 



Manifold Aspects of Death and Dying 

.The way institutions and/or individuals regard .. the 

dying. is significant for this defines how death and'dying 

are viewed by· the culture. Since death is an unknown, it 

is often ~feared; individuals employ defense mechanisms to 

neutralize this fear. The financial aspects of deathand 

dying can ·become an overwhelming concern, and costs will 

tend to increase. The methods of disposition of the de-

ceased body will be explored; many people today believe 

that cemeteries are a waste of valuable land resources. 

Involvement with the Dying 
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Hospitals. The discussion of death has been routinely 

and systematically avoided in the hospital environmen~. 

Precautions are taken to shield patients from death and 

avoid the discussion of the topic; death and dying should 

be invisible to the living. Whenever possible, people 

nearing death should be moved to a private room (Blauner, 

1966; Glaser & Strauss, 1968; Glaser & Strauss, 1970; 

Krant, 1974; Sudnow, 1967). 

When death occurs, the hospital has created elaborate 

procedures for the removal of the corpse. Death and the 

corps~ are areas of embarrassment and threat to the 

hospital and medical staff for this event undermines the 



85 

curative or rehabilitative powers of modern medicine 

(Blauner, 1966; Krant, 1974; Pattison, 1977; Simpson, 1979). 

When a corpse is to be removed from the ward, the following 

agenda must be followed: close doors to other patients' 

rooms, clear corridors, and use special elevators (Krant, 

1974; Pattison, 1977). To make the removal seem even less 

visible, additional special methods might be employed. In 

the pediatrics' department, a child's body might be removed 

in a laundry cart. Some hospitals have a ''concealment 

trolley" which looks like an ordinary trolley. When the 

blanket and pillow are removed, the entire top of this 

trolley swivels over to reveal a narrow stretcher between 

the wheels. The corpse can be placed on the stretcher, 

the top swung into place, blanket and pillow replaced, and 

an "empty" trolley is ready to leave the ward (Simpson, 

1979). 

Hospital personnel believe that the morgue's proper 

location should be on the ground floor in an area that is 

inaccessable to the general public. A suitable exit to a 

private loading platform needs to be concealed from 

hospital patients and the general public (Owen, 1962). 

Doctors. Dr. Charles H. Goodrich, community medicine 

specialist at Mount Sinai Hospital stated that the 

average medical student has probably lived a sheltered 



life in regard to death and enters medical school with an 

idealistic calling to help people. The student's first 
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contact with death is the cadaver; through this experience 

the student unlearns any existing feelings about death and 

learns to repress them rapidly. During the second year, 

this inadequate training for coping with death is reinforced 

when the student experiences the autopsy and is taught to 

concentrate upon the organs being studied, not the 

person. 

By the time he gets to his clinical training, 
when for the third time he sees the human body 
being assulated by the knife on the surgical 
table, it is not surprising that he is detached 
from it as having anything to do with human life 
or death. The best thing we can say is that we 
have tried to train him in something called 
detached concern. (Goodrich, quoted in Langone, 
1974, p. 48) 

Kasper (1959) noted that with the first contact with a dead 

human, the student uses very effective defenses; although 

they may be counterphobic and intellectual, they lead to 

the doctor's becoming desensitized. Langone (1974), a 

medical journalist, said the following after having com-

pleted an anatomy lab course: 

It is over at last, and I know nothing more of 
death, only bones and bodies, the symbols of 
death, and about all I have done is join an 
exclusive club that will never forget these 
long days, that has overcome a built-in aversion 
to corpses by simply treating them as machinery. 
There is no understanding of death in the 



laboratory, though its form is there .... 
It has not taught me nor these physicians-to
be anything about dying and may even have 
prevented many from ever learning about it. 
For the anatomy lab tends to deflect from 
humankind's ideal which is empathy. (pp. 67-68) 
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The physicians' training stresses scientific objectiv~ 

ity; they can conceal fears behind this prerogative to be 

objective or scientific (Kasper, 1959). Hendin (1973) 

stated this concept when he noted that when fear becomes 

too great, the physician can deal with death and dying on 

the technical level. Lewis (1977) cited the posture of 

detached concern which is an attempt to deal with stress-

ful concerns in a defensive fashion. 

In dealing with the dying, a physician's tour of mercy 

is called "watering the vegetables." The dying are not 

neglected, but they are rarely approached with hope or 

interest. Their care is demanding, frustrating, and 

certainly does nothing to elevate a doctor's concept of 

self-esteem. Helping the physician is the formal, though 

unwritten, code of never becoming personally involved with 

a patient. The dying present a counter-transferrence prob-

lem for doctors. The dying are an ungrateful affrontery 

despite the most skillful techniques. While the doctor is 

busily trying to deny death, the dying patient is demon

strating the reality of death (Kasper, 1959). Thompson 

(1977) described how Dr. Michael DeBakey, a heart surgeon 



from Houston, sees death as a personal affront to his 

skill. When a patient dies on his surgery table, DeBakey 

cancels the rest of the day•s schedule staying inside his 

locked office for hours. Psychiatrists, who are trained 

to recognize human emotions, avoid death. They use dif

ferent, more difficult to understand, mechanisms (Wahl, 

1958). Kasper (1959) submitted his theory 11 that it is no 

wonder psychiatrists say little can be done with the 

dying patient; it is true, but I suspect it is not the 

fault of the dying patient .. (p. 266). 
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Researchers differ on the topic of whether people 

enter medicine to master their own death anxiety. Feifel 

(1963) compared physicians to control groups of patients 

and normal subjects. The findings revealed that physicians 

think about death less (counterphobic. defense to relieve 

emotional fear), yet fear death more (hypothesized that 

individuals enter the medical profession because they fear 

death more than others and hope to acquire knowledge to 

protect themselves from death) than either control group. 

Wahl (1964) believed that physicians unconsciously have an 

intense personal fear of illness and death and compensate 

for this by attempting to protect themselves through a 

process of mastery by becoming doctors; mastery overcomes 

what was previously frightening. Dumont and Foss (1972) 



stated that physicians' greater fears might result from 

regular exposures to death. Kasper (1959) believed that 

people, as a general rule, with a conscious death anxiety 

do not enter the field of medicine. In a study done by 

Rea, Greenspoon, and Spilka (1975) there was considerable 

resistance on the part of physicians to deal with death

related topics. Many were deeply troubled by the topic; 

yet, most were sensitive and compassionate. 

The age of physicians may affect the way they view 

death. Young physicians tend to react to death with rage, 

refusing to consider it as an inevitable event in life. 

They vigorously utilize all possible treatments and tech

niques to delay death. Middle-aged physicians are intel

lectual in their acceptance of death and are emotionally 

detached. A calmer, personal acceptance of death is ex

perienced by elderly physicians (Hendin, 1973). 

Nurses,. The accepted "rule of silence" protects 

physicians from unpleasant tasks and leaves the burden of 

death-managing chores with nurses (Glaser & Strauss, 1965; 

Quint, 1966). Hetzler (1976) cautioned against the 

extreme harm which nurses can cause by their insensitivity 

even though she realized there are many caring nurses. In 

a study done by Kalish (1965) to determine the extent 

nurses avoid the dying, he compared the length of time 
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nurses took in responding to call lights of the terminal 

patients and non-terminal patients. The nurses were 

startled to learn how much they delayed answering the dying. 

The plight of nurses can be helped through understand

ing and support. Kornfeld (1972) related the experience 

of Klagsbran, a psychiatrist, who became a consultant on a 

cancer ward where the morale was generally low. The 

physicians were distant with their patients and left the 

nurses with the task of handling the emotional reactions 

of patients. Klagsbran initiated three procedures: {1) 

He worked with the nurses giving them the emotional support 

needed, (2) A communal dining room for patients who did 

not require total bed rest was established, and (3) Patients 

were allowed to do some of the routine chores of the ward 

and to take a more active role in their own treatment. 

Morale of both nurses and patients improved. 

Doctors and nurses. Simpson (1979) noted having seen 

more instances of maladaptive and troublesome denial among 

doctors and nurses than among patients. Doctors and nurses 

hid behind routines designed to help them remain distant 

from confrontations with death (Kavanaugh, 1972) and tended 

to use professional knowledge as a shield against unpro

tected encounters with death (Feifel, 1977). These pro

fessionals might use strategies such as "in-house .. humor 
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and referring to patients as ••cases 11 rather than people 

(Worden, 1976). KUbler-Ross (1969) reported that only 2% 

of the dying rejected the opportunity to discuss their 

dying, while many of the staff became emotionally upset. 

Many physicians and nurses have become distraught and de

nounced Pattison (1977) for the inhumanness of his frank 

discussions with the dying. Kastenbaum (1977) referred to 

a documentary film showing care of individuals with advanced 

cancer in a metropolitan hospital which was originally 

shown on public television and is now available for educa

tional purposes. Throughout this film, the staff exhibits 

behavior that demands responses inappropriate to the 

patient's status; a general denial of the serious nature 

of the patient's conditon exists. The staff, unwilling to 

relate directly with each patient, converses using jolly 

and trivial comments. Their anxieties are expressed in 

ritualistic evasionary tactics. 

Clergy. The clergy have face-saving escapes which 

rescue uneasy clergymen from anything but casual involve-

ment. When Kavanaugh (1972) was a Catholic priest, he 

could complete the last rites in less than 45 seconds. 

Reeves (1976) described the following three methods the 

clergy can use to handle discomfort: cultivate objectivity, 

use ritual, and exercise doctrine. Objectivity acts as a 
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shield against involvement; ritual may bring reproach in

stead of comfort if improperly timed; and the clergy need 

not try to answer the "whys .. by theologizing. Clergymen 

need to become keenly aware of the proper timing factor 

for sharing the enlightenment of their belief system. The 

use of sacrements, Bible readings, and prayer should not 

be for the comfort of the clergy. 

Right of dying to be told their condition. When some

one is seriously ill, people are uncomfortable for they do 

not know what to say. Richard Kalish (1977) calls this 

the "horse on the dining room table" syndrome. Picture a 

dinner party with a horse sitting in the middle of the 

table; yet, all guests talk as if the horse did not exist. 

If the guests mention it, the host might become embar

rassed; if the host mentions the horse, the guests might 

become upset. Though ignored in conversation, the horse 

is at the very center of everyone's thoughts. A person's 

illness does not disappear when ignored in conversation; 

instead, feelings may intensify due to the extreme pressures 

presented by the need for role-playing. 

Individuals have the right to know what is happening 

to them and to their personal lives. The concept of the 

right to know has within it enormous variance as to how 

the truth is told; truth should come gently, tactfully, 
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and progressively with timing being of critical importance. 

If individuals have used a denial pattern throughout their 

entire lifespan, they may wish to continue this style until 

death. This psychological defense should be respected 

(Krant, 1974). Truth and affirmations to sustain one's 

sense of reality tend to be more supportive and benefi-

cial than deception and denial (Feifel, 1965). Truth does 

not destroy hope; yet hope does not imply delusion or de-

ception (Krant, 1974; Simpson, 1979). Clinical experience 

has shown that open channels of communication lessen de-

pression, deviant behavior, blaming of ·others, and feelings 

of inadequacy or guilt (Feifel, 1965); family relationships 

improve and patients are less tense and upset about their 

physical deterioration (Aitken-Swan & Sasson, 1959; Kelly 

& Friesen, 1950; Kline & Sobin, 1951). Feifel (1965) 

cautions against disinheriting patients psychologically 

and socially while attending to their physical needs. 

Lauren E. Trombley (1972), a young physician dying of 

leukemia stated 

People wrongly assume that a sick person should 
be "protected" from strong, and particularly 
negative, feelings. The truth is that there is 
probably no more crucial time in a person's life 
when he needs to know what's going on with those 
who are important to him. (p. 511) 

The percentages reported for those terminally ill 

patients wishing to know about their condition vary from 
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77% to 89% depending upon the study (Feifel, 1965). Feifel 

(1965) found in his study consisting of 52 terminally ill 

patients, 82% wanted to be told about their condition in 

order to carry out such personal tasks as making financial 

arrangements and putting personal affairs in order. Other 

studies also show patients wished to know the truth in 

order to plan and settle personal affairs (Aitken-Swan & 

Easson, 1959; Kelly & Kriesen, 1950; Kline & Sobin, 1951). 

Aitken-Swan and Easson (1959) compared 100 cancer patients 

with 100 other patients. Of the cancer patients, 89% 

\.,ranted to be informed even if they had inoperable malig

nancies; of the other patients, 82% desired to know if they 

had developed a fatal illness. Gilbertsen and Wangenteen•s 

(1962) study found 80% to 90% stated a desire to know if 

they had cancer or another serious illness. In a sample 

of 560 attending a tumor clinic, Hinton (1965) reported 

80% wanted to know about their condition. 

Two studies illustrate the point that one does not 

necessarily remember or even acknowledge what one does 

not wish to know or consider as truth. Feder (1965) dis

cussed a study done at Christie Hospital in Manchester, 

England. Every other cancer patient was told of his/her 

malignancy; follow-up interviews revealed that those who 



had been told sometimes acted as though they had never 

heard anything about their diagnosis. In another study 

(Aitken-Swan & Easson, 1959) 19% of those patients with 

treatable cancer who had been told their condition denied 

having been told. 

Most physicians are opposed to telling patients the 

truth (Simpson, 1979). Noting that the figure varied 

depending upon the study, Feifel (1965) reported a range 
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of 69% to 90%. Oken (1961) and Mount (1974) discovered 

that 80% to 90% of physicians never or seldom tell patients 

the truth. Yet, when physicians are the ones suffering 

from a terminal illness, they generally want to know. 

In a study by Oken (1961), 80% of the doctors indicated 

they would want to be told if they were seriously ill. 

Euthanasia. Attitudes toward euthanasia are changing. 

Leading theologians tend to favor the acceptance of condi

tional euthanasia (Trubo, 1973). Due to the rise of 

Humanism and the emphasis on the care and treatment of the 

terminally ill, euthanasia has become a more acceptable 

alternative to needless suffering (Downing, 1969; Exton

Smith, 1961; Fletcher, 1969; Gruman, 1973; Russell, 1975; 

Thompson, 1974). The problem is really not one of euthanasia, 

but more a problem of dysthanasia ("bad" - "death"), the 

concern with difficult, painful, undignified death 
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(Vernon, 1970). Yet, questions arise as to who should have 

the right to decide when or if treatment should be dis

continued, or would there be different considerations made 

based upon age, mental abilities, or one's social status. 

Actually, a physician makes a decision about euthanasia each 

time a life-saving medication is prescribed for a fatally 

ill patient. Questions regarding which treatment should be 

used are encountered. Two alternatives are providing treat~ 

ment which produces less physical and mental stress but 

has the possibility of shortening life or providing a treat

ment which prolongs life to a greater degree but with in

creased suffering (Hendin, 1973) • One should not lose 

sight that 11 heroic" treatments are sometimes successful and 

that physicians are human and can not predict the future. 

While serving as a young intern in South Africa, Dr. 

Christian Barnard (1970) found himself actively considering 

committing euthanasia by administering a lethal dose of 

morphine to a woman who was in great pain from terminal 

cancer. The next day the women rallied and lived for 

several years with her disease in an arrested state. 

In 1968 the Euthanasia Educational Council reorganized 

and placed emphasis on the individual's right to die with 

dignity by refusing life-prolonging medical procedures. 

This council developed the ''Living Will" which does not 



request an act of euthanasia; this document includes the 

following conditions: 

If the time comes when I can no longer take part 
in decisions for my own future • • . • If the 
situation should arise in which there is no 
reasonable expectation of my recovery from physi
cal or mental disability, I request that I be 
allowed to die and not be kept alive by artifi
cial means or .. heroic measures.'' . . . I, 
therefore, ask that medication be mercifully 
administered to me to alleviate suffering even 
though this may hasten the moment of death. 
(Euthanasia Educational Council) 

A document issued by the Vatican states that 

when inevitable death is imminent in spite of 
the means used, it is permitted in conscience 
to make the decision to refuse forms of treat
ment that would only secure a precarious and 
burdensome prolongation of life, so long as 
the normal care due to the sick in similar 
cases is not interrupted. (Sacred Congrega
tion for the Doctrine of Faith approved by 
Pope John II) 

Dr. Cicely Saunders, founder of St. Christopher's Hospice, 

elucidates the question of euthanasia. 

Patients who have intractable pain or other 
terminal distress from malignant disease and 
the elderly with deteriorating illnesses or 
diminishing powers are the two groups who 
are most often referred to in the literature 
demanding the legalization of some form of 
voluntary euthanasia. It is claimed that the 
only way in which they can die with peace and 
dignity is for them to be given, when they 
ask and with due formalities and safeguards, 
a lethal injection. It is taken for granted 
that many will ask, and the complex issues 
behind this suggestion are rarely explored. 
Little account is taken of the inconsistencies 
of the ill or of their vulnerability to the 
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suggestions of others. Family discussions and 
divisions, doubts, and guilts are ignored, and 
no account is taken of the great difference 
between experiencing a situation and watching 
it from without. The suggestion that a declara
tion should be made earlier in life ignores this 
fact. It also takes little account of the shock 
reaction of the well on seeing the very ill and 
the frequency with which they project their own 
feelings upon the sick person. (Saunders, 1977, 
p. 15 7) 

There are alternatives to euthanasia. If patients 
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receive relief from paih, they will be given the conditions 

essential for a painless and peaceful death. Patients 

should never have to accept less than adequate pain control, 

for unrelieved pain damages every other aspect of life and 

relationships. Pain is useless once the patients' condi-

tions are known; medications do exist to ease pain and 

anxieties and enhance patients' lives to their conclusions 

(Krant, 1974; Simpson, 1979). ''It seems a terrible in-

dictment that the main argument for euthanasia is that many 

suffer unduly because there is a lack of preparation and 

provision for the total care of the dying" (Hinton, 1972, 

p. 148) _ A civilized society must demarcate between 

euthanasia and efforts to aid the dying. 

Research studies heighten one's awareness of societal 

views regarding euthanasia. After polling members of the 

Association of Professors of Medicine, Dr. R. H. Williams 

(1969) reported that 87% favored negative euthanasia, 80% 



had practiced negative euthanasia, and 15% were in favor 

of positive euthanasia. 

In a study of staff physicians and first-and-fourth
year medical students at a community hospital, re
searchers found that 59 per cent of the physicians, 
69 per cent of the first-year students, and 90 per 
cent of the fourth-year students favored negative 
euthanasia. At the same time 27 per cent of the 
physicians, and 46 per cent of the first-and 
fourth-year medical students favored positive 
euthanasia. (Hendin, 1973, p. 91) 

In a study done by Klopfer and Price (1978) in Lubbock, 
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Texas, a total of 217 persons (out of a sample size of 331) 

approved euthanasia if the incurably ill person made the 

decision. If the decision had to be made by relatives due 

to the unconsciousness of the patient, the number approving 

euthanasia decreased to 181. Vernon (1968) found in a 

survey of 1,500 college students in the United States re-

garding the approval of "mercy killings" in cases of 

extreme suffering the following results: Yes, 17,2%; No, 

40%; Yes, in some cases, 22.7%; Yes, but only if the lethal 

agent is self-administered or requested by patient, 16.4%; 

no answer, 3.8% (Vernon, 1970, p. 310). One must take into 

account in these research findings that semantic confusions 

over the meaning of euthanasia and/or "mercy killing" can 

affect the results. 



Hospice movement. 
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St. Joseph's in London, the oldest 

hospice, was founded in 1902 by the Irish Sisters of Charity, 

a Roman Catholic order of nuns. Dr. Cicely Saunders - a 

nurse, a medical service worker, a doctor - spent six years 

there on a clinical research fellowship. In 1967 Dr. 

Saunders opened St. Christopher's in London to function as 

a facility between a hospital and the patient's home, com

bining the skills of one with the warmth and welcome of the 

other (Hendin, 1973; Saunders, 1976). Hospitals, nursing 

homes, and old-age homes are not optimum places for the 

terminally ill. All have rigid routines and the care given 

may be impersonal (Hendin, 1973; Miller, 1976). The hospice 

provides flexibility and freedom with everything done to 

establish personal identity. 

The following aspects are to be found in the hospice 

environment: open visiting hours; families, children, 

friends, and pets; favorite personal possessions and 

clothes brought from home, birthday cakes and parties, and 

beds with names on them instead of numbers. The environ

ment and interpersonal system is designed to support the 

continuation of the individual's life until the very end 

(Hendin, 1973; Kastenbaum, 1977; Krant, 1974; Miller, 1976; 

Saunders, 1976; Saunders, 1977; Woodward et al., 1978). 
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A hospice is not only a place that "cares for the 

dying, " but it is a community that gives less technological 

and more personal care than hospitals. Techniques are used 

to avoid both actual and anticipated pain and to erase 

the terrible memory of pain from the individual's mind. 

The dose of analgesic which keeps each patient pain-free 

but fully alert is determined; that does is given be-

fore the effect of the previous one has elapsed, preventing 

the increasing spiral of pain and need for larger doses of 

medication (Kastenbaurn, 1977; Krant, 1974; Miller, 1976; 

Saunders, 1976; Saunders, 1977; Woodward et al., 1978). 

Drugs such as heroin are given and have been found to be the 

preferable narcotic for terminal cancer patients. Dr. R. 

c. Twycross (1971), a staff member of St. Christopher's, 

stated that patients are given a mixture of sugar water 

laced with heroin, alcohol, cocaine, and a tranquilizer. 

When patients do not have to crave the drug to experience 

relief from their pain, physicians have found that these 

patients do not develop an addiction to the drug. Few 

infusions are administered; many people, including the 

family, give food and liquids slowly and kindly. Drips and 

tubes might seem more efficient, but the personal contact 

is extremely important (Saunders, 1977). Dying patients 

at st. Christopher's are not moved away from their four-
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and six-person rooms when death is near. Death is not hid

den in the hospice (Hendin, 1973). 

More than 80 hospices have been established in the 

United States (Espan, 1978). Most of these incorporate 

only the home-care portion of the entire hospice program. 

Respectful care of dying may be the most compassionate man

ner of acknowledging our common humanity (Woodward et al., 

1978). 

Defense Mechanisms 

Acceptance and denial of death. Dumont and Foss (1972) 

noted that the individual both accepts and denies death 

simultaneously regardless of the contradiction which is 

involved. Death is accepted as inevitable and real; yet, 

attitudes of staunch denial are still held fast. The in

tellectual acceptance of death (People are mortal; therefore, 

they must die), a given premise of human existence, is never 

challenged. Contrary to this conscious intellectual ac

ceptance of death is the unconscious emotional denial. 

Alexander and Alderstein (1959) demonstrated that attitudes 

toward death operate on at least two, more or less distinct, 

levels of consciousness. They found that projective 

measurement techniques may directly contradict verbal level 

tests. Fulton (1965) noticed the multilevel functioning of 

death attitudes; Lester (1967) found that although a large 



number of people claim to be indifferent to thoughts of 

death, their automatic systems were not. Tha~ attitudes 
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toward death reflect a type of coexisting acceptance-avoid-

ance orientation was indicated by Feifel (1977). The 

assessment of reaction to death must utilize a variety of 

outcome measures to capture the differing levels of aware-

ness. The human mind seems to operate simultaneously on 

various levels of reality of meaning, each of which can be 

somewhat autonomous. Rheingold (1967) cited both the con-

scious and unconscious levels and warned researchers not 

to be misled by the avowed acceptance of one's death for 

one is not likely to deny the existence of an obvious 

reality. 

The acceptance of death places it in perspective as a 

true part of life 1vhich is integral to living. Death as 

the final episode of life was described eloquently by 

Bertrand Russell (1956): 

An individual human existence should be like a 
river -- small at first, narrowly contained with
in its banks, and rushing passionately past 
boulders and over waterfalls. Gradually the 
river grows wider, the banks recede, the waters 
flow more quietly, and in the end, without any 
visible break, they become merged in the sea, 
and painlessly lose their individual being. 
(pp. 52-53) 

simpson (1979) warned that today's new curiosity into 

death and dying could be utilized as a new means of denial. 



104 

Interest in the death of another can be used to evade the 

reality of one' s own mortality. The new awareness of 

mortality may actually be another effort to deny death; one 

can now manage death by concepts and therapies (Woodward 

et al., 1978). Kahana and Kahana (1972) found in their 

study a fear of death when applied to self, but an accep-

tance of death when others were used as referents. Death 

denial may operate primarily on the subconscious level, 

thereby obscuring the topic even for those attempting to 

give honest and accurate responses concerning their at-

titudes. Simpson (1979) found that students in his seminars 

tended to block from consciousness their past encounters 

involving the possibility of their own death. He dis-

covered that few initially recalled experiences when their 

lives had been in peril. After a few other students had 

shared such experiences, many others remembered genuine 

occasions when they too had approached death. Kubler-Ross 

(1969) referred to the feelings that death shall happen to 

thee and thee, but not to me. This same concept is found 

in Psalms 91:7: 

A thousand may fall at your side, 
ten thousand at your right hand; 
but it will not come near you. 

It is interesting to observe that in this Biblical passage, 

death is referred to as "it." 
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Even the need for denial might blind the researcher 

from the truth. Mcintosh (1977) , a sociologist, published 

a study of communication in a cancer ward. His need to 

deny the patients' illnesses was so strong that he con

vinced himself that most patients did not know or want to 

know what was happening to them, although their reported 

and published conversations indicated the opposite. 

Humor. T. D. Elliot (1933), the acknowledged pioneer 

of death research, noted that death was a frequent theme in 

American humor. During the first decades of this century, 

jokes concerning death were almost as frequent as jokes about 

sex. Elliot reasoned that jokes about these two topics were 

psychologically analogous. Cameron (1963) suggested that if 

one can ascertain what people joke about, then one can have 

insight into what worries them; Smith (1957) stated that 

humor is a revealing aspect of culture. Since death is 

something which people do not want to face, they can laugh 

at it or bury it in the recesses of the mind. 

Humor serves a tension-relieving function. Through 

humor problems, which may be too frightening to acknowledge 

directly can be brought into the open and symbolically re

solved (Vernon, 1970) . Fulton and Geis (1962) alleged that 

the use of humor is another manisfestation of American 

society's reluctance to accept the inevitability of death. 

Vernon (1970) maintained that the use of humor may reflect 
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an effort toward adjustment to the awareness of death's 

inevitability. The subject of death arouses a sense of 

personal identification and some measure of realization of 

its inevitability for the self. The accompaning fear or 

uneasiness leads to the use of a defensive mask behind 

which to deceive self and others (Bowman, 1959) • Elliot 

(1933) stated that the joke is an expression from repres

sion of an intolerable reality-experience which can not 

be faced seriously. 

Several research studies about death have introduced 

some insight into the use of humor. Studying funeral 

behavior in the Los Angeles area, Sorenson (1956) noted 

that except in public occasions considerable light talk, 

joking, and laughter were employed by the mourning group. 

Bowman (1959) was unable to find anyone who would confirm 

his concept that the use of humor at wakes was a more 

cruel than sober expression of sympathy. Bowman's (1959) 

study indicated that funeral directors are very defensive 

about the subject of humor involving "undertakers," such 

as the use of Digger O'Dell, a droll funeral director 

(Fulton & Geis, 1962). However, some funeral directors 

put a reverse twist on this connection with death and 

utilize it to attract attention as in the following ex

amples: advertisements by two firms on the highway 



stating, "Go Slow: We Can Wait" and "You die - we do all 

the rest" (Smith, 1957); DEATH, a hearse license plate 

(Falacci, 1964); and a funeral director who signs his 

letters "Eventually yours" (Vernon, 19 7 0) . 
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Fox (1959) noted that patients with incurable diseases 

frequently joked with each other about their incapacity, 

isolation, and surgery. Doctors also used humor; they were 

inclined to joke about things which disturbed them, such as 

the death of a patient or the failure of an important ex-

periment. Their humor was defiant, a refusal to accept 

events as final; and it enabled them to achieve a more de-

tached attitude toward serious problems. Even children use 

humor in relating to death by the use of rhymes and sayings 

when they are in the stage where they conceive of death as 

extraordinarily funny (Mitchell, 1967). 

Financial Aspects 

Wills. 

Let's talk of graves, of worms, and epitaphs 
Make dust our paper and with rainy eyes 
Write sorrow on the bosom of the earth 
Let's choose executors and talk of wills .•.. 

Richard II (III, ii, 145-148) 

The wills client, like King Richard, is probably 

thinking about death. Most people avoid making a will be

cause it requires thinking about their own death; the 



lawyer does not want to cause anxiety. Therefore, both 

parties try to confine the necessary discussion of death 
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to a minimum and use euphemisms. Yet, the focus of the will 

is what is to be done with property when its owner no lon

ger has need of it. Property is a portion of one's person-

ality helping to establish immortality. Property might 

be part of the way people define death and attitudes to

ward death. The survival of property robs death of some 

of its power (Shaffer, 1970). 

A will does what the name implies; the document is an 

expression of what one would will to happen after death. 

If there exists no will, these choices are forfeited 

(Worden & Proctor, 1976). A will can avoid unnecessary 

legal hassles for a family. It is a mistaken notion that 

only the rich need wills. For example, ·suppose both par

ents are killed in an accident and no will exists specify

ing guardianship for the children. The court would have 

to decide who should be the children's guardians without 

the knowledge of whom the parents would have desired to be 

responsible for the welfare of their children (Thompson, 

1975). 

women are usually the motivating force in getting a 

will written by family members (Thompson, 1975). A death 

in the family can also motivate clients to consult lawyers 
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for wills. Will-preparation actually reduces fear of death 

and has a constructive, even therapeutic effect, on death 

anxiety (Shaffer, 1970). 

Insurance. Insurance is a business of death for "life•• 

insurance has "death .. benefits. Nothing happens until the 

insured person dies. Since the idea of one's own death is 

difficult to comprehend, one might tend to delay the buying 

of insurance. This might be unwise for one should act 

while healthy and insurable. Many acknowledge the need for 

insurance after a heart attack or some other experience when 

they have been near death's door, but then it is difficult, 

if not impossible, to qualify for an insurance policy 

(Worden & Proctor, 1976). 

Being uninsured or underinsured may leave survivors 

with immense financial problems (Kalish, 1977). Caine 

(1974) relates in Widow how she found herself caught up in 

a compelling financial insanity. Her husband, thinking he 

would live forever, had not provided for the future. He 

had no commercial insurance due to a war injury and had 

arrogantly stated that the G.I. insurance of $10,000 was 

11 just peanuts. •• His disability check of $300 stopped im

mediately upon his death, and Caine was awarded $59 for 

being a veteran's survivor with two minor children. Not 
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having to worry about money at the time of a death can give 

peace o£ mind in the financial sense at least. Kalish 

(1977) noted that the recent trend toward confronting death 

and dying has had little effect in enhancing the concern 

for the financial plight of the survivors and encouraging 

preplanning. 

Funeral directors. This occupation serves as another 

example of society's willingness to allow or even demand 

specialization in every phase of life and death, relinquish

ing to the funeral director and staff a role that once was 

assumed by the family members and friends of the deceased. 

The funeral director fulfills a significant portion of the 

role of a supportive person in the death system (Keith, 

1976) • Some funeral directors visualize their function as 

that of .. grief counselors. 11 Harmer (1963) and Mitford 

(1963) objected to the increasing expansion of the funeral 

director's role due to lack of specialized training, and 

they doubted the economically motivated funeral director's 

objectivity as a grief expert. 

The funeral director employs numerous shields against 

open confrontations with grief (Caine, 1974; Hendin, 1973; 

Kavanaugh, 1972; Simpson, 1979). This industry has invented 

an entire euphemistic language of death. The corpse becomes 

the departed, a beautiful memory picture in the slumber 
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room who is not buried but for whom funeralization is 

arranged. The mourners are kept busy -- deciding, select

ing, signing papers -- for routine prevents emotions from 

erupting. A .. drive-in .. morturary in Atlanta, Georgia with 

five plate glass windows from which the deceased are 

.. exhibited .. discourages the support system needed by the 

bereaved and nullifies any positive therapeutic effects of 

viewing the body. Caine (1974) stated that it is "no 

wonder there is little reality about death. Even the people 

making a living from it can't accept it 11 (p. 53). 

Funeral costs. It has been estimated that at mid-

century (1950), Americans spent more money on funerals and 

associated accessories than on all hospitals and 

sanitariums (Kephart, 1950). Funerals have been cited as 

vulgar, expensive, and symbols of guilt by Bowman (1959), 

Harmer (1963), and Mitford (1963). Pine and Phillips 

(1971) concluded from a sociological analysis of funeral 

expenditures that monetary expenditures have taken on an 

added importance as a means for allowing the bereaved to 

express their sentiments for the deceased since the bereaved 

increasingly lack both the ceremonial and social mechanisms 

that previously aided in their coping with death. 

The casket is the primary determiner of the cost of 

the fu:1eral. Contrary to some popular belief, .. the 
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decomposition or decay of a dead body can not be prevented 

by the use of current techniques of embalming, nor by any 

possible casket, burial vault, or other container, whether 

sealed, airtight, or watertight" (Simpson, 1970, p. 129). 

Embalming may help preserve the body until shortly after 

the funeral; it does not protect the body from the normal 

process of dissolution. "Airtight" caskets, when effective, 

seal in the anaerobic putrefactive bacteria which produce 

far more unpleasant decomposition than would be found when 

no sealing is attempted (Simpson, 1979). In the late 

1940's, there was the California court case of August 

Chelini v. Silvio Nieri, a funeral director (cited in 

Baird, 1972). Nieri assured Chelini that embalming and a 

sealed metal casket would provide "everlasting security" 

for his mother. Chelini became so concerned that his 

mother's crypt might be invaded by the insects he saw at 

the cemetery that he had his mother's body disintered. 

The trial proved that the current practice of embalming can 

not slow the decomposition of a body, and that the metal 

"seal-type" casket hastens the natural process. Chelini, 

who sued for $50,000, was awarded $10,900. Yet even today, 

some bereaved are still sold the myth of "everlasting 

security" for their "departed loved one." 



Simpson (1979) reported the following gross receipts for 

funeral homes and crematories as estimated by the United 
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States Department of Commerce: 1973, $1.91 billion; 1974, 

$2.00 billion; 1975, $2.12 billion; 1980, $2.80 billion 

(projected figure). Additional annual funeral-related 

costs were estimated as follows: flowers, $800 million; 

monuments and tombstones, $450 million; burial vaults, 

$305 million. "The total annual expenditure on items 

related to funerals would be in the order of $4.2 billion. 

The federal government spends nearly $500 million a year 

on such expenses via veterans and other benefits 11 (Simpson, 

1979, p. 126). 

Simpson (1979, p. 140) reported that the typical 

average funeral costs, as of 1977-1978, could be as listed 

below: 

1. coffin or casket: $800 ($200 to $10,000+) 
2. funeral home services: $200-$500+ 
3. embalming: $100+ 
4. transfer of body: $20 
5. burial permit: $15 
6. preparation room: $25 
7. hearse: $50+ 
8. limousines: $45 each + 
9. death notices (two newspapers): $40 

10. certifications: $6-$50 
11. vault: $160 ($70-$1, 500) 
12. cemetery plot: $215 ($120-$5, 000+) 
13. cemetery charge for opening and closing 

grave: $140-$160+ 
14. momument or marker: $250+ 
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Pine and Phillips (1971) conducted a study of 351 adult 

funerals in 11 Collegetown, 11 a small town located in the 

northeastern section of the United States within a 100-mile 

radius of a large metropolitan center during a five-year 

period (1961-1965). The population of this town was 7,000 

excluding college students; the average annual income was 

$7,000. Funeral costs ranged from $250 to $1,925 with the 

median funeral expenditure being $750. Pine and Phillips 

reported these additional findings: 

1. There was a positive relationship between a 

person's social status and the funeral expenditure. 

2. Women spent more than men at every status level. 

3. The influence of status exercised considerably 

greater effect upon funeral expenditures than the in

fluence of sex. 

4. Age is a factor; expenditures were higher among 

those who were older. 

s. The death of a spouse involved more intense re-

actions; the upper status felt less social pressure to 

prove affection to the spouse materially. 

cook (1975) reported that the National Funeral Direc

tors Association estimated that the average adult funeral in 

1974 cost $1,207. This did not include cemetery or crema

torium expenses, flowers, monument or marker, or transporta-

tion charges. 
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The Dallas Times Herald (June 5, 1977) printed the 

funeral costs as reported by Restland and Laurel Land 

Memorial Parks and Funeral Homes (both located in Dallas, 

Texas) for 341 families during a 1977 three-month period. 

These costs are given in Table 6. 

I-iinimum 

$ 800 
$1200 
$1400 

Table 6 

Family Funeral Costs* 

Maximum 

Under $ 800 
$1200 
$1400 
$1600 

Over $1600 

Percentage of 
Families Selecting 

2.3% 
47.2% 
26.9% 
16.4% 

7.2% 

*These costs include only funeral horne services. 

Most sources stated that the average cost for funeral 

and burial is about $2,000 (Federal Trade Commission, 1974, 

cited in Cook, 1975; Simpson, 1979; Gordon & Klass, 1979). 

A statistical abstract of funeral service facts and figures 

of the United stated edited by Pine (1974) follows in 

Table 7. 

some people spend more than they can afford; one 

funeral director commented that one can not forget that it 

is a business. Rosenfield (1974) reported that a West 

Dallas family of 14 with total earnings of only a few 



Table 7 

Average Adult Funeral Charges by 
Geographical Regions 
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Region of the 
United States Average Adult Funeral Charges 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

New England 
Middle Atlantic 
South Atlantic 
East North Central 
West North Central 
East South Central 
Nest South Central 
Mountain 
Pacific 

Highest 
$2,929 

1,787 
2,929 
1,407 
1,692 
1,529 
1,430 
1,557 
1, 318 
1,228 

Median 
$1,116 

1,099 
1,149 
1,087 
1,184 
1,097 
1,145 
1,145 

975 
920 

Lowest 
$652 

748 
735 
715 
729 
781 
922 
899 
652 
690 

*These figures do not include charges for interment 
receptacle, cemetery or crematory expense, monument 
or marker, or miscellaneous items (newspaper notices, 
flowers, travel if necessary, funeral clothes, etc.) 

hundred dollars a month, living in a seven-room dwelling, 

spent $1,775 ($1,195 casket) to bury their 105-year-old 

patriarch. Since there existed a $2,000 insurance policy, 

an East Dallas yardman living in a five-room frame house 

was able to bury his mother in a $1,800 casket. Unfair 

practices such as the two examples mentioned, have led the 

Federal Trade Commission (1975, 1977) to propose a Trade 

Regulation Rule to control funeral trade practices. The 

National Funeral Directors Association maintains a 



well-funded lobby in Washington and every state capital 

which exerts powerful influence against any form of 

legislative control. 

Disposition of the Body 

Burial and cemeteries. Burial is the most common 

practice used today. Two million acres of land in the 
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United States are cemeteries; due to the concern over a 

land-use crisis, this means of disposition of the dead is 

being questioned and alternative solutions explored. A 

few of the space-saving practices under consideration are 

the following: "high-rise" mausoleums and garden mausoleums 

where caskets could be entombed five to six high in 

crypts; reduction of grave size from four by ten feet to 

three by eight feet; family grave stacking or multiple 

burials, already being used in 98 national cemeteries; 

vertical ground burial; grave recyling, used in "Potter's 

Field" in the United Stated and other countries, but still 

culturally taboo in the United States (Hendin, 1973). 

Cremation. Cremation is a quick, simple, clean, and 

unassuming method which symbolizes the finality of death 

and return to natural elements. Cremation speeds up the 

natural process of disposing of bodily remains by burning 
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or rapid oxidation as opposed to the oxidation process that 

would occur over many years in standard burial. A small, 

but growing percentage of Americans, around 5% of the total 

funerals, choose cremation. This represents an increase of 

about 74% over the previous ten-year period (Federal Trade 

Conunission, 1977). The number of cremations performed 

varies considerably with geography, with greater numbers 

being performed on the West Coast, the pioneer in breaking 

with social tradition, and in large metropolitan areas 

(Hendin, 1973; Simpson, 1979). Fulton (1963) noted that 

over half of the cremations in America take place on the 

Pacific Coast. 

With cremation there is less financial outlay, the 

cost being $200 or less with crematory charges ranging from 

$35 to $100. A casket is not generally required by law; 

only Massachusetts insists upon the use of caskets in all 

cremations. Other "suitable containers'' are made of 

pressed wood, fiberboard, or cardboard (Simpson, 1979). 

Cremation has been recognized by many as an act against 

the funeral industry and another solution to the land-use 

crisis. An urn of ashes fills a 16-inch square and eight 

urns can be placed in the space taken by one body in 

traditional burial. Thousands of urns can be placed in a 

· 1 small memorial chapel (Hendin, 1973). s1:-::p e, 
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Disposition of cremated remains is determined by the 

family. If scattering of the ashes is desired, the family 

must ascertain that this is being done within a lawful 

area, both state and federal (Raether & Slater, 1977). 

Cremation is forbidden by the Orthodox Jewish tradi

tion; conservative congregations of other faiths share 

similar views. In 1963 The Second Vatican Council of the 

Roman Catholic Church altered its tradition of prohibiting· 

cremations and the practice is now accepted; priests are 

authorized to take part in such services. Before this 

time, Catholics considered cremation to be a rejection of 

the prospect of resurrection and eternal life; the body 

had to be buried completely intact to allow resurrection. 

Protestant denominations are more permissive and freely 

allow the practice of cremation (Hendin, 1973; Simpson, 

1979). 

Kephart (1950) in a study of the Philadelphia area 

cited that cremation was a largely upper-class phenomenon. 

In comparing a general population group with a memorial 

society group, Fulton (1963) found that the memorial 

society group (considered more liberal) favored cremation 

more than the general population group. In Vernon's 

(1968) study with a sample of 1,500 students from 

American colleges and universities, he posed the following 



question: Do you approve of cremation (a) for others, 

(b) for self? In every response there was a greater 

acceptance toward the cremation of others than of self 

(Yes, 56.8%, 31.4%; No, 22.5%, 50.8%; Undecided, 19.7%, 

17.8%; No answer, .9%, .8%; Vernon, 1970, p. 239). 

Donation of bodies and organs for research and 

transplantation. Body donation numbers less than 7,000 

annually in the United States. Families should be 
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counseled as to the final disposition of the "residue 11 of 

the body (Raether & Slater, 1977). Many people do not 

realize that in anatomy labs the human body is reduced to 

a pile of offal. An informal survey by Langone (1974) 

revealed that most physicians do not practice what they 

preach to their patients about the need for donating 

bodies and organs for research and transplantation. The 

survey disclosed that few doctors have willed their bodies 

to medical schools; and of those few who had, most desired 

to donate organs rather than their entire body. Professor 

William J. curran of Harvard's Department of Legal Medicine 

believed that this fact stems from the days and memories of 

anatomy class (quoted in Lagone, 1974). Worden (1976) 

stated: 

If you're worried that your donated body may be 
disfigured or treated disrespectfully, you're 
caught up in an emotional issue that can be very 



hard to resolve rationally. But remember, there 
are different types of body donation. The groups 
that support organ transplants stress the lack 
of disfigurement and the close working relation
ship transplant teams have with funeral directors. 
The most distasteful thing that might happen if 
you donate your body for anatomical study to a 
medical school is that some student might give 
your body a humorous name • And because 
you chose to let him learn something from your 
body, he'll be in a better position to treat 
other human beings. (p. 96) 
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Yet, a few pages later in the book, Worden confessed that 

he had a donor card on his desk for months before filling 

it out; intellectually he was in favor of donation, emo-

tionally he was hesitant. He viewed his "body as a very 

personal and private thing" and 11 Was not sure he wanted 

anyone messing with it after he was dead" (p. 106). 

Finally he signed the card, donating his eyes and kidneys. 

One observes a difference between what was said and what 

was felt and done. 



CHAPTER III 

METHOD 

Sample 

The subjects of this descriptive study were 220 under

graduate and graduate child development majors from Texas 

Technological University (152) and Texas Woman's University 

(68). One of the subjects was male; 219 of the subjects 

were female. 

Procedure 

Contact was made with each student enrolled as a child 

development major at the two universities in May, 1973. 

The "You & Death" questionnaire was administered by the re

searcher in the classes which had a large enrollment of 

child development majors. The instrument required about 30 

minutes to complete. Students who were not in these classes 

but who were child development majors were contacted per

sonally and arrangements were made to obtain the completed 

questionnaire. The researcher was unable personally to 

contact seven graduate students (one from Texas Technological 

University; six from Texas Woman's University). A question

naire was sent to each of these students with details of 
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the study and a return self-addressed and stamped envelope. 

Responses were received from each student contacted by 

mail. 

Instrument 

The ''You & Death" questionnaire which appeared in 

Psychology Today (August, 1970) was utilized. This question-

naire, designed by Edwin Shneidman of the Center for Advanced 

Study in the Behavioral Sciences at Stanford University in 

consultation with Edwin Parker and G. Ray Funkhouser of 

Stanford University, is a modification of the questionnaire 

which Shneidman developed at Harvard. Information on 

reliability and validity was not available. The topics 

included in the instrument are shown in Table 8. 

Table 8 

Topics Covered by the "You & Death" Questionnaire 

I. Childhood Experiences with Death 
A. First Personal Involvement 
B. Family Discussions 
C. Childhood Conceptions 

II. Influences Which Shaped Personal Attitudes Toward 
Death 
A. Books or Authors 
B. Actual Events 
c. Religion 

III. Thoughts About Life After Death 
A. Beliefs 
B. Hishes 
c. Reincarnation 
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IV. Thoughts About Own Death 
A. Frequency of Thoughts About Own Death 
B. Age When Death Occurs 
C. Death As Welcomed Event 
D. Meaning of Death 
E. Distasteful Aspect of Death 
F. Feelings Experienced When Thinking of Own Death 
G. Present Orientation Toward Death 
H. Experience with Life-Threatening Situations 
I. Interest in Having Image Survive 
J. Willingness to Sacrifice Life 
K. Type of Death Preferred 
L. Knowledge of Exact Death Date or Limited Time 

to Live 
M. Influence of Possibility of Nuclear War 
N. Influences on Present Attitudes 
0. Effect of Drugs on Attitudes 
P. Question of Outliving Spouse 
Q. Wills 
R. Insurance 

V. General Thoughts About Death 
A. Age Most People Afraid of Death 
B. Causes of Most Deaths 
c. Influence of Psychological Factors 
D. Reasons for Increased Interest in Topic of Death 
E. Euthanasia 

VI. Suicide 
A. Probability of Taking Own Life 
B. Reason for Suicide 
C. Method 
D. Suicide Note 
E. Suicide Prevention 

VII. Topics of Consideration After a Death 
A. Autopsy 
B. Donation of Heart for Transplantation 
c. Importance of Mourning and Grief Rituals 
D. Type of Funeral Preferred 
E. Cost of Funeral 
F. Disposition of Body 
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Analysis of Data 

The responses of the child development sample, noting 

the frequency count and percentage for each portion of the 

questionnaire, are given and the individual responses are 

listed for the "Other (specify) ,. category in Appendix A. 

Charts giving frequencies and percentages show the inter

actions between religiosity and the following topics: over

all attitudes toward death, suicide, belief in an after

life, donation of the heart for transplantation, and dis

position of the body. The chi-square distribution was 

employed to analyze statistically the differences between 

the Southwestern universities' child development sample and 

the national sample reported in Psychology Today (June, 

1971) . 

For his analysis reported in Psychology Today (June, 

1971), Shneidman randomly selected 500 of the more than 

30, 000 respondents to the "You & Death" questionnaire which 

appeared in Psychology Today (August, 1970). This sample 

of 500 consisted of 315 females and 185 males, including 

90 who were college students (Shneidman, 1977) • The "You & 

Death" survey reflected the attitudes of readers of 

Psychology Today rather than those of the general American 

population. 



The typical respondent to the death question
naire is a 20-24-year old, single, Caucasian, 

( 
11 somewhat religious") Protestant, politically 

independent ( 11 somewhat liberal••) female. She 
is a college graduate, earns between $10,000 
and $15,000 a year, lives in the Midwest, and 
comes from a small family (one sibling). She 
is in "very good.. (but not 11 excellent") physical 
and mental health, and she states that there is 
little probability of her committing suicide. 
(Shneidman, 19 71, p. 44) 
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CHJ...PTER IV 

RESULTS 

The overall purpose of this descriptive study was to 

ascertain the personal attitudes of a sample of child 

development majors concerning death. The specific,pur

poses were the following: 

1. To show the interaction between religiosity and 

the following topics: (a) overall attitudes toward death, 

(b) suicide, (c) belief in an afterlife, (d) donation of 

the heart for transplantation, and (e) disposition of the 

body. 

2. To determine the differences between the 

responses of this sample and those of the national sample 

reported in Psychology Today. 

The subjects were 220 child development majors from 

Texas Technological University (152) and Texas Woman's 

university (68). The national survey utilized a sample 

of 500 respondents of the "You & Death" questionnaire 

(Psychology Today, August 1970). 

Religiosity Affecting Other Aspects 

To show the interaction between religiosity and the 

other topics cited, crosstabulations were made between 
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Question 64 (How religious do you consider yourself to 

be?) and other relevant questions dealing with the topic 

under consideration. 

Religiosity and Overall Attitudes Toward Death 

Religiosity and overall attitudes toward death are 

shown in Table 9. Four questions are noted. If the Total 

Row % and/or the Total Column % do not equal the sum of 

the various parts of that row or column, this is due to 

having divided that Row for Total f by 220. This method 

minimizes the error produced by 11 rounding off 11 each part 

to the nearest tenth of a decimal point and then adding 

these sums .. 

Summary of Table 9. The following items enumerate 

some of the major aspects of the interaction between 

religiosity and overall attitudes toward death: 

1. Religious upbringing was the aspect which 

affected this sample the most in forming their present 

attitudes toward death. This was the portion checked by 

the one respondent who considered himself/herself to be 

antireligious. 

2. Three of the five answers in the "other" category 

on Question 5 acknowledged religious beliefs--personal 

religious beliefs; death of someone close and religious 



Table 9 

Religiosity and Overall Attitudes Toward Death 

Very Somewhat Slightly Not at All Anti-
Religious Religious Religious Religious Religious 

Question 5: Which of the following most influenced your present 
attitudes toward death? 

Death of 
someone close 

Frequency 13 48 9 1 0 
Row % 18.3 67.6 12.7 1.4 0.0 
Column % 20.0 37.8 39.1 25.0 0.0 
Total % 5.9 21.8 4.1 0.5 0.0 

Specific 
reading 

Frequency l 1 1 0 0 
Row % 33.3 33.3 33.3 0.0 0.0 
Column % 1.5 0.8 4.3 0.0 0.0 
Total % 0.5 0.5 0.5 0.0 0.0 

Row f 
Total % 

71 

32.3 

3 

1.4 

1-' 
[\.) 

"' 



Table 9--Continued 

Very Somewhat 
Religious Religious 

Religious 
upbringing 

Frequency 45 56 
Row % 43.3 53.8 
Column % 69.2 44.1 
Total % 20.5 25.5 

Introspection 
and medita-
tion 

Frequency 3 11 
Row % 15.8 57.9 
Column % 4.6 8.7 
Total % 1.4 5.0 

Ritual 

Frequency 1 4 
Row % 16.7 66.7 
Column % 1.5 3.1 
Total % 0.5 1.8 

Slightly Not at All 
Religious Religious 

2 0 
1.9 0.0 
8.7 0.0 
0.9 0.0 

5 0 
26.3 0.0 
21o7 0.0 

2.3 0.0 

1 0 
16.7 0.0 

4.3 0.0 
0.5 0.0 

Anti-
Religious 

1 
1.0 

100.0 
0.5 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

Row f 
Total % 

104 

47.3 

19 

8.6 

6 

2.7 

1-' 
w 
0 



Table 9--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

TV, radio or 
motion pictures 

Frequency 0 2 1 1 0 4 
Row % 0.0 50.0 25.0 25.0 0.0 
Column % 0.0 1.6 4.3 25.0 0.0 
Total % 0.0 0.9 0.5 0.5 0.0 1.8 

Longevity of 
my family 

Frequency 1 1 1 0 0 3 
Row % 33.3 33.3 33.3 0.0 0.0 
Column % 1.5 0.8 4.3 0.0 0.0 
Total % 0.5 0.5 0.5 0.0 0.0 1.4 

My health or 
physical condi-
tion 

Frequency 0 2 1 1 0 4 
Row % 0.0 50.0 25.0 25.0 0.0 
Column % 0.0 1.6 4.3 25.0 0.0 
Total % 0.0 0.9 0.5 0.5 0.0 1.8 

1--' 
w 
1--' 



Table 9--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

Other 

Frequency 1 2 1 1 0 5 
Row % 20.0 40.0 20.0 20.0 0.0 
Column % 1.5 1.6 4.3 25.0 0.0 
Total % 0.5 0.9 0.5 .05 0.0 2.3 

No response 

Frequency 0 0 1 0 0 1 
Row % 0.0 0.0 100.0 0.0 0.0 
Column % 0.0 0.0 4.3 0.0 0.0 
Total % 0.0 0.0 0.5 0.0 0.0 0.5 

Column f 65 127 23 4 1 220 
Total % 29.5 57.7 10.5 1.8 0.5 100.0 

Question 6: Which of the following books or authors have had the 
most effect on.your attitude toward death? 

The Bible 

Frequency 59 94 8 1 0 162 
Row % 36.4 58.0 4.9 0.6 o.o 
Column % 90.8 74.0 34.8 25.0 0.0 1-' 

w 
Total % 26.8 42.7 3.6 0.5 0.0 73.6 N 



Table 9--Continued 

Very Somewhat 
Religious Religious 

Camus 

Frequency 1 0 
Row % 100.0 0.0 
Column % 1.5 0.0 
Total % 0.5 0.0 

Hesse 

Frequency 1 1 
Row % 33.3 33.3 
Column % 1.5 0.8 
Total % 0.5 0.5 

Agee 

Frequency 0 0 
Row % 0.0 0.0 
Column % 0.0 0.0 
Total % 0.0 0.0 

Slightly Not at All 
Religious Religious 

0 0 
0.0 0.0 
o.o 0.0 
0.0 0.0 

1 0 
33.3 0.0 

4.3 0.0 
0.5 0.0 

0 0 
0.0 0.0 
o.o 0.0 
0.0 0.0 

Anti-
Religious 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

Row f 
Total % 

1 

0.5 

3 

1.4 

0 

0.0 

...... 
w 
w 



Table 9--Continued 

Very Somewhat 
Religious Religious 

Shakespeare 

Frequency 0 0 
Ro\v % 0.0 0.0 
Column % 0.0 0.0 
Total % 0.0 0.0 

Mann 

Frequency 0 0 
Row % 0.0 0.0 
Column % 0.0 0.0 
Total % 0.0 0.0 

No books or 
authors 

Frequency 2 28 
Row % 4.7 65.1 
Column % 3.1 22.0 
Total % 0.9 12.7 

Slightly Not at All 
Religious Religious 

1 0 
100.0 0.0 

4.3 0.0 
0.5 0.0 

1 0 
100.0 0.0 

4.3 0.0 
0.5 0.0 

9 3 
20.9 7.0 
39.1 75.0 

4.1 1.4 

Anti-
Religious 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

1 
2.3 

100.0 
0.5 

Row f 
Total % 

1 

0.5 

1 

0.5 

43 

19.5 

....... 
w 
M:::a 



Table 9--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

Other 

Frequency 2 4 3 0 0 9 
Row % 22.2 44.4 33.3 0.0 0.0 
Column % 3.1 3.1 13.0 0.0 0.0 
Total % 0.9 1.8 1.4 0.0 0.0 4.1 

Co1wnn f 65 127 23 4 1 220 
Total % 29.5 57.7 10.5 1.8 0.5 100.0 

Question 7: How much of a role has religion played in the development 
of your attitude toward death? 

A very signifi-
cant role 

Frequency 56 51 3 0 0 110 
Row % 50.9 46.4 2.7 0.0 0.0 
Column % 86.2 40.2 13.0 0.0 0.0 
Total % 25.5 23.2 1.4 0.0 0.0 50.0 

f-1 
w 
U1 



Table 9--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

A rather sig-
nificant role 

Frequency 8 53 4 1 0 66 
Row % 12.1 80.3 6.1 1.5 0.0 
Column % 12.3 41.7 17.4 25.0 0.0 
Total % 3.6 24.1 1.8 0.5 0.0 30.0 

Somewhat 
influential, 
but not a 
major role 

Frequency 1 15 8 1 0 25 
Row % 4.0 60.0 32.0 4.0 0.0 
Column % 1.5 11.8 34.8 25.0 0.0 
Total % 0.5 6.8 3.6 0.5 0.0 11.4 

A relatively 
minor role 

Frequency 0 6 6 2 0 14 
Row % 0.0 42.9 42.9 14.3 0.0 
Column % 0.0 4.7 26.1 50.0 0.0 
Total % 0.0 2.7 2.7 0.9 0.0 6.4 

1-' 
w 
0'\ 



Table 9--Continued 

Very Somewhat Slightly Not at All Anti-
Religious Religious Religious Religious Religious 

No role at all 

Frequency 0 2 2 0 1 
Row % 0.0 40.0 40.0 0.0 20.0 
Column % 0.0 1.6 8.7 0.0 100.0 
Total % 0.0 0.9 0.9 0.0 0.5 

Column f 65 127 23 4 l 
Total % 29.5 57.7 10.5 1.8 0.5 

Question 15: What does death mean to you? 

The end; the 
final process 
of life 

Frequency 1 6 5 0 1 
Row % 7.7 46.2 38.5 0.0 7.7 
Column % 1.5 4.7 21.7 0.0 100.0 
Total % 0.5 2.7 2.3 0.0 0.5 

Row f 
Total % 

5 

2.3 

220 
100.0 

13 

5.9 

1--' 
w 
-.....) 



Table 9--Continued 

Very Somewhat 
Religious Religious 

The beginning 
of a life after 
death; a tran-
sition, a new 
beginning 

Frequency 38 54 
Row % 40.0 56.8 
Column % 58.5 42.5 
Total % 17.3 24.5 

A joining of 
the spirit with 
a universal 
cosmic con-
sciousness 

Frequency 3 7 
Row % 21.4 50.0 
Column % 4.6 5.5 
Total % 1.4 3.2 

Slightly Not at All 
Religious Religious 

3 0 
3.2 0.0 

13.0 0.0 
1.4 0.0 

3 1 
21.4 7.1 
13.0 25.0 
1.4 0.5 

Anti-
Religious 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

Row f 
Total % 

95 

43.2 

14 

6.4 

~ 
w 
00 



Table 9--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

A kind of end-
less sleep; 
rest and peace 

Frequency 1 16 6 1 0 24 
Row % 4.2 66.7 25.0 4.2 0.0 
Column % 1.5 12.6 26.1 25.0 0.0 
Total % 0.5 7.3 2.7 0.5 0.0 10.9 

Termination of 
this life but 
with survival 
of the spirit 

Frequency 18 36 2 0 0 56 
Row % 32.1 64.3 3.6 0.0 0.0 
Column % 27.7 28.3 8.7 0.0 0.0 
Total % 8.2 16.4 0.9 0.0 0.0 25.5 

Don't Know 

Frequency 0 4 4 1 0 9 
Row % 0.0 44.4 44.4 11.1 0.0 
Column % 0.0 3.1 17.4 25.0 0.0 
Total % 0.0 1.8 1.8 0.5 0.0 4.1 

j-1 
w 
\.0 



Table 9--Continued 

Very Somewhat 
Religious Religious 

Other 

Frequency 4 4 
Row % 44.4 44.4 
Column % 6.2 3.1 
Total % 1.8 1.8 

Column f 65 127 
Total % 29.5 57.7 

Slightly Not at All 
Religious Religious 

0 1 
0.0 11.1 
0.0 25.0 
0.0 0.5 

23 4 
10.5 1.8 

Anti-
Religious 

0 
0.0 
0.0 
0.0 

1 
0.5 

Row f 
Total % 

9 

4.1 

220 
100.0 

1-' 
~ 
0 
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upbringing; and all of these, plus experiences with death. 

(All of the answers to the "other" category for each 

question having this portion are included in Appendix A.) 

3. The Bible was the book or author (Question 6) 

which had the most effect on one's attitude toward death 

(very religious, 90.8%; somewhat religious, 74%; slightly 

religious, 34.8%; and not at all religious, 25%). This 

part comprised 73.6% of the entire sample. 

4. Six of the nine answers in the "other" category 

on Question 6 expressed religious beliefs--religious 

classes in parochial school; a priest; Jonathan Livingston 

Seagull (used by some churches for religious connotation) ; 

Edgar Cayce (wrote on Jesus and the Bible in addition to 

being known as "the sleeping prophet"); Gibran (believed 

by some to express religious feelings); and parents and 

friends (which would include religious beliefs expressed 

by these people) . 

5. Religion had played a very significant role for 

50% and a rather significant role for 30% of the entire 

sample in their development of an attitude toward death 

(very religious, 98.5%; somewhat religious, 81.9%). Five 

(2.3%) of the entire sample of 220 expressed the opinion 

that religion had played no role in their development of 

an attitude toward death. 
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6. For Question 15 (What does death mean to you?), 

parts B (The beginning of a life after death; a transition, 

a new beginning) and E (Termination of this life but with 

survival of the spirit) comprised 68.7% of the total 

sample. In the "other" category, three resopndents stated 

that they wished to check both of these; therefore, these 

two categories would include over 70% of the sample. 

7. Four respondents gave religious answers to the 

"other" category on Question 15. One respondent checked 

part A (The end; the final process of life) , but added 

the following comment: "Heaven, concept of soul in heaven, 

not life." 

Religiosity and Suicide 

The interaction between religiosity and suicide is 

presented in Table 10. Five questions from the question

naire are cited. 

Summary of Table 10. The following items enumerate 

some of the major aspects of the interaction between 

religiosity and suicide: 

1. of the entire sample, 90.9% expressed the belief 

that the probability of taking one's own life was 

extremely low. The rates were slightly higher for the 

very religious (95.4%) and the somewhat religious (92.9%). 



Very 
Religious 

Table 10 

Religiosity and Suicide 

Somewhat 
Religious 

Slightly 
Religious 

Not at All 
Religious 

Anti
Religious 

Row f 
Total % 

Question 20: Based on your present feelings, what is the probability of 
your taking your own life in the near future? 

Extremely high 
(I feel very 
much like 
killing myself) 

Frequency 
Row % 
Column % 
Total % 

Moderately high 

Frequency 
Row % 
Column % 
Total % 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

0 

0.0 

0 

0.0 

1-' 
~ 
w 



Table 10--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

Between high 
and low 

Frequency 0 1 3 1 0 5 
Ro\v % 0.0 20.0 60.0 20.0 0.0 
Column % 0.0 0.8 13.0 25.0 0.0 
Total % 0.0 0.5 1.4 0.5 0.0 2.3 

Moderately low 

Frequency 3 7 3 0 0 13 
Row % 23.1 53.8 23.1 0.0 0.0 
Column % 4.6 5.5 13.0 0.0 0.0 
Total % 1.4 3.2 1.4 0.0 0.0 5.9 

Extremely low 
(very improb-
able that I 
would kill 
myself) 

Frequency 62 118 16 3 1 200 
Row % 31.0 59.0 8.0 1.5 0.5 
Column % 95.4 92.9 69.6 75.0 100.0 
Total % 28.2 53.6 7.3 1.4 0.5 90.9 

1-' 
~ 

~ 



Table 10--Continued 

Very Somewhat Slightly Not at All Anti-
Religious Religious Religious Religious Religious 

No response 

Frequency 0 1 1 0 0 
Row % 0.0 50.0 50.0 0.0 0.0 
Column % 0.0 0.8 4.3 0.0 0.0 
Total % 0.0 0.5 0.5 0.0 0.0 

Column f 65 127 23 4 1 
Total % 29.5 57.7 10.5 1.8 0.5 

Question 37: How often have you seriously 
contemplated committing suicide? 

Very often 

Frequency 0 2 1 0 0 
Row % 0.0 66.7 33.3 . 0.0 0.0 
Column % 0.0 1.6 4.3 0.0 0.0 
Total % 0.0 0.9 0.5 0.0 o.o 

Row f 
Total % 

2 

0.9 

220 
100.0 

3 

1.4 

~ 
..t::o. 
lJl 



Table 10--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

Only once in 
a while 

Frequency 2 10 2 1 0 15 
Row % 13.3 66.7 13.3 6.7 0.0 
Column % 3.1 7.9 8.7 25.0 0.0 
Total % 0.9 4.5 0.9 0.5 0.0 6.8 

Very rarely 

Frequency 18 28 8 2 1 57 
Row % 31.6 49.1 14.0 3.5 1.8 
Column % 27.7 22.0 34.8 50.0 100.0 
Total % 8.2 12.7 3.6 0.9 0.5 25.9 

Never 

Frequency 45 87 12 1 0 . 145 
Row % 31.0 60.0 a·~ 3 0.7 0.0 
Column % 69.2 68.5 52.2 25.0 0.0 
Total % 20.5 39.5 5.5 0.5 0.0 65.9 

Column f 65 127 23 4 1 220 
Total % 29.5 57.7 10.5 1.8 0.5 100.0 

1-' 
H::lo 
0'\ 



Table 10--Continued 

Very 
Religious 

Question 38: 

Yes, \vith an 
actual very 
high proba-
bility of 
death 

Frequency 1 
Row % 50.0 
Column % 1.5 
Total % 0.5 

Yes, with an 
actual moderate 
probability of 
death 

Frequency 0 
Row % 0.0 
Column % 0.0 
Total % 0.0 

Somewhat Slightly Not at All Anti-
Religious Religious Religious Religious 

Have you ever actually attempted suicide? 

1 0 0 0 
50.0 0.0 0.0 0.0 

0.8 0.0 0.0 0.0 
0.5 0.0 0.0 0.0 

1 0 0 0 
100.0 0.0 0.0 0.0 

0.8 0.0 0.0 0.0 
0.5 0.0 0.0 0.0 

Row f 
Total % 

2 

0.9 

1 

0.5 

1-1 
~ 

-...J 



Table 10--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

Yes, with an 
actual low 
probability of 
death 

Frequency 4 4 4 0 0 12 
Row % 33.3 33.3 33.3 0.0 0.0 
Column % 6.2 3.1 17.4 0.0 0.0 
Total % 1.8 1.8 1.8 0.0 0.0 5.5 

No 

Frequency 60 120 19 4 1 204 
Row % 29.4 58.8 9.3 2.0 0.5 
Column % 92.3 94.5 82.6 100.0 100.0 
Total % 27.3 54.5 8.6 1.8 0.5 92.7 

No response 

Frequency 0 1 0 0 0 1 
Row % 0.0 100.0 0.0 0.0 0.0 
Column % 0.0 0.8 0.0 0.0 0.0 
Total % 0.0 0.5 0.0 0.0 0.0 0.5 

Column f 65 127 23 4 1 220 
Total % 29.5 57.7 10.5 1.8 0.5 100.0 

1-' 
~ 
co 



Table 10--Continued 

Very Somewhat Slightly Not at All Anti-
Religious Religious Religious Religious Religious 

Question 40: How do you estimate your lifetime probability 
of committing suicide? 

I plan to do 
it some day .. 

Frequency 0 0 0 0 0 
Row % 0.0 0.0 0.0 0.0 0.0 
Column % 0.0 0.0 0.0 0.0 0.0 
Total % 0.0 0.0 0.0 0.0 0.0 

I hope that I 
do not, but I 
am afraid that 
I might. 

Frequency 0 1 1 0 0 
Row % 0.0 50.0 50.0 0.0 0.0 
Column % 0.0 0.8 4.3 0.0 0.0 
Total % 0.0 0.5 0.5 0.0 0.0 

Row f 
Total % 

0 

0.0 

2 

0.9 

1--' 
~ 
1.0 



Table 10--Continued 

Very Somewhat 
Religious Religious 

In certain cir-
cumstances, I 
might very well 
do it. 

I 

Frequency 2 8 
Row % 14.3 57.1 
Column % 3.1 6.3 
Total % 0.9 3.6 

I doubt that I 
would do it in 
any circum-
stances. 

Frequency 15 44 
Row % 21.4 62.9 
Column % 23.1 34.0 
Total % 6.8 20.0 

Slightly Not at All 
Religious Religious 

2 2 
14.3 14.3 

8.7 50.0 
0.9 0.9 

9 1 
l2o9 1.4 
39.1 25.0 
4.1 0.5 

Anti-
Religious 

0 
0.0 
0.0 
0.0 

1 
1.4 

100.0 
0.5 

Row f 
Total % 

14 

6.4 

70 

31.8 

I-' 
(Jl 

0 



Table 10--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

I am sure that 
I would never 
do it. 

Frequency 48 74 11 1 0 134 
Row % 35.8 55.2 8.2 0.7 0.0 
Column % 73.8 58.3 47.8 25.0 0.0 
Total % 21.8 33.6 5.0 0.5 0.0 60.9 

Column f 65 172 23 4 1 220 
Total % 29.5 57.7 10.5 1.8 0.5 100.0 

Question 44: To what extent do you believe that 
suicide should be prevented? 

In every case 

Frequency 47 79 8 2 1 137 
Row % 34.3 57.7 5.8 1.5 0.7 
Column % 72.3 62.2 34.8 50.0 100.0 
Total % 21.4 35.9 3.6 0.9 0.5 62.3 

._. 
Ul ._. 



Table 10--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

In all but a 
few cases 

Frequency 9 15 6 1 0 31 
Row % 29.0 48.4 19.4 3.2 0.0 
Column % 13.8 11.8 26.1 25.0 0.0 
Total % 4.1 6.8 2.7 0.5 0.0 14.1 

In some cases, 
yes; in others, 
no 

Frequency 7 27 8 1 0 43 
Row % 16.3 62.8 18.6 2.3 0.0 
Column % 10.8 21.3 34.8 25.0 0.0 
Total % 3.2 12.3 3.6 0.5 0.0 19.5 

In no case; if a 
person wants to 
commit suicide 
society has no 
right to stop· him 

Frequency 1 5 1 0 0 7 
Row % 14.3 71.4 14.3 0.0 0.0 
Column % 1.5 3.9 4.3 0.0 0.0 ...... 
Total % 0.5 2.3 0.5 0.0 0.0 3.2 lJl 

N 



Table 10--Continued 

Very Somewhat 
Religious Religious 

No Response 

Frequency 1 1 
Row % 50.0 50.0 
Column % 1.5 0.8 
Total % 0.5 0.5 

Column f 65 127 
Total % 29.5 57.7 

Slightly Not at All 
Religious Religious 

0 0 
0.0 0.0 
0.0 0.0 
0.0 0.0 

23 4 
10.5 1.8 

Anti-
Religious 

0 
0.0 
0.0 
0.0 

1 
0.5 

Row f 
Total % 

2 

0.9 

220 
100.0 

~ 
Vl 
w 



154 

2. Of the total sample, 65.9% reported that they had 

never seriously contemplated suicide, and 25.9% stated 

that they very rarely had contemplated suicide. The 

percentages were slightly higher for the very religious 

category. 

3. To the question--Have you ever actually attempted 

suicide?--92. 7% stated "no." The very religious category 

was reported by 92.3%; the somewhat religious by 94.5%. 

The slightly religious category had the highest percentage 

reporting "yes" to this question ( 17. 4%) ; yet, this 

included only four people. Only 15 people implied that 

they had actually attempted suicide--five very religious, 

six somewhat religious, and four slightly religious. 

4. In estimating their lifetime probability of 

committing suicide, 60.9% stated they were sure that they 

would never do it and 31.8% doubted that they ~vould do it 

in any circumstances. Only 16 of the entire sample 

expressed the idea that they might possibly commit suicide 

with nine of these being from the somewhat religious 

category. 

5. over half (62.3%) of the sample believed that 

suicide should be prevented in every case. The one 

respondent who checked antireligious was included in this 

category. Only seven people believed that society had no 
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right to stop a person from committing suicide; it is 

of interest to note that this did not include any of the 

four not at all religious respondents. 

Religiosity and Belief in an Afterlife 

The interaction between religiosity and belief in an 

afterlife is reported in Table 11. Three questions are 

included in this section. 

Summary of Table 11. The following items enumerate 

some of the major aspects of the interaction between 

religiosity and belief in an afterlife: 

1. Over 80% of the sample believed in a life after 

death (strongly believed, 64.1%; tended to believe, 17.7%). 

Both the very religious category (96.9%) and the somewhat 

religious category (81.9%) reported stronger beliefs in 

an afterlife than the total sample. Only 11 people tended 

to doubt the existence of an afterlife, including the one 

antireligious person in the sample; and only four were 

convinced that an afterlife does not exist. 

2. This sample exhibited the characteristic men

tioned by Shneidman in Psychology Today that "generally, 

the more religious one is, the more likely he is to wish 

for an afterlife" (June, 1971, p. 74). The percentages 



Table 11 

Religiosity and Belief in an Afterlife 

Very 
Religious 

Somewhat 
Religious 

Slightly 
Religious 

NotatAll 
Religious 

Anti
Religious 

Row f 
Total % 

Question 8: To what extent do you believe in a life after death? 

Strongly 
believe in 
it 

Frequency 
Row % 
Column % 
Total % 

Tend to believe 
in it 

Frequency 
Row % 
Column % 
Total % 

58 
41.1 
89.2 
26.4 

5 
12.8 

7.7 
2.3 

80 
56.7 
63.0 
36.4 

24 
61.5 
18.9 
10.9 

2 
1.4 
8.7 
0.9 

9 
23.1 
39.1 
4.1 

1 
0.7 

25.0 
.05 

1 
2.6 

25.0 
0.5 

0 
0.0 
0.0 
0.0 

0 
0.0 
0.0 
0.0 

141 

64.1 

39 

17.7 

J-1 
Ul 
0') 



Table 11--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

Uncertain 

Frequency 1 14 8 1 0 25 
Row % 4.0 56.0 32.0 4.0 0.0 
Column % 1.5 11.0 34.8 25.0 0.0 
Total % 0.5 6.4 3.6 0.5 0.0 11.4 

Tend to doubt 
it 

Frequency 0 6 3 1 1 11 
Row % 9.1 54.5 27.3 9.1 4.0 
Column % 1.5 4.7 13.0 25.0 100.0 
Total % 0.5 2.7 1.4 0.5 0.5 5.0 

Convinced it 
does not exist 

Frequency 0 3 1 0 0 4 
Row % 0.0 75.0 25.0 0.0 0.0 
Column % 0.0 2.4 4.3 0.0 0.0 
Total % 0.0 1.4 0.5 0.0 0.0 1.8 

Column f 65 127 23 4 1 220 
Total % 29.5 57.7 10.5 1.8 0.5 100.0 

1-' 
U1 
....,_] 



Table 11--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

Question 9: Regardless of your belief about life after death, 
what is your wish about it? 

I strongly wish 
there were a 
life after 
death. 

Frequency 62 95 14 2 0 173 
Row % 35.8 54.9 8.1 1.2 0.0 
Column % 94.5 74.8 60.9 50.0 0.0 
Total % 28.2 43.2 6.4 0.9 0.0 78.6 

I am indif-
ferent as to 
whether there 
is a life 
after death. 

Frequency 2 29 8 2 1 42 
Row % 4.8 69.0 19.0 4.8 2.4 
Column % 3.1 22.8 34.8 50.0 100.0 
Total % 0.9 13.2 3.6 0.9 0.5 19.1 

1-' 
U1 
(X) 



Table 11--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

I definitely 
prefer that 
there not be a 
life after 
death. 

Frequency 1 3 1 0 0 5 
Row % 20.0 60.0 20.0 0.0 0.0 
Column % 1.5 2.4 4.3 0.0 0.0 
Total % 0.5 1.4 0.5 0.0 0.0 2.3 

Column f 65 127 23 4 1 220 
Total % 29.5 57.7 10.5 1.8 0.5 100.0 

Question 10: To what extent do you believe in reincarnation? 

Strongly believe 
in it 

Frequency 0 2 1 0 0 3 
Row % 0.0 66.7 33.3 0.0 0.0 
Column % 0.0 1.6 4.3 0.0 0.0 
Total % 0.0 0.9 0.5 0.0 0.0 1.4 

I-' 
Ul 
1..0 



Table 11--Continued 

Very Somewhat 
Religious Religious 

Tend to believe 
in it 

Frequency 2 9 
Row % 14.3 64.3 
Column % 3.1 7.1 
Total % 0.9 4.1 

Uncertain 

Frequency 6 30 
Row % 13.3 66.7 
Column % 9.2 23.6 
Total % 2.7 13.6 

Tend to doubt 
it 

Frequency 22 51 
Row % 26.5 61.4 
Column % 33.8 40.2 
Total % 10.0 23.2 

Slightly Not at All 
Religious Religious 

2 1 
14.3 7.1 

8.7 25.0 
0.9 0.5 

7 1 
15.6 2.2 
30.4 25.0 
3.2 .05 

8 2 
9.6 2.4 

34.8 50.0 
3.6 0.9 

Anti-
Religious 

0 
0.0 
0.0 
0.0 

1 
2.2 

100.0 
0.5 

0 
0.0 
0.0 
0.0 

Row f 
Total % 

14 

6.4 

45 

20.5 

83 

37.7 

1-' 
0"\ 
0 



Table 11--Continued 

Very Somewhat 
Religious Religious 

Convinced it 
can not occur 

Frequency 35 35 
Row % 46.7 46.7 
Column % 53.8 27.6 
Total % 15.9 15.9 

Column f 65 127 
Total % 29.5 57.7 

Slightly Not at All 
Religious Religious 

5 0 
6.7 0.0 

21.7 0.0 
2.3 0.0 

23 4 
10.5 1.8 

Anti-
Religious 

0 
0.0 
0.0 
o.o 

1 
0.5 

Row f 
Total % 

75 

34.1 

220 
100.0 

f-1 
0'1 
1-' 
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who wished for an afterlife ranged from 0% for the anti

religious to 95.4% for the very religious. 

3. One respondent changed the word "wish" to "know" 

on part A (I strongly wish there were a life after death) 

even though the question stated: "Regardless of your 

belief . " 

4. Interestingly, 22.8% of the somewhat religious 

were indifferent as to whether there was an afterlife. 

5. Five people preferred that no afterlife would 

exist; this did not include any of the not at all reli-· 

gious or the antireligious. 

6. Three people (1.4%) strongly believed in reincar

nation and 14 (6.4%) tended to believe in it. Over 50% 

(53.8%) of the very religious were convinced that 

reincarnation could not occur and none of this group 

strongly believed in it. 

Religiosity and Donation of the Heart 
for Transplantation 

The interaction between religiosity and donation of 

the heart for transplantation is shown in Table 12. Only 

one question on the "You & Death" questionnaire pertains 

to this category. 



Table 12 

Religiosity and Donation of the Heart for Transplantation 

Very Somewhat Slightly Not at All Anti-
Religious Religious Religious Religious Religious 

Question 50: Would you be willing to donate your heart for 
transplantation (after you die)? 

Yes, to anyone 

Frequency 48 91 15 2 1 
RO\v % 30.6 58.0 9.6 1.3 0.6 
Column % 73.8 71.7 65.2 50.0 100.0 
Total % 21.8 41.4 6.8 0.9 0.5 

Yes, but only 
to a relative 
or a friend 

Frequency 5 11 5 0 0 
Row % 23.8 52.4 23.8 0.0 0.0 
Column % 7.7 8.7 21.7 0.0 0.0 
Total % 2.3 5.0 2.3 0.0 0.0 

Row f 
Total % 

157 

71.4 

21 

9.5 

1-' 
0"1 
w 



Table 12--Continued 

Very Somewhat Slightly Not at All Anti- Row f 
Religious Religious Religious Religious Religious Total % 

I have a strong 
feeling against 
it. 

Frequency 2 5 1 0 0 8 
Row % 25.0 62.5 12.5 0.0 0.0 
Column % 3.1 3.9 4.3 0.0 0.0 
Total % 0.9 2.3 0.5 0.0 0.0 3.6 

No 

Frequency 10 17 0 2 0 29 
Row % 34.5 58.6 0.0 6.9 0.0 
Column % 15.4 13.4 0.0 50.0 0.0 
Total % 4.5 7.7 0.0 0.9 0.0 13.2 

No response 

Frequency 0 3 2 0 0 5 
Row % 0.0 60.0 40.0 0.0 0.0 
Column % 0.0 2.4 8.7 0.0 0.0 
Total % 0.0 1.4 0.9 0.0 0.0 2.3 

Column f 65 127 23 4 1 220 
Total % 29.5 57.7 10.5 1.8 0.5 100.0 

1-' 
0'\ 
.t:. 
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Summary of Table 12. The following items enumerate 

some of the major aspects of the interaction between 

religiosity and donation of the heart for transplantation: 

1. Of the entire sample, 80.9% would be willing to 

donate their hearts for transplantation; to anyone (71.4%), 

only to a friend or relative (9.5%). 

2. Twenty-nine people (13.2%) would not donate their 

hearts for transplantation. 

3. Shneidman made the comment in Psychology Today 

that ''the very religiotis are most likely to refuse to 

give their hearts" (June, 1971, p. 80). Only 10 (4.5%) 

of the very religious in this sample stated a negative 

response to this question. 

Religiosity and Disposition of the Body 

The interaction between religiosity and disposition 

of the body is presented in Table 13. Only one question 

from the questionnaire refers to this subject. 

Summary of Table 13. The following items enumerate 

some of the major aspects of the interaction between 

religiosity and disposition of the body: 

1. over 50% (53.2%) of this sample preferred burial 

as the method employed in disposition of the body. 



Burial 

Frequency 
Row % 
Column % 
Total % 

Cremation 

Frequency 
Row % 
Column % 
Total % 

Table 13 

Religiosity and Disposition of the Body 

Very Somewhat · Slightly Not at All Anti-
Religious Religious Religious Religious Religious 

Question 49: If it were entirely up to you, how would 
you like to have your body disposed of 

after you have died? 

40 66 11 0 0 
34.2 56.4 9.4 0.0 0.0 
61.5 52.0 47.8 0.0 0.0 
18.2 30.0 5.0 0.0 0.0 

7 23 3 3 0 
19.4 63.9 8.3 8.3 0.0 
10.8 18.1 13.0 75.0 0.0 

3.2 10.5 1.4 1.4 0.0 

Row f 
Total % 

117 

53.2 

36 

16.4 

...... 
0"\ 
0"\ 



Table 13--Continued 

Very Somewhat 
Religious Religious 

Donation to 
medical school 
or science 

Frequency 8 25 
Row % 21.1 65.8 
Column % 12.3 19.7 
Total % 3.6 11.4 

I am indif-
ferent. 

Frequency 10 13 
Row % 34.5 44.8 
Column % 15.4 10.2 
Total % 4.5 5.9 

Column f 65 127 
Total % 29.5 57.7 

Slightly Not at All 
Religious Religious 

3 1 
7.9 2.6 

13.0 25.0 
1.4 0.5 

6 0 
20.7 0.0 
26.1 0.0 

2.7 0.0 

23 4 
10.5 1.8 

Anti-
Religious 

1 
2.6 

100.0 
0.5 

0 
0.0 
0.0 
0.0 

1 
0.5 

Row f 
Total % 

38 

17.3 

29 

13.2 

220 
100.0 

!-I 
m 
-....] 
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2. The percentages for cremation (16.4%) and dona-· 

tion to medical school or science (17.3%) were close. 

3. Twenty-nine people (13.2%) stated that they were 

indifferent; this did not include any of the five who 

reported that they considered themselves to be not at all 

religious or antireligious. 

Differences Exhibited Between the Two Samples 

This section will follow the outline of topics covered 

by the "You & Death" questionnaire (Table 8, p. 123). The 

chi-square test shows only whether or not differences 

exist between the two samples; it does not indicate which 

part and/or parts produce these differences. All of the 

data for this section can be found in Appendices B, C, and 

D. 

Childhood Experiences with Death 

First personal involvement. The sample of child 

development majors (CD) reported that 46.4% of them had 

their first involvement with death when a grandparent 

or great-grandparent died; the Psychology Today (PT) 

sample reported 43%. The differences between the samples' 

responses were not significant on their first personal 

involvement with death. The majority of both samples 

first became aware of death between the ages of five and 
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ten (CD= 49.1%; PT =52%). The differences between the 

responses of the samples on the age they first became 

aware of death were not significant. 

Family discussions. The samples' responses were 

significantly different (x2 = 23.797, df = 4, p < .001). 

Only 30% of the PT sample recalled that the topic of 

death had been openly discussed in their families as 

compared with 46.8% of the CD sample. Almost twice as 

many of the PT sample believed that children were excluded 

intentionally from their families' discussions of death 

(CD = 7. 7%; PT = 15%) , and more of the PT sample remembered 

a sense of discomfort (CD= 14.5%; PT = 20%). Every 

percentage rate for this portion of the questionnaire was 

higher for the PT sample than the CD sample with the 

exception of the open discussion of death. 

Childhood conceptions. The samples' responses were 

significanlty different (X2 = 49.418, df = 7, p < .001). 

Both samples reported the most common conception as a 

"heaven-and-hell" concept (CD = 40.5%; PT = 48%). Only 

9% of the PT sample described childhood feelings of an 

afterlife compared with 21.4% of the CD sample. Feelings 

of death being mysterious and unknowable were remembered 

by 10% of the PT sample and 3.6% of the CD sample. 



Influences Which Shaped Personal 
Attitudes Toward Death 

Books or authors. Significant differences were 

found between the samples' responses (x2 = 170.461, 

df = 3, E < .001). The CD sample indicated that the 

Bible had the most effect upon their attitudes toward 

death (CD= 73.6%) as compared with only 23% of the PT 

sample. The largest rate for the PT sample was found in 
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the category of no books or authors having had any effect 

on the development of their attitudes toward death 

(CD= 19.5%; PT = 41%). 

Actual events. The samples' responses were signifi

cantly different (x2 = 145.816, df = 8, p < .001). Intra-

spection and meditation were indicated by the PT sample 

as having the greatest influence upon their present 

attitudes toward death (CD= 8.6%; PT = 35%). The CD 

sample expressed the opinion that religious upbringing 

was the most influential factor (CD= 47.3%; PT = 15%). 

Other major differences were noted on the following two 

events: the death of someone close (CD = 32.3%; PT = 19%), 

and specific reading (CD= 1.4%; PT = 11%). The college 

portion of the PT sample revealed an even higher percent

age (38.9%) for introspection and meditation. The 

responses of the college populations were significantly 

different cx2 = 38.306, df = 1, E < .001). 
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Religion. The samples' responses were significantly 

different (X2 = 96.078, df = 4, E < .001). The importance 

for the CD sample of religious upbringing and the Bible 

have already been discussed. Religion exhibited over 

twice the influence of having a very significant role in 

the development of attitudes toward death between these 

two populations (CD= 50.5%; PT = 22%). The CD sample 

also reported that religion had played a rather signifi

cant role (CD = 3 0%; PT = 20%) • Combining the two 

categories of a very significant role and a rather 

significant role, the samples varied by 30.5% (CD= 80.5%; 

PT = 42%). Only 2.3% of the CD sample stated that reli-

gion had played no role at all in the development of a 

personal attitude toward death as compared with 12% of 

the PT sample. When the categories of no role at all and 

a relatively minor role were combined, the samples varied 

by 26.3% (CD= 8.7%; PT = 35%). 

Thoughts About Life After Death 

Beliefs. Significant differences were found between 

2 the samples' responses (X = 130.916, df = 4, p < .001). 

over 50% of the CD sample strongly believed in an after-

life (64.1%) and 1717% tended to believe in it. Only 23% 

of the PT sample strongly believed in an afterlife and 

20% tended to believe in it. More of the PT sample (22%) 
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than the CD sample (5%) tended to doubt the existence of 

an afterlife. Sixteen percent of the PT sample were 

convinced that an afterlife does not exist; only 1.8% 

of the CD sample held this viewpoint. 

Wish. The samples' responses were significantly 

different (x 2 = 39.215, df = 2, E < .001). The following 

differences were expressed between the two samples con-

cerning the wish for the existence of an afterlife: wish 

for afterlife (CD = 78.6%; PT = 55%); indifferent 

(CD= 19.1%; PT = 34%); prefer no afterlife (CD= 2.3%; 

PT = 11%). 

Reincarnation. The samples' responses were signifi-

cantly different (x2 = 13.956, df = 3, E < .005). 

Relatively few people in either sample tended to believe 

in reincarnation, but the percentages of disbelievers 

for the CD sample exceded those of the PT sample 

(CD= 71.8%; PT = 65%). 

Thoughts About OWn Death 

Frequency of thoughts about own death. The samples' 

responses \vere significantly different (X 2 = 14.729, 

df = 4, E < .01). A smaller percentage of the CD sample 

(10.9%) than the PT sample (22%) very frequently or 

frequently thought about their own deaths. 
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Age when death occurs. A larger percentage of the 

PT sample (29%) than the CD sample (14.5%) would choose 

to die just after the prime of life; a larger percentage . 

of the CD sample (83.6%) than the PT sample (66%) pre

ferred the choice of waiting until old age (x2 = 26.628, 

df = 3, E < .001). A greater percentage of the PT sample 

(19%) than the CD sample (11.4%) believed that they would 

die just after the prime of life; a larger percentage of 

the CDsample (77.7%) than the PT sample (69%) believed 

that old age was their destiny (x2 = 9.008, df = 3, 

p < .05). 

Death as a welcomed event. The differences between 

the two samples' responses were not significant regarding 

a time in life when the individual had wanted to die. 

A larger percentage of the PT sample of females had wanted 

to die (generally, great emotional upset) than those in 

the CD sample. Significant differences were found between 

the female populations' responses (x2 = 14.626, df = 1, 

p < .001). 

Meaning of death. The samples' responses were 

significantly different (X 2 = 129.537, df = 6, E < .001). 

The largest percentage of the PT sample checked that 

death was the end, the final porcess of life (CD = 5.9%; 

PT = 35%), while the CD sample checked that death was the 
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beginning of a life after death; a transition, a new 

beginning (CD = 43.2%; PT = 13%). The college portion 

of the PT sample also rated the part that death was the 

end, the final process of life higher than the CD sample 

(CD= 5.9%; PT = 25.6%). The responses of the college 

populations were significantly different (x2 = 22.142, 

df = 1, E < .001). 

Distasteful aspect of death. The samples' responses 

were significantly different (x2 = 51.687, df = 7, 

p < .001). The largest percentage of the CD sample 

expressed concern that their deaths would cause grief to 

friends and relatives (CD= 26.8%; PT = 10%), while the 

PT sample's concern was mainly that they could no longer 

have any experiences (CD= 17.3%; PT = 36%). The college 

portion of the PT sample rated this concern over no longer 

having any experiences at 35.6% (CD= 17.3%). The 

responses of the college populations were significantly 

different (x2 = 11.047, df = 1, E < .001). 

Feelings experienced when thinking of own death. 

Significant differences were found between the samples' 

responses (x2 = 34.211, df = 6, £ < .001). A greater 

percentage of the PT sample revealed that they felt 

discouraged when thinking of their own deaths (CD = 0%; 

PT = 5%). The PT sample were more "resolved, in relation 



to life" (CD = l5%; PT = 26%). The CD sample expressed 

more "pleasure, in being alive" (CD = 41.8%; PT = 25%). 
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Present orientation toward death. The differences 

between the responses of the two samples were not signifi

cant. Both were first death-accepters, then death-

pas tponers. 

Experience with life-threatening situations. 

Significant differences were found between the responses 

when comparing total populations (x2 = 10.680, df = 1, 

E < .005) and when comparing female populations (x2 = 

4.662, df = 1, E < .05). Over half in each total popula

tion acknowledged that they had been in a situation at 

least once when they thought that they might actually 

die (CD= 60.4%; PT = 73%). 

Interest in having image survive. Significant 

differences were found between the samples' responses 

(X2 = 27.627, df = 2, £ < .001). The CD sample indicated 

a greater interest in having their images survive than 

the PT sample (CD= 85.5%; PT = 68%). Ten percent of the 

PT sample were totally uninterested while only 1.8% of 

the CDsample expressed this disinterest. 

Willingness to sacrifice life. The samples' 

responses were significantly different (X 2 = 33.125, 

df = 3, E < .001). A greater percentage of the CD sample 
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stated that they would be willing to sacrifice their lives 

for a loved one (CD = 76.4%, PT = 58%). The PT sample 

tended to be more willing to die for an idea or moral 

principle than the CD sample (CD= 3.6%; PT = 15%). 

Type of death preferred. Significant differences 

were found between the samples' responses (X2 = 14.520, 

df = 7, E < .05). A larger percentage of the PT sample 

preferred a sudden, but not violent death (CD= 34.5%~- · 

PT = 38%); the CD sample preferred a quiet, dignified 

death (CD= 37.7%; PT = 30%). There was a difference 

between the two samples in preferring that death occur 

after a great achievement (CD = 1.8%; PT = 6%). None 

from either sample desired to be the victim of a homicide. 

Knowledge of exact death date or limited time to 

live. A greater percentage of the PT sample would want 

to know both the date of their deaths and the time they 

had left to live (Date: x 2 = 7.352, df = 1, E.< .01; 

Time: x 2 = 6.460, df = 1, E < .025). More of the PT 

sample would make a marked change in their life-styles 

if they knew death was near (CD= 10.5%; PT = 19%). The 

responses of the samples on "how to spend time until 

death if one knew time was limited" were significantly 

different (x2 = 13.733, df = 4, £ < .01). 
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Influence of possibility of nuclear war. Significant 

differences were found between the samples' responses 

(X2 = 24.809, df = 5, E < .001). The possibility of 

massive human destruction by nuclear war had not had as 

great an influence on the CD sample as on the PT sample 

(CD= 5.5%; PT = 19%). 

Influences on present attitudes. The largest per

centage rate for the CD sample was noted in the "Other" 

category (28.2%) while the PT sample (34%) suggested that 

existential philosophy had had the most influence 

(x2 = 66.210, df = 8, E < .001). A larger percentage of 

the college portion of the PT sample (32.2%) than the CD 

sample (11.4%) indicated that existential philosophy had 

influenced them (X 2 = 16.432, df = 1, E < .001). 

Effect of drugs on attitudes. Significant differences 

were found between the responses when comparing total 

populations (x2 = 35.508, df = 2, E < .001) and when 

comparing female populations (x 2 = 21.781, df = 1, E < 

.001). Drugs had not affected the attitudes toward 

death for the CD sample; 86.8% of the CD sample had never 

taken drugs as compared with 65.6% of the total PT sample 

and 68.9% of the female respondents. 
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Question of outliving spouse. A larger percentage 

of the PT sample (23%) than the CD sample (14.1%) 

expressed a desire to outlive their spouses with the 

majority of both samples being undecided on this question 

(X 2 = 8.085, df = 2, £ < .005). When comparing the 

female portions of both samples the following was reported 

concerning outliving the spouse: yes (CD = 14.2%; PT = 

18.1%), no (CD= 21.9%; PT = 30.2%), and undecided 

(CD= 63%; PT = 51.7%). The female populations' responses 

were significantlydifferent (x2 = 7.404, df = 2, E < .025). 

When comparing the two college populations' responses the 

differences were not significant. 

Wills. Most people in both samples believed in the 

concept of wills (x2 = 11.866, df = 2, E < .005). 

Insurance. The responses of the two samples were 

significantly different (X 2 = 21.464, df = 2, E < .001). 

A larger percentage of the CD sample believed in life 

insurance to benefit their survivors than the PT sample 

(CD = 95%; PT = 83%). Fourteen percent of the PT sample 

were undecided or tended not to believe in insurance 

compared with 4.5% of the CD sample. None of the CD 

sample expressed the decision not to get insurance; 3% 

of the PT sample did not plan to purchase life insurance. 

When comparing the female respondents of both samples the 
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following was noted about insurance: believe in it 

(CD= 95%; PT = 81.9%); undecided or tend not to believe 

in it (CD= 4.6%; PT = 18.1%). The responses of the 

female populations were significantly different (x2 = 

20.179, df = 1, p < .001). 

General Thoughts About Death 

Age most people afraid of death. Significant 

differences were found between the responses of the two 

samples (x2 = 26.986, df = 7, p < .001). The CD sample 

believed that more people were afraid of death between the 

ages of 20 to 29 years (20.9%); the PT sample reported 

16% for both the 40 to 49 and 50 to 59 age range. The 

two samples differed on their opinions of the amount of 

death fear present from 60 to 69 years (CD= 5%,PT=l3%). 

Causes of most deaths. The samples' responses were 

significantly different (x2 = 36.006, df = 3, E < .001). 

Both samples believed that most deaths just happen and 

are caused by events over which individuals have no 

control; the CD sample believed this more strongly (72.3%) 

than the PT sample (51%). Twice as many of the PT sample 

believed that most deaths have strong components of 

conscious or unconscious participation by the persons 

who die (CD = 20%; PT = 43%). The percentage reported for 
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the college portion of the PT sample (50%) for the con

scious or unconscious participation was higher than that 

reported for the total PT sample. The responses of the 

college populations were significantly different 

(x2 = 26.385, df = 1, £ < .001). 

Influence of psychological factors. The differences 

between the responses of the samples were significant 

(x2 = 66.434, df = 3, £ < .001). A larger percentage of 

the PT sample "firmly believed" that psychological factors 

can influence or even cause death (CD= 28.2%; PT = 56%). 

A larger percentage of the CD sample "tended to believe" 

that psychological factors can influence death (CD= 44.5%, 

PT = 36%). In answering that portion stating that "I am 

undecided or don 1 t know," the CD sample expressed a rate 

of 24.5% (or almost 1/4 of that sample), while the PT 

sample reported only 7%. In comparing the responses of 

the college students from both samples, the following 

differences were cited: "I firmly believe that they can 

or I tend to believe that they can" (CD = 72. 7%; PT = 

9 5. 6%) ; "I am undecided, don 1 t know, or doubt that they 

can" (CD = 2 7. 3%; PT = 4. 4%) • The responses of the college 

populations were significantly different (x2 = 18.947, 

df = 1, E < .001). 
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Reason for increased interest in the topic of death. 

The samples' responses were significantly different 

(X 2 = 10.103, df = 2, E < .01). Differences were noted 

in the following two categories: wars or atomic and 

nuclear bombs (CD = 36.4%; PT = 45%) and domestic violence 

(CD= 17.7%; PT = 10%). 

Euthanasia. The differences between the responses 

of the two samples were not significant on the aspect 

of what efforts ought to be made to keep the seriously 

ill person alive. 

Suicide 

Probability of taking own life. The following four 

questions will be reviewed: 

1. Based on your present feelings, what is the 

probability of your taking your own life in the near 

future? 

2. How often have you seriously comtemplated commit-

ting suicide? 

3. Have you ever actually attempted suicide? 

4. How do you estimate your lifetime probability 

of committing suicide? 

Fewer of the CD sample (90.9%) than the PT sample (81%) 

could envision taking their own lives in the near future 
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(X 2 = 12.415, df = 1, E < .001). Fewer of the CD sample 

(91.8%) than the PT sample (75%) had ever or rarely 

contemplated comrni tting suicide (x2 = 26.104, df = 1, 

E < .001). The differences between the samples' responses 

on actually attempting suicide were not significant. A 

greater number of the CD sample (60.9%) than the PT sample 

(33%) indicated that they were sure they would never 

commit suicide (x2 = 58.746, df = 4, E.< .001). 

Reason for suicide. Significant differences were 

found between the samples' responses (x2 = 19.142, df = 8, 

p < .025). The differences between the two samples on 

the possible reasons for committing suicide appeared to be 

in the following three areas: physical illness or pain 

(CD = 15.5%; PT = 24%) ' loneliness or abandonment 

(CD = 38.2%; PT = 31%) and death or loss of a loved one 

(CD = 15.5%; PT = 9%) . Differences between the responses 

given by the female respondents of both samples were not 

significant. 

Method. The differences between the responses of 

both the total populations and the female populations on 

the method each would employ in committing suicide were 

not significant. The use of barbiturates or pills was the 

most frequently chosen method for both populations. 
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Suicide note. The differences between the responses 

of the total populations on whether they would leave a 

suicide note were not significant. When comparing the 

responses of the females from both studies, more of the 

CD sample (58.4%) than the PT sample (49.8%) indicated 

they would leave a note (x2 = 4.546, df = 1, p < .05). 

Suicide prevention. The samples' responses were 

significantly different (x2 = 65.064, df = 2, E < .001). 

Almost twice as many of the CD sample expressed the idea 

that suicide should be prevented in every case (CD = 

62.3%; PT = 32%). Fifteen percent of the PT sample 

indicated that society had no right to stop an individual 

from committing suicide; only 3.2% of the CD sample shared 

the same view. 

Topics of Consideration After a Death 

Autopsy. The differences between the responses of 

the two samples on the topic of having an autopsy performed 

on their bodies were not significant. 

Donation of the heart for transplantation. The 

samples' responses were significantly different (x2 = 

15.672, df = 2, E < .001). The majority of both samples 

would be willing to donate their hearts for transplanta

tion. The difference existed in the area of to whom this 
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donation would be made: Yes, to anyone (CD = 71.4%; 

PT = 82%); Yes, but only to a relative or a friend 

(CD= 9.5%; PT = 3%). 

Importance of mourning and grief rituals. Signifi

cant differences were found between the samples' responses 

(X 2 = 17,584, df = 2, E < .001). A greater percentage 

of the CD sample than the PT sample believed these 

rituals to be important to the survivors. Eighteen 

percent of the PT sample believed they were not important 

at all compared with 6.4% of the CD sample. 

Type of funeral preferredo The samples' responses 

were significantly different (x2 = 43.727, df = 2, p < - -
.001). Of the PT sample, 33.4% expressed the desire to 

have no funeral (CD = 10%) . A small funeral including 

only relatives and friends or whatever the survivors 

wanted was the choice of 88.2% of the CD sample (PT = 

64.6%). A small funeral including only relatives and 

friends or whatever the survivors wanted was the choice 

of 88.2% of the CD sample (PT = 64.4%). Both samples 

tended to disapprove of "lying in state" in an open 

casket at their funerals; the· differences between their 

responses were not significant. 

cost of funeral. Significant differences were found 

between the samples' responses on what they would consider 
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to be a reasonable price for a funeral (x2 = 64.962, 

df = 2, £ < .001). Only 2% of the PT sample (in 1970) 

believed that a funeral should cost over $600 (CD= 18. 6%) . 

About half (49.1%) of theCD sample (in 1973) implied that 

a funeral should cost under $300 (PT = 62%) . Both samples 

believed that funerals were very much overpriced; the 

differences between their responses were not significant. 

Disposition of the body. The samples' responses were 

significantly different (x2 = 72.571; df = 3, p < .001). 

Over 50% (53.2%) of the CD sample preferred burial as 

compared with 22% of the PT sample. Differences in the 

following areas were exhibited: cremation (CD = 16.4%; 

PT = 31%) and donation to medical school or science 

(CD= 17.3%; PT = 32%). 

Sex 

Differences Between Background of Respondents 

of Two Samples 

Only one resopndent in the CD sample was male; 185 

were males in the PT sample. No statistical analysis 

was done. 

over half of the CD sample were from 20 to 24 years 

of age (65.9%) as compared with 36% of the PT sample. 
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Respondents ranging in age from 20 to 34 years comprised 

76.4% of the CD sample; the PT sample contained 63% from 

this same age range. Significant differences were found 

between the samples (x2 = 70.921, df = 4, p < .001). 

Marital Status 

Over half of both samples were single (CD= 67.3%; 

. PT = 53%) . Significant differences were found between the 

samples (x2 = 14.957, df = 2, p < .001). 

Religious Background 

The CD sample contained a majority of Protestants 

(81.4%) as compared with the 50% included in the PT sample. 

Differences between the samples were significant (X2 = 

69.091, df = 3, E < .001). 

Religiosity 

The CD sample considered themselves to be more 

religious than did the PT sample. In the PT sample the 

very religious (11%) slightly outnumbered the anti-

religious ( 9%) ; in the CD sample the very religious com-

prised 29.5% of the total sample with only 0.5% being 

antireligious (one respondent out of 220). Significant 

differences were found between the samples (X2 = 130.030, 

df = 4, E < .001). 
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Political Views 

Almost half (46.4%) of the CD sample considered 

themselves to be moderate in their political orientation; 

45% of the PT sample described their political views as 

somewhat liberal. Shneidman stated that "a Christian 

background does not seem to provide the optimum atmos

phere for the production of very liberal persons" 

(Psychology Today, June, 1971, p. 74). In the CD sample 

only 5.5% described their political views as very liberal 

(PT = 27%). Differences between the samples were 

significant (x2 = 97.190, df = 4, £ < .001). 

Family Income 

The CD sample (in 1973) reported that their families' 

income was higher than those reported in the PT sample 

(in 1970) for every category but the following two: from 

$5,000 to $10,000 and from $10,000 to $15,000. Signifi

cant differences were found between the two samples 

cx2 = 12.912, df = 4, E < .025). 

Geographical Area Considered Home 

The South (42.7%) and the Southwest and mountain 

states (35.9%) dominated the CD sample. These two 

categories represented the fewest respondents in the PT 

sample. The combined percentages from these areas (16%) 
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did not exceed any of the other three areas mentioned in 

the questionnaire for the PT sample. Significant 

differences were found between the samples (x2 = 271.455, 

df = 4, £ < .001). 



CHAPTER V 

SUMMARY AND CONCLUSIONS 

Summary 

Purpose 

The overall purpose of this descriptive study was to 

ascertain the personal attitudes of a sample of child 

development majors concerning death. The specific purposes 

were the following: 

1. To show the interaction between religiosity and 

the following topics: (a) overall attitudes toward death, 

(b) suicide, (c) belief in an afterlife, (d) donation of 

the heart for transplantation, and (e) disposition of the 

body. 

2. To determine the differences between the responses 

of this sample and those of the national sample reported in 

Psychology Today. 

Methods 

The subjects were 220 undergraduate (179) and graduate 

(41) child development majors from Texas Technological 

University (152) and Texas Woman's University (68). One 

of the subjects was male; 219 of the subjects were female. 

189 
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The survey research method was employed to collect the data. 

The "You & Death" questionnaire which appeared in Psychology 

Today (August, 1970) was administered by the investigator 

to the child development majors. The major topics included 

in this questionnaire are the following: childhood experi

ences with death, influences which shaped personal attitudes 

toward death, thoughts about own death, general thoughts 

about death, suicide, and topics of consideration after a 

death. To show the interaction between religiosity and five 

topics (overall attitudes toward death, suicide, belief in 

an afterlife, donation of the heart for transplantation, 

and disposition of the body), crosstabulations were made 

between the religiosity of subjects, measured by Question 

64, and other relevant questions dealing with the topic 

under consideration. The chi-square distribution was used 

to analyze the differences between the responses of the 

child development sample and the natio~al sample, reported 

in Psychology Today (June, 1971), on the "You & Death" 

questionnaire. 

Results of Interaction Between Religiosity and Other Topics 

In the child development sample religiosity was posi

tively related to the following topics: formation of present 

attitudes toward death, belief that suicide should be 

prevented in all circumstances, belief in an afterlife, 
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willingness to donate heart for transplantation, and pref-

erence for burial. In the same sample religiosity was 

negatively related to the probability of committing 

suicide. 

Differences Between the Child Development and Psychology 
Today Samples 

Significant differences were found between the re-

sponses of the two samples in the following general areas 

relating to death: family discussions and childhood con-

ceptions; influences of books, events, and religion on 

personal attitudes; thoughts about life after death; 

thoughts about own death; general th~ughts about death; 

suicide; and topics of consideration after a death. 

Differences between the responses of the child develop-

ment and Psychology Today samples were not significant in 

the following specific areas relating to death: first 

personal experience with death and age first aware of death, 

present orientations toward own death, attitude of death as 

a welcomed event, euthanasia, method of suicide, leaving a 

suicide note, suicide attempts, the autopsy, "lying in 

state" in open casket at own funeral, and costs of funerals. 
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Conclusions 

Discussion of Findings 

Profile of respondents. The typical respondent in the 

child development sample was a 20-24-year old, single, 

Caucasian female. The respondent was a 11 somewhat religious 11 

to 11 Very religious 11 Protestant, and she was politically 

independent with moderate views. She had one or two siblings 

and came from a home in a southern community with a popula

tion of less than 500,000. The respondent was an under

graduate college student living in a dormitory, shared 

dwelling, or apartment with others. 

The profile of the typical child development (CD) re

spondent differed significantly in many categories from the 

profile of the typical Psychology Today (PT) respondent: 

the CD respondent had more conservative political views, 

less education, and a more limited geographic background 

than the typical PT respondent. All but one of the CD 

sample were females; the PT sample was more evenly divided 

between males and females. Significant differences were 

also found between the following categories: age, marital 

status, religious background, religiosity, and annual 

family income. Because people from different geographical 

and political orientations seem to exhibit many different 

responses to philosophical questions, the differences 
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between the CD and PT samples' responses to the "You & 

Death~' questionnaire must be considered as a possible func

tion of the differing profiles of the two samples. 

The majority of the child development sample first 

learned about death between five and ten years when a 

grandparent or great-grandparent died. They remembered 

open discussions of death in their families and developed 

the childhood conception of death as a heaven-and-hell con

cept. 

Current conceptions toward death were affected most 

by religion and the Bible; many respondents also believed 

the death of someone close had a major impact on their cur

rent attitudes toward death. Most had a strong belief and 

hope for a life after death and doubted the existence of 

reincarnation. The respondents saw death as "the beginning 

of a life after death; a transition, a new beginning" or 

as the "termination of this life but with a survival of the 

spirit." 

The respondents thought about their own deaths occa-

sionally or rarely; would choose to die in old age from a 

sudden, but not violent death or a quiet, dignified death; 

and believed death would actually occur in old age. Ap

proximately 50% of the sample stated that there had never 

been a time in their lives when they had wanted to die. 
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The aspect of death that was seen as most distasteful was 

the grief death would cause relatives and friends. When 

the respondents thought about their own deaths, the principle 

feeling was "pleasure, in being alive; 11 their present orien

tation toward their own deaths was acceptance. The average 

respondent had been in a situation where death seemed im

minent no more than twice. Most were 11 somewhat•• to 11 Very 

interested" in having their personal images survive through· 

children, books, or good works. The respondents might be 

willing to sacrifice life for a loved one. They would like 

a physician to inform them of the presence of a terminal 

disease with a limited time to live; however, the exact 

date of death was not desired to be known. If a limited 

time remained until death from a terminal disease, these 

individuals believed that this time would be spent concerned 

with others, tying up loose ends, and making few changes 

in their life-styles. The possibility of massive human 

destruction by nuclear war had not had much effect in in

fluencing their current attitudes toward death or life. 

The responses to the question concerning the major influences 

on the present attitudes toward their own deaths were 

varied. The most frequently chosen category was the "Other 

(specify)" with approximately 12% giving religious answers; 

approximately 21% reported changes in health conditions and 
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mortality statistics. Attitudes toward death had not been 

affected by drugs. Most child development majors were un

decided about outliving their spouses. All by 15 of this 

sample intended to make a will some day; 24 had already made 

one. The respondents had a moderate or strong belief in 

life insurance. 

The majority of respondents believed people are most 

afraid of death prior to age 29, most deaths are caused by 

events over which individuals have no control, and psycho.:... 

logical factors can influence death. Wars and domestic 

violence were the most frequently cited reasons for any 

recent increased interest in the topic of death. The 

majority believed that efforts to keep the seriously ill 

person alive should be reasonable for that person's age, 

physical condition, mental condition, and pain. 

Most respondents believed there was an extremely low 

probability of their ever committing suicide. Suicide had 

never seriously been contemplated or attempted. If 

suicide were committed, it would be because of loneliness 

or abandonment; the chosen method would be barbiturates or 

pills, and a note would be left. They believed suicide 

should always be prevented. Few people closer than an 

acquaintance of the respondents had committed suicide. 
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The majority of respondents either had no strong feel-

ings in either direction or approved of an autopsy being 

performed on their bodies; the majority would donate their 

hearts for transplantation. The respondents believed 

mourning and grief rituals (such as funerals) were somewhat 

important. Most chose burial with a funeral of the sur

vivors' choice but indicated -a preference for a small one 

for family and close friends. They disapproved of "lying 

in state" in an open casket at their funerals. Funerals 

were believed to be overpriced; a reasonable price for a 

funeral was believed to be less than $300. 

The typical child development major felt "cheerful" or 

"all right" at the time the questionnaire was given. Cur

rent physical and mental health were rated by half of the 

sample as very good. Forty percent of the sample stated 

that the "You & Death" questionnaire had "no effect at all" 

upon them. 

Social orientation. The CD sample appeared to be more 

other-directed, whereas the PT sample appeared to be more 

self-directed. The results from two questions will be 

cited to support this conclusion. Question 16 (What aspect 

of your own death is the most distasteful to you?) was 

based on the study done by Diggory and Rothman (1961) on the 

values destroyed by death. In the CD sample, the following 
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was the most corrunon response: "It would cause grief to my 

relatives and friends." The difference between the re

sponses of the CD sample and the PT sample was 16.8% (CD = 

26.8%: PT = 10%). The most distasteful aspect for the PT 

sample was the following: "I could no. longer have any 

experiences." The difference between the responses of 

the CD sample and the PT sample was 18.7% (CD= 17.3%: PT = 

36%). A smaller difference (2.4%) was shown on the fol

lowing response: "All my plans and projects would come to 

an end" (CD= 8.6%: PT = 11%). Question 28 (For whom or 

what might you be willing to sacrifice your life?) revealed 

that the CD sample were more willing to sacrifice their 

lives for loved ones (CD= 76.4%: PT =58%). 

Religious orientation. Stronger religious convictions 

were indicated by the CD sample's responses than there

sponses expressed by the PT sample. It is believed that 

this difference may be caused by the dissimilarities in the 

geographical distribution of the CD and PT samples. The 

religious convictions of the CD sample seemed to be signif

icantly related to many of the responses given on the "You 

& Death" questionnaire. 
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Recommendations 

This study indicated that major differences exist be

tween various populations concerning their personal attitudes 

toward death and that geography and local conditions 

(social, political, and economic factors) might affect 

attitudes. Shneidman noted that the responses given by a 

young and highly educated group might reveal the future 

trend for the general population. The information from 

various studies using the items included in the "You & 

Death" questionnaire could be accumulated, and the responses 

of people could be compared. This would contribute to a 

broader range of information concerning personal attitudes 

toward death. 

The results of this survey combined with current re

search findings could be utilized in developing the death 

education curriculum needed for child development majors. 

Investigations into existing death education programs and/ 

or curriculums need to be conducted to discover what is 

currently available and to compare this information with 

the requirements of an adequate course of study. The cur

riculum does not require the structure or design suggested 

by some individuals, such as "trips .. to funeral homes or 

cemeteries. The personal attitudes concerning death of 

individuals who have daily contact with young children, 
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such as Child Development Associates and day-care workers, 

should be ascertained to aid in the development of death 

education programs for these individuals and their circum

stances. 

Emphasis upon the entire lifespan from infancy until 

old age dealing with each of its phases would enable indi

viduals to gain a more accurate perspective and acceptance 

of human existence. It is believed by this investigator 

that an understanding of death and dying as an essential 

segment in life's experiences can provide one with a 

greater sense of pleasure and purpose in everyday living. 

By looking at the entire span of a lifetime, one might 

endeavor to live each portion to its fullest potential; 

guilt, regrets, and unfinished business could be minimized. 

This approach could enrich one's ability to deal effectively 

with children in establishing death concepts which would 

promote emotional well-being and growth in understanding 

life. 



APPENDIX A 

RESPONSES OF CHILD DEVELOPMENT SAMPLE ON 

THE "YOU & DEATH" QUESTIONNAIRE 
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YOU & DEATH 

Please check ONE answer for each question. 

f % 

102 
13 

5 
29 
22 

1 
5 

43 

1 
10 
82 

108 
19 

103 
32 
17 

1 
67 

89 
47 
29 
14 

8 
10 

3 
20 

46.6 
5.9 
2.3 

13.2 
10.0 

0.5 
2.3 

19.5 

0.5 
4.5 

37.3 
49.1 
8.6 

46.8 
14.5 

7.7 

0.5 
30.5 

40.5 
21.4 
13.2 

6.4 

3.6 
4.5 
1.4 
9.1 

1. Who died in your first personal involve-
ment with death? 

A. Grandparent or great-grandparent. 
B. Parent. 
C. Brother or sister. 
D. Other family member. 
E. Friend or acquaintance. 
F. Stranger. 
G. Public figure. 
H. Animal. 

2. To the best of your memory, at what age 
were you first aware of death? 

A. No response. 
B. Under three. 
C. Three to five. 
D. Five to 10. 
E. Ten or older. 

3. When you were a child, how was death 
talked about in your family? 

A. Openly. 
B. With some sense of discomfort. 
C. Only when necessary and then with an 

attempt to exclude the children. 
D. As though it were a taboo subject. 
E. Never recall any discussion. 

4. Which of the following best describes 
your childhood conceptions of death? 

A. Heaven-and-hell concept. 
B. After-life. 
c. Death as sleep. 
D. Cessation of all physical and mental 

activity. 
E. Mysterious and unknowable. 
F. Something other than the above. 
G. No conception. 
H. Can't remember. 



f % 

1 
71 

3 
104 

19 
6 
4 
3 
4 
5 

162 
1 
3 
0 
1 
1 

43 
9 

0.5 
32.3 
1.4 

47.3 
8.6 
2.7 
1.8 
1.4 
1.8 
2.3 

73.6 
0.5 
1.4 
0.0 
0.5 
0.5 

19.5 
4.1 
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5. Which of the following most influenced 
your present attitudes toward death? 

A. No response. 
B. Death of someone close. 
C. Specific reading. 
D. Religious upbringing. 
E. Introspection and meditation. 
F. Ritual (e.g., funerals). 
G. TV, radio or motion pictures. 
H. Longevity of my family. 
I. My health or physical condition. 
J. Other (specify): 

1. personal religious beliefs; different 
denomination than my parents 

2. nursing school 
3. satisfaction with my life; satisfac

tion with my children 
4. both A and C 
5. all of these plus experiences with 

death 
(One respondent commented, "I was not 
allowed to go to funerals until I was 
a junior in high school.") 

6. Which of the following books or authors 
have had the most effect on your attitude 
toward death? 

A. 
B. 
c. 
D. 
E. 
F. 
G. 
H. 

The Bible. 
Camus. 
Hesse. 
Agee. 
Shakespeare. 
Mann. 
No books or authors. 
Other (specify) : 

1. religious classes in parochial school 
2. a priest 
3. poetry 
4. movies 
5. author of Jonathan Livingston Seagull 
6. Gibran 
7. Dr. Zhi vago 
8. Edgar Cayce 
9. parents and friends 



f % 

110 
66 
25 

14 
5 

141 
39 
25 
11 

4 

173 

42 

5 

3 
14 
45 
83 
75 

50.0 
30.0 
11.4 

64.1 
17.7 
11.4 

5.0 
1.8 

78.6 

19.1 

2.3 

1.4 
6.4 

20.5 
37.7 
34.1 
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7. How much of a role has religion played 
in the development of your attitude to
ward death? 

A. A very significant role. 
B. A rather significant role. 
C. Somewhat influential, but not a major 

role. 
D. A relatively minor role. 
E. No role at all. 

8. To what extent do you believe in a life 
after death? 

A. Strongly believe in it. 
B. Tend to believe in it. 
c. Uncertain. 
D. Tend to doubt it. 
E. Convinced it does not exist. 

9. Regardless of your belief about life 
after death, what is your wish about it? 

A. I strongly wish there were a life 
after death. 

B. I am indifferent as to whether there is 
a life after death. 

c. I definitely prefer that there not be 
a life after death. 

(Comment: One respondent changed the 
word 11 Wish 11 to "know .. on part A.) 

10. To what extent do you believe in re-
incarnation? 

A. Strongly believe in it. 
B. Tend to believe in it. 
c. Uncertain. 
D. Tend to doubt it. 
E. Convinced it cannot occur. 



f % 

2 
22 

141 
42 
13 

1 
3 
0 

32 
184 

6 
3 

15 
25 

171 

4 

72 

28 

4 

4 
108 

0.9 
10.0 
64.1 
19.1 
5.9 

0.5 
1.4 
0.0 

14.5 
83.6 

2.7 
1.4 
6.8 

11.4 
77.7 

1.8 

32.7 

12.7 

1.8 

1.8 
49.1 
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11. How often do you think about your own 
de~th? 

A. Very frequently (at least once a day) . 
B. Frequently. 
c. Occasionally. 
D. Rarely (no more than once a year) . 
E. Very rarely or never. 

12. If you could choose, when would you 
die? 

A. No response. 
B. In youth. 
C. In the middle prime of life. 
D. Just after the prime of life. 
E. In old age. 

13. When do you believe that, in fact, you 
will die? 

A. No response. 
B. In youth. 
c. In the middle prime of life. 
D. Just after the prime of life·. 
E. In old age. 

14. Has there been a time in your life when 
you wanted to die? 

A. Yes, mainly because of great physical 
pain. 

B. Yes, mainly because of great emotional 
upset. 

c. Yes, mainly to escape an intolerable 
social or interpersonal situation. 

D. Yes, mainly because of great embarrass
ment. 

E. Yes, for a reason other than above. 
F. No. 



f % 

13 
95 

14 

24 
56 

9 
9 

1 
38 

3 

34 

12 

59 

19 

40 

5.9 
43.2 

6.4 

10.9 
25.5 

4.1 
4.1 

0.5 
17.3 
1.4 

15.5 

5.5 

26.8 

8.6 

18.2 

15. What does death mean to you? 

A. The end; the final process of life. 
B. The beginning of a life after death; 

a transition, a new beginning. 
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c. A joining of the spirit with a univer
sal cosmic consciousness. 

D. A kind of endless sleep; rest and peace. 
E. Termination of this life but with sur

vival of the spirit. 
F. Don't know. 
G. Other (specify): 

1. combination of B and E 
2. B and E 
3. B and E 
4. the time I go to meet my Lord and 

enjoy eternal life 
5. begin new life in heaven 
6. becoming a part of the perfect body 

of Christ 
7. a life after death in heaven 
8. return to simple elements 
9. happy, not easy, beginning of very 

many other things 
(One respondent added the following com

ment to part A: Heaven, concept of soul 
in heaven, not life.) 

16. What aspect of your own death is the most 
distasteful to you? 

A. No response 
B. I could no longer have any experiences. 
c. I am afraid of what might happen to my 

body after death. 
D. I am uncertain as to what might happen 

to me if there is a life after death. 
E. I could no longer provide for my de

pendents. 
F. It would cause grief to my relatives 

and friends. 
G. All my plans and projects would come to 

an end. 
H. The process of dying might be painful. 



f % 

14 

1 
16 
38 
65 
63 

8 
13 
14 

1 
1 

6.4 

0.5 
7.3 

17.3 
29.5 
28.6 
3.6 
5.9 
6.4 
0.5 
0.5 
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16. Continued 

I. Other (specify): 

Not distast·eful 

1. It is not distasteful, simply the 
end of life. 

2. nothing distasteful 
3. It is not distasteful. 
4. No aspect of death is distasteful to 

me. 
5. have no distasteful aspects 

Not be with loved ones 

1. I could no longer be with the one 
I love. 

2. I would miss.some of those I love. 
3. I could no longer be with my loved 

ones. 
4. leaving those I love although I would 

be going to a better place 
s.· I would no longer be able to share 

with those I love. 

Other 

1. no thought 
2. I have none. 
3. maybe never having the experience of 

having a child 
4. One respondent just checked and made 

no comment. 

17. How do you feel today? 

A. No response. 
B. On top of the world. 
c. vlonderful 
D. Cheerful. 
E. On the whole, all right. 
F. About like the average person. 
G. Just fair. 
H. Kind of low. 
I. Down and out. 
J. Wish I were dead. 



f % 

76 
111 

30 
2 
1 

62 
109 

45 
4 
0 

2 
0 

0 
5 

13 
200 

2 
41 
34 
46 
24 
23 
23 
11 
16 

34. 5 
50.5 
13.6 
0.9 
0.5 

28.2 
49.5 
20.5 
1.8 
0.0 

0.9 
0.0 

0.0 
2.3 
5.9 

90.9 

0.9 
18.6 
15.5 
20.9 
10.9 
10.5 
10.5 

5.0 
7.3 
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18. How do you rate your present physical 
health? 

A. Excellent. 
B. Very good. 
c. Moderately good. 
D. Moderately poor. 
E. Extremely bad. 

19. How do you rate your present mental 
health? 

A. Excellent. 
B. Very good. 
c. Moderately good. 
D. Moderately poor. 
E. Extremely bad. 

20. Based on your present feelings, what is 
the probability of your taking your own 
life in the near future? 

A. No response. 
B. Extremely high (I feel very much like 

killing myself). 
c. Moderately high. 
D. Between high and lowo 
E. Moderately low. 
F. Extremely low (very improbable that I 

would kill myself). 

21. In your opinion, at what age are people 
most afraid of death? 

A. No response. 
B. Up to 12 years. 
c. Thirteen to 19 years. 
D. Twenty to 29 years. 
E. Thirty to 39 years. 
F. Forty to 49 years. 
G. Fifty to 59 years. 
H. Sixty to 69 years. 
I. Seventy years and over. 



f % 

1 
1 

44 

159 

15 

0.5 
0.5 

20.0 

72.3 

6.8 
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22. What is your belief about the causes of 
most deaths? 

A. No response. 
B. Most deaths result directly from the 

conscious efforts by the persons who 
die. 

C. Most deaths have strong components of 
conscious or unconscious participation 
by the persons who die (in their habits 
and use, misuse, nonuse or abuse of 
drugs, alcohol, medicine, etc.). 

D. Most deaths just happen; they are caused 
by events over which individuals have no 
control. 

E. Other (specify): 

1. God calls· 
2. God has a purpose for someone's death. 
3. God is ready for that person's life 

to end. 
4. the will of God 
5. caused by God! 
6. God takes you when He is ready and 

you're ready. 
7. Most deaths just happen; they are 

caused by events over which indivi
duals have little control. 

8. both B and C 
9 . both B and C 

10. in addition to B - not just substances 
taken into the body but the ideas 
kept in the mind 

11. Most deaths just happen; individuals 
do have some control. 

12. Death comes when it is time for that 
person to die. I feel that some people 
do make a conscious effort to die. 
The individual sometimes has control 
over events which cause his death, 
but many times does not. 

13. malnutrition in countries, accidents, 
drugs 

14. failing of body processes 
15. One respondent just checked and made 

no comment. 



f % 

62 
98 
54 

6 

1 
41 

0 
25 

8 
33 
92 
20 

28.2 
44.5 
24.5 
2.7 

0.5 
18.6 

0.0 
11.4 
3.6 

15.0 
41.8 
9.1 

23. To what extent do you believe that 
psychological factors can influence 
(or even cause) death? 

A. I firmly believe that they can. 
B. I tend to believe that they can. 
C. I am undecided or don•t know. 
D. I doubt that they can. 
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24. When you think of your own death (or when 
circumstances make you realize.your own 
mortality), how do you feel? 

A. No response. 
Fearful. 
Discouraged. 
Depressed. 
Purposeless. 

B. 
c. 
D. 
E. 
F. 
G. 
H. 

Resolved, in relation to life. 
Pleasure, in being alive. 
Other (specify) : 

1. I•m ready to accept it, knowing I'll 
be with Someone who Loves me. 

2. confident in the hope of heaven I 
have to look forward to 

3. I can hardly wait to see Jesus, but 
I love life. 

4. happy that there is a loving God 
5. I realize the sinfulness of man in 

relation to perfect God. 
6. Not really anything, it•s just a fact 

of life. 
7. I feel like my time is "marked" and 

it•s only a matter of time. 
8. no concept, no feeling 
9. neutral 

10. questionably uncertain 
11. thinking about the future 
12. If it happens, it happens for one 

reason or another. 
13. Everyone has to die (accepting). 
14. I would hate to leave my husband. 
15. awareness of how precious life is and 

the importance of doing something with 
it 

16. O.K. So What? 



f % 

1 
0 
1 

102 
5 

77 
34 

1 
2 

21 
110 

86 

1 
55 
53 
80 
27 

4 

3 
168 

0.5 
0.0 
0.5 

46.4 
2.3 

35.0 
15.5 

0.5 
0.9 
9.5 

50.0 
39.1 

0.5 
25.0 
24.1 
36.4 
12.3 
1.8 

1.4 
76.4 
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2 4. Continued 

17. I am reminded that I have a limited 
amount of time to contribute to the 
lives of those around me and reminded 
of my purpose in life. It motivates 
me to try harder. 

18. apprehensive, not really scared 
19. perplexed 
20. satisfied with the universal processes 

25. What is your present orientation to your-
own death? 

A. No response. 
B. Death-seeker. 
c. Death-hastener. 
D. Death-accepter. 
E. Death-welcomer. 
F. Death-postponer. 
G. Death-fearer. 

26. How often have you been in a situation in 
which you seriously thought you might die? 

A. No response. 
B. Many times. 
c. Several times. 
D. Once or twice. 
E. Never. 

27. To what extent are you interested in hav
ing your image survive after your own 
death through your children, books, good 
works, etc.? 

A. No response. 
B. Very interested. 
c. Moderately interested. 
D. Somewhat interested. 
E. Not very interested. 
F. Totally uninterested. 

28. For whom or what might you be willing to 
sacrifice your life? 

A. No response. 
B. For a loved one. 



f % 

8 3.6 
24 10.9 

17 7.7 

1 0.5 
1 0.5 

76 34.5 
83 37.7 

3 1.4 
4 1.8 
0 0.0 
0 0.0 

36 16.4 
16 7.3 

28. 

c. 
D. 

E. 

29. 

A. 
B. 
c. 
D. 
E. 
F. 
G. 
H. 
I. 
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Continued 

For an idea or a moral principle. 
In combat or a grave emergency where a 
life could be saved. 
Not for any reason. 

If you had a choice, what kind of death 
would you prefer? 

No response. 
Tragic, violent death. 
Sudden but not violent death. 
Quiet, dignified death. 
Death in line of duty. 
Death after a great achievement. 
Suicide. 
Homicidal victim. 

J. 
There is no "appropriate" kind of death. 
Other (specify): 

1. It wouldn't matter; whatever God's 
plan was. 

2. planned by God 
3. I'll let God take care of that. There 

are too many other things to occupy 
my mind. I won't have any choice anyway. 

4. not for us to decide 
5. quiet, painless death 
6. go to sleep when old; feel no pain 
7. natural 
8. quiet, short 
9. no preference 

10. death in old age while asleep 
11. quick but not tragic or violent 
12. don't care 
13. quick, painless death 
14. quietly, suddenly, and peacefully 
15. quickly and quietly 
16. go to sleep peacefully and never awake 
(One respondent added the following to 
part D: life for Christ.) 

30. Have your attitudes toward death ever been 
affected by narcotic or hallucinogenic 
drugs? 



f 

3 
26 

191 

25 
195 

132 
12 
76 

23 

9 

71 

36 

59 

11 
1 

10 

1 
67 

107 
33 
12 

% 

1.4 
11.8 

86.8 

11.4 
88.6 

60.0 
5.5 

34.5 

10.5 

4.1 

32. 3 

16.4 

26.8 

5.0 
0.5 
4.5 

0.5 
30.5 
48.6 
15.0 
5.5 

30. 

A. 

Continued 

Yes. 
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B. I have taken drugs but my attitudes toward 
death have never been affected by them. 

c. 
31. 

I have never taken drugs. 

If it were possible would you want to know 
the exact date on which you are going to 
die? 

A. Yes. 
B. No. 

32. If your physician knew that you had a 
terminal disease and a limited time to 
live, would you want him to tell you? 

A. Yes. 
B. No. 
Co .It would depend on the circumstances. 

33. If you were told that you had a terminal 
disease and a limited time to live, how 
would you want to spend your time until 
you died? 

A. I would make a marked change in my life
style; satisfy hedonistic needs (travel, 
sex, drugs, other experiences). 

B. I would become more withdrawn; reading, 
contemplating or praying. 

c. I would shift from my own needs to a con
cern for others (family, friends). 

D. I would attempt to complete projects; 
tie up loose ends. 

E. I would make little or no change in my 
life-style. 

F. I would try to do one very important thing. 
G. I might consider committing suicide. 
H. I would do none of these. 

34. How do you feel about having an autopsy 
done on your body? 

A. No response. 
B. Approve. 
c. Don't care one way of the other. 
D. Disapprove. 
E. Strongly disapprove. 



f % 

2 
3 
9 

41 
46 
70 
49 

9 
10 
25 
17 
18 

9 
0 

25 
45 

62 

0.9 
1.4 
4.1 

18.6 
20.9 
31.8 
22.3 

4.1 
4.5 

11.4 
7.7 
8.2 
4.1 
0.0 

11.4 
20.5 

28.2 

35. To what extent has the possibility of 
massive human destruction by nuclear 
war influenced your present attitudes 
toward death or life? 

A. No response. 
B. Enormously. 
c. To a fairly large extent. 
D. Moderately. 
E. Some'\vha t. 
F. Very little. 
G. Not at all. 

36. Which of the following has influenced 
your present attitudes toward your own 
death the most? 

A. No response. 
B. Pollution of the environment. 
c. Domestic violence. 
D. Television. 
E. Wars. 
F. The possibility of nuclear war. 
G. Poverty. 
H. Existential philosophy. 
I. Changes in health conditions and 

mortality statistics. 
J. Other (specify): 

Religious Aspects 

1. being a Christian 
2. faith in God 
3. religion 
4. the Bible 
5. Bible 
6. church and Bible 
7. my belief in Jesus Christ and His 

ressurection 
8. religion, Jesus Christ dying for 

mankind 
9. religion and Bible 

10. change in religion 
11. religion 
12. my belief in Christ and the Bible 
13. religion 
14. church 
15. religious beliefs 
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36. Continued 

16. religious beliefs 
17. Bible 
18. religious beliefs 
19. religion 
20. religion 
21. my religious beliefs 
22. religious beliefs 
23. Christianity 
24. Christ 
25. reading the Bible 
26. "The Word of God" 

Death of Others 

1. death of friends and relatives 
2. deaths of friends 
3. death of brother and mother 
4. death of loved one 
5. deaths in husband•s family 
6. death of family members 
7. death of a close friend 
8. experience with persons dying in my 

family 
9. the deaths of close friends and family 

members 
10. death of a brother 

Other 

1. seeing others lose loved ones through 
death 

2. parental attitudes 
3. parental training 
4. my own philosophy of life 
5. personal philosophy 
6. personal philosophy 
7. personal involvement 
8. my own thinking 
9. occupational hazzards 

10. recent marriage 
11. working in hospital setting 
12. divorced with a son to raise, so 

can•t die till he is grown 
13. fear of my husband•s death 
14. resignation 



f % 

3 
15 
57 

145 

1 
2 

1 

12 

204 

1 
13 
27 
85 
82 

1.4 
6.8 

25.9 
65.9 

0.5 
0.9 

0.5 

5.5 

92.7 

0.5 
5.9 

12.3 
38.6 
37.3 
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36. Continued 

15. I have always known death is a part 
of life. 

16. husband•s attitude 
17. car accident 
18. automobile accidents 
19. car accidents 
20. cars and heart attacks 
21. technical advancements and automobiles 
22. don • t know 
23. none 
24. none, really 
25. can•t think of any 
26. One respondent just checked and made 

no comment. 

37. How often have you seriously contemplated 
committing suicide? 

A. Very often. 
B. Only once in a while. 
c. Very rarely. 
D. Never. 
(One respondent added the following comment 
to part C: Once before I decided that God 
only had that power.) 

38. Have you ever actually attempted suicide? 

A. No response 
B. Yes, with an actual very high prob

ability of death. 
c. Yes, with an actual moderate prob

ability of death. 
D. Yes, with an actual low probability of 

death. 
E. No. 

3 9. Whom have you kno'\m who has cornrni tted 
suicide? 

A. Member of immediate family. 
B. Other family member. 
c. Close friend. 
D. Acquaintance. 
E. No one. 



f % 

12 

0 
2 

14 

70 

134 

1 
·4 

14 
34 

8 
84 
34 

3 
19 
19 

5.5 

0.0 
0.9 

6.4 

31.8 

60.9 

0.5 
1.8 
6.4 

15.5 
3.6 

38.2 
15.5 
1.4 
8.6 
8.6 
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39. Continued 

F. Other (specify): 

1. girlfriends - teenage Japanese boy-
friends 

2. girl on campus 
3. fifth-grade teacher 
4. friend's father (I did not know him.) 
5 .. neighbor 
6. friend's father (didn't know him) 
7. friend's father 
8. one friend tried to but failed 
9. neighbor (didn't know well) 

10. guy who lived in a dormitory of 
friend 

11. a person in another family which I 
heard about only in the news 

12. friend's parents 

40. How do you estimate your lifetime prob
ability of committing suicide? 

A. I plan to do it some day. 
B. I hope that I do not, but I am afraid 

that I might. 
C. In certain circumstances, I might very 

well do it. 
D. I doubt that I would do it in any 

circumstances. 
E. I am sure that I would never do it. 

41. Suppose that you were to commit suicide, 
what reason would most motivate you to 
do it? 

A. No response. 
B. To get even or hurt someone. 
c. Fear of insanity. 
D. Physical illness or pain. 
E. Failure or disgrace. 
F. Loneliness or abandonment. 
G. Death or loss of loved one. 
H. Family strife. 
I. Atomic war. 
J. Other (specify): 



f % 

1 
163 

10 
2 
0 
0 
1 

25 
18 

0.5 
74.1 
4.5 
0.9 
0.0 
0.0 
0.5 

11.4 
8.2 

41. Continued 

1. great emotional upset 
2. emotional breakdown 
3. emotional upset 
4. escape from emotional problem 
5. life is not worth living for 
6. terminal illness (advanced) 
7. a slow death from disease that was 

ruining my loved ones financially 
8. mental illness 
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9. I would kill myself before I would 
allow someone to torture me if I 
thought I would break under pressure 
(prison camp during war). 

10. lack of self-confidence 
11. It 1 s not my right to take my life. 
12. I would never commit suicide. 
13. something unforeseen at this time 
14. I can 1 t answer this one. 
15. none of these 
16. nothing 
17. nothing 
18. don 1 t know 
19 . don 1 t know 
(One respondent added the following com
ment to part E: to see God.) 

42. Suppose you were to commit suicide, what 
method would you be most likely to use? 

A. No response. 
B. Barbiturates or pills. 
c. Gunshot. 
D. Hanging. 
E. Drowning. 
F. Jumping. 
G. Cutting or stabbing. 
H. Carbon monoxide. 
I. Other (specify): 

1. car wreck 
2. hyperdermic needle placing air in vein 
3. running into a brick wall at 90 mph 
4. none of these 
5. none of these 
6. none 



f % 

5 
129 

86 

2 
137 

31 
43 

7 

4 
28 

129 

49 

2.3 
58.6 
39.1 

0.9 
62.3 
14.1 
19.5 
3.2 

1.8 
12.7 

58.6 

22.3 
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42. Continued 

7. nothing 
8. I don' t know. 
9. don't know 

10. I don't know. I've never thought 
about it. 

11. I have no thoughts on this. 
12. can't even imagine this 
13. unknown 
14. have no idea 
15. never really thought that much about 

nor do I care to 
16. I wouldn't. 
17. I would never commit suicide. 
18. I wouldn't. I never had it in mind 

to. 

43. Suppose you were ever to commit suicide, 
would you leave a suicide note? 

A. No response. 
B. Yes. 
c. No. 

44. To what extent do you believe that suicide 
should be prevented? 

A. No response. 
B. In every case. 
c. In all but a few cases. 
D. In some cases, yes; in others, no. 
E. In no case; if a person wants to commit 

suicide society has no right to stop 
him. 

45. What efforts do you believe ought to be 
made to keep a seriously ill person alive? 

A. No response. 
B. All possible effort: transplantations, 

kidney dialysis, etc. 
c. Efforts that are reasonable for that 

person's age, physical condition, 
mental condition, and pain. 

D. After reasonable care has been given, a 
person ought to be permitted to die a 
natural death. 



f % 

10 

2 
31 

49 

138 

4 
8 

18 
4 
5 

29 

22 
106 

24 

4.5 

0.9 
14.1 

22.3 

62.7 

1.8 
3.6 
8.2 
1.8 
2.3 

13.2 

10.0 
48.2 
10.9 
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45. Continued 

E. A senile person should not be kept alive 
by elaborate artificial means. 

(One respondent added the following com
ment to part c: if He so chooses.) 

46. If or when you are married would you pre
fer to outlive your spouse? 

A. No response. 
B. Yes; I would prefer to die second and 

outlive my spouse. 
c. No; I would rather die first and have 

my spouse outlive me. 
D. Undecided or don't know. 

4 7. What is your primary reason for the 
answer which you gave for the question 
above? 

A. 
B. 
c. 
D. 
E. 
F. 

G. 
H. 
I. 

No response. 
To spare my spouse loneliness. 
To avoid loneliness for myself. 
To spare my spouse grief. 
To avoid grief for myself. 
Because the surviving spouse could cope 
better with grief or loneliness. 
To live as long as possible. 
None of the above. 
Other (specify): 

1. because I'd like to die the same time 
my spouse does 

2. children 
3. if considered and undecided, A - D 
4. haven't thought much about it 
5. haven't really thought about it 
6. haven't thought about it 
7. to avoid leaving my spouse with the 

rearing of my children 
8. wouldn't matter, circumstances 
9. c and D - avoid loneliness for self 

and grief for spouse 
10. Either one of us could cope with it. 
11. I believe either of us can cope with 

whatever happens in the way of the 
death of the other. 



1 
36 

109 
31 
29 
14 

117 
36 

f % 

0.5 
16.4 
49.5 
14.1 
13.2 
6.4 

53.2 
16.4 

4 7. Continued 

12. Ideally, we would go together. 
13. don•t know what I 1 d think in this 

situation 
14. Neither way is very pleasant. I 

don•t wish to be lonely or leave a 
husband alone, but death can•t be 
helped. 
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15. It isn•t important who dies first -
it•s donation not duration. that 
counts. 

16. I don•t know which would be more pain
ful for me. 

17. combination of A and B 
18. I don't want either of us to have 

grief or loneliness. 
19. It would depend on circumstances. 
20. A through D 
21. I am undecided. 
22. There are advantages and disadvantages 

to each. 
23. I might be afraid of loneliness, but 

I could live with it. So I would 
accept it. 

24. The Lord takes both of us in His own 
time for purposes here on earth will 
be through. 

48. How important do you believe mourning 
and grief rituals (such as wakes and 
funerals) are for the survivors? 

A. No response. 
B. Extremely important. 
c. Somewhat important. 
D. Undecided or don•t know. 
E. Not very important. 
F. Not important at all. 

49. If it were entirely up to you, how would 
you like to have your body disposed of 
after you have died? 

A. Burial. 
B. Cremation. 



f % 

38 
29 

5 
157 

21 
8 

29 

4 
92 

102 
22 

17 
67 
58 
78 

1 
187 

20 

12 

1 
108 

70 
28 
11 

2 

17.3 
13.2 

2.3 
71.4 
9.5 
3.6 

13.2 

1.8 
41.8 
46.4 
10.0 

7.7 
30.5 
26.4 
35.5 

0.5 
85.0 
9.1 

5.5 

0.5 
49.1 
31.8 
12.7 
5.0 
0.9 
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4 9. Continued 

C. Donation to medical school or science. 
D. I am indifferent. 

50. Would you be willing to donate your heart 
for transplantation (after you die)? 

A. No response. 
B. Yes, to anyone. 
c. Yes, but only to a relative or a friend. 
D. I have a strong feeling against it. 
E. No. 

51. What kind of a funeral would you prefer? 

A. Formal, as large as possible. 
B. Small, relatives and close friends only. 
c. Whatever my survivors want. 
D. None. 

52. How do you feel about "lying in state" 
in an open casket at your funeral? 

A. Approve. 
B. Don•t care one way or the other. 
c. Disapprove. 
D. Strongly disapprove. 

53. What is your opinion about the costs of 
funerals in the U.S. today? 

A. No response. 
B. Very much overpriced. 
c. No one has to pay for what he doesn•t 

want. 
D. In terms of costs and services rendered, 

prices are not unreasonable. 

54. In your opinion, what would be a reason-
able price for a funeral? 

A. No response. 
B. Under $300. 
c. From $300 to $600. 
D. From $600 to $900. 
E. From $900 to $1,500. 
F. More than $1,500. 



f % 

24 
181 

11 
4 
0 

1 
111 

98 

8 
2 
0 

3 
55 
39 
18 
25 
13 
11 
24 
18 
14 

10.9 
82.3 

5.0 
1.8 
0.0 

0.5 
50.5 
44.5 

3.6 
0.9 
0.0 

1.4 
25.0 
17.7 
8.2 

11.4 
5.9 
5.0 

10. 9 
8.2 
6.4 

55. What are your thoughts about leaving a 
will? 

A. I have already made one. 
B. I have not made a will, but intend to 

do so some day. 
C. I am uncertain or undecided. 
D. I probably will not make one. 
E. I definitely won't leave a will. 

56. To what extent do you believe in life 
insurance to benefit your survivors? 

A. No response. 

222 

B. Strongly believe in it; have insurance. 
c. Tend to believe in it; have or plan to 

get insurance. 
D. Undecided. 
E. Tend not to believe in it. 
F. Definitely do not believe in it; do not 

have and do not plan to get insurance. 

57. Assuming that there has been an increase 
in the amount of concern with death in 
the u.s. in the last 25 or 50 years, to 
what principally do you attribute this 
change? 

A. No response. 
B. Wars. 
c. Domestic violence. 
D. Pollution of the environment. 
E. Atomic and nuclear bombs. 
F. Existential philosophy. 
G. The drug culture. 
H. Television. 
I. No change. 
J. Other (specify): 

1. don't know 
2. I really don't know. 
3. don't know 
4. fear of the unknown - after death 
5. People are fearful of what will hap

pen to them. 
6. inner attitude of the person 
7. over-population 



223 

f % 

1 
219 

39 
145 

16 
7 
6 
4 
3 
0 
0 

71 
59 
48 
13 

8 
6 

15 

205 
10 

1 
4 

57. Continued 

8. extended life span 
9. increased medical knowledge 

10. technology 
11. mass media 
12. violent changes in society 
13. More mobile society creates loneli

ness and distance between families. 
14. The end of the world is near. 

In order to evaluate this survey it is important 
to know a few things about the background of 
each person who responds. Please help by answering 
these questions. 

0.5 
99.5 

17.7 
65.9 
7.3 
3.2 
2.7 
1.8 
1.4 
0.0 
0.0 

32.3 
26.8 
21.8 
5.9 
3.6 
2.7 
6.8 

93.2 
4.5 
0.5 
1.8 

58. What is your sex? 

A. Male. 
B. Female. 

59. What is your age? 

A. Under 20. 
B. From 20 to 24. 
c. From 25 to 29. 
D. From 30 to 34. 
E. From 35 to 39. 
F. From 40 to 49. 
G. From 50 to 59. 
H. From 60 to 64. 
I. Sixty-five or over. 

60. How many brothers and sister do you have? 

A. One. 
B. Two. 
c. Three. 
D. Four. 
E. Five. 
F. Six or more. 
G. None; I was an only child. 

61. To what racial group do you belong? 

A. Caucasian. 
B. Negro. 
c. Oriental. 
D. Other. 

,'1 
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148 
59 

3 
1 
6 
1 
2 
0 

179 
23 

3 
15 

65 
127 

23 
4 
1 

2 
64 
86 
60 

8 

12 
65 

102 
37 

4 

23 
56 
46 

67.3 
26.8 
1.4 
0.5 
2.7 
0.5 
0.9 
0.0 

81.4 
10.5 
1.4 
6.8 

29.5 
57.7 
10.5 
1.8 
0.5 

0.9 
29.1 
39.1 
27.3 
3.6 

5.5 
29.5 
46.4 
16.8 
1.8 

10.5 
25.5 
20.9 
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62. What is your marital status? 

A. Single. 
B. Married once. 
C. Remarried. 
D. Separated. 
E. Divorced. 
F. Living with someone. 
G. Widow. 
H. Widower. 

63. What is your religious background? 

A. Protestant. 
B. Roman Catholic. 
C. Jewish. 
D. Other. 

64. How religious do you consider yourself to 
be? 

A. Very religious. 
B. Somewhat religious. 
c. Slightly religious. 
D. Not at all religious. 
E. Antireligious. 

65. What is your political preference? 

A. No response. 
B. Republican. 
C. Independent. 
D. Democratic. 
E. Other. 

66. Would you describe your political views? 

A. Very liberal. 
B. Somewhat liberal. 
c. Moderate. 
D. Somewhat conservative. 
E. Very conservative. 

67. What is your level of education? 

A. Freshman. 
B. Sophomore. 
c. Junior. 
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54 
29 
12 

6 
13 
41 
56 
66 
29 

9 

1 
16 
79 
27 
94 

1 
2 
0 

4 
29 
51 
24 
55 
25 
32 

24.5 
13.2 
5.5 

2.7 
5.9 

18.6 
25.5 
30.0 
13.2 
4.1 

0.5 
7.3 

35.9 
12.3 
42.7 
0.5 
0.9 
0.0 

1.8 
13.2 
23.2 
10.9 
25.0 
11.4 
14.5 
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67. Continued 

D. Senior. 
E. Master's level. 
F. Doctoral level. 

68. What is the approximate annual income of 
your family? 

A. No response. 
B. Less than $5,000. 
C. From $5,000 to $10,000. 
D. From $10,000 to $15,000. 
E. From $15,000 to $25,000. 
F. From $25,000 to $50,000. 
G. More than $50,000. 

69. What area of the country would you call 
your home? 

A. No response. 
B. West. 
c. Southwest and mountain states. 
D. Midwest. 
E. South. 
F. New England. 
G. Middle Atlantic. 
H. Other than u.s. 

70. What is the population of the city or 
community you live in? 

A. No response. 
B. Under 10,000. 
c. From 10,000 to 50,000. 
D. From 50,000 to 100,000. 
E. From 100,000 to 500,000. 
F. From 500,000 to 1,000,000. 
G. Over 1,000,000. 

71. What are your present living arrangements? 

78 35.5 A. With my family. 
124 56.4 B. In a dormitory, shared dwelling or apart-

ment with others. 
18 8. 2 c. Living alone (in room, apartment, or house) . 



f % 

3 1.4 
7 3.2 

48 21.8 
40 18.2 

88 40.0 
34 15.5 

72. What effect has this questionnaire had 
on you? 

A. No response. 
B. It has made me somewhat anxious or 

upset. 

226 

C. It has made me think about my own death. 
D. It has reminded me how fragile and 

precious life is. 
E. No effect at all. 
F. Other effects (specify): 

1. I still fear the process of dying, 
but know I have eternal life through 
Jesus Christ. 

2. It has made me appreciate the fact 
that I have accepted Jesus Christ so 
I know I can look forward to a 
wonderful life after death and I have 
nothing to fear in death. 

3. made me think about how proud I am of 
my religion, family, and friends 
that have made me what I am 

4. clarified my concept of death 
5. It has made me think about what death 

really is. 
6. I thought it was very different, and 

it also made me think about death a 
little bit. 

7. made me think about death in general 
8. It has made me wonder how other people 

view death. 
9. made me think of a bad experience 

10. It has just made me think~ 
11. It has made me examine my views on 

death, not necessarily my own. 
12. contemplate life and my philosophies 

concerning death 
13. made me think of my ideas on death 
14. It has made me think of death but not 

entirely my own. 
15. made me think, but not necessarily 

about my own death 
16. made me think of pssibility of husband's 

death 
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17. It has made me more aware of death -
my uncle died today and it has really 
made me think about what death really 
means. 

18. interested in others• ideas on death 
and what influenced them 

19. It has made me curious as to what con
clusions will be made from these 
questionnaires. 

20. It brought about thoughts of my family, 
friends, fiancee, etc. 

21. stirred interest in me about death 
22. My grandfather died three weeks ago. 

I•ve thought about death lately, but 
not as something to fear or dread. 

23. I felt some of the questions were dif
ficult to answer. 

24. some questions difficult to answer 
because choices didn•t really cover 
exact feelings 

25. Some of the questions on suicide were 
insignificant to me because there is 
no doubt in my mind about my feelings 
and it makes it hard to try to think 
what you would do. 

26. can•t explain 
27. How hard it is to give a true answer 

on this. 
28. too personal; offended 
29. depressing 
30. It was depressing. 
31. It was depressing. 
32. I didn•t like this questionnaire 

because of some of the questions. 
33. I did not like it in any fashion or 

form. 
34. I think it is a morbid subject to 

work and study with. 
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Responses of Child Development Sample and Psychology 

Today Sample on the "You & Death" Questionnaire 

with Chi-Square Results 

CD* 
{n = 220) 

f 2-
0 

PT** 
(n = 500) 

f % 

229 

Question 1: Who died in your first personal involvement 
\vi th death? 

A. Grandparent or great
grandparent 

B. Parent 

c. Brother or sister 

D. Other family member 

E. Friend or acquaintance 

F. Stranger 

G. Public figure 

H. Animal 

x2 = 4.783 

102 

13 

5 

29 

22 

1 

5 

43 

df = 7 

46.4 215 43 

5.9 40 8 

2.3 15 3 

13.2 60 12 

10.0 55 11 

0.5 10 2 

2.3 15 3 

19.5 90 18 

ns 

Question 2: To the best of your memory, at what age were 
you first aware of death? 

A. Under three 10 4.5 20 4 

B. Three to five 82 37.3 165 33 

*CD = Child Development sample 

**PT = Psychology Today sample 
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CD PT 
{_g = 220) (g = 500) 

f % f % 

c. Five to ten 108 49.1 260 52 

D. Ten or older 19 8.6 55 11 

x2 = 2.006 df = 3 ns 

Question 3: When you were a child, how was death talked 
about in your family? 

A. Openly 

B. With some sense of 
discomfort 

C. Only when necessary 
and then with an 
attempt to exclude 
the children 

D. As though it were a 
taboo subject 

E. Never recall any 
discussion 

x2 = 23.797 

103 

32 

17 

1 

67 

df = 4 

46.8 150 30 

14.5 100 20 

7.7 75 15 

0.5 10 2 

30.5 165 33 

p < .001 

Question 4: Which of the following best describes your 
childhood conceptions of death? 

A. Heaven-and-hell con
cept 

B. After-life 

c. Death as sleep 

89 

47 

29 

40.5 240 48 

21.4 45 9 

13.2 50 10 



D. Cessation of all 
physical and mental 
activity 

E. Mysterious and 
unknowable 

F. Something other than 
the above 

G. No conception 

H. Can't remember 

x2 = 49.418 

CD 
(~ = 220) 

f % 

14 6.4 

8 3.6 

10 4.5 

3 1.4 

20 9.1 

df = 7 p < .001 
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l?T 
(_g = 500) 

f % 

65 13 

50 10 

10 2 

20 4 

20 4 

Question 5: Which of the following most influenced your 
present attitudes toward death? 

A. Death of someone 
close 

B. Specific reading 

C. Religious upbringing 

D. Introspection and 
meditation 

E. Ritual (funerals) 

F. TV, radio, motion 
pictures 

G. Longevity of my 
family 

71 

3 

104 

19 

6 

4 

3 

32.3 

1.4 

47.3 

8.6 

2.7 

1.8 

1.4 

95 19 

55 11 

75 15 

175 35 

25 5 

15 3 

15 3 



H. l-1y health or phys
ical condition 

I. Other 

x2 = 145.816 

CD 
(n = 220) 

f % 

4 1.8 

5 2.3 

df = 8 E < . 001 
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PT 
(~ = 500) 

f % 

10 2 

40 8 

Question 6: Which of the following books or authors have 
had the most effect on your attitude toward 
death? 

A. The Bible 162 73.6 115 23 

B. Camus; Hesse; Agee; 6 J 2. 7 90 18 
Mann; Shakespeare 

c. No books or authors 43 19. 5 . 205 41 

D. Other 9 4.1 90 18 

x2 = 170.461 df = 3 p < .001 

Question 7: How much of a role has religion played in 
the development of your attitude toward 
death? 

A. A very significant 110 50.5 110 22 
role 

B. A rather signifi- 66 30.0 100 20 

cant role 

c. Somewhat influential, 25 11.4 115 23 

but not a major role 

D. A relatively minor 14 6.4 115 23 

role 
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CD PT 
<!! = 220) (n = 500) 

f ~ 
0 f 

E. No role at all 5 2.3 60 12 

x 2 = 96.078 df = 4 E. < .001 

Question 8: To what extent do you believe in a life 
after death? 

A. Strongly believe in it 141 64.1 115 23 

B. Tend to believe in it 39 17.7 100 20 

c. Uncertain 25 11.4 95 19 

D. Tend to doubt it 11 5.0 110 22 

E. Convinced it does not 4 1.8 80 16 
exist 

x2 = 130.916 df = 4 E. < .001 

Question 9: Regardless of your belief about life after 
death, what is your wish about it? 

A. I strongly wish there 
were a life after 
death. 

B. I am indifferent as 
to whether there is 
a life after death. 

c. I definitely prefer 
that there not be a 
life after death. 

x2 = 39.215 

173 

42 

5 

df = 2 

78.6 275 55 

19.1 170 34 

2.3 55 11 

p < .001 



CD 
(n = 220) 

f 9, 
0 

234 

PT 
(n = 500) 

f % 

Question 10: To what extent do you believe in reincarna
tion? 

A. Strongly believe in 3 1.4 30 6 
it 

B. Tend to believe in it 14 6.4 60 12 

c. Uncertain 45 20.5 85 17 

D. Tend to doubt it or 158 71.8 325 65 
convinced it can 
not occur 

x2 = 13.956 df = 3 p < .005 

Question 11: How often do you think about yourown death? 

A. Very frequently (at 2 0.9 25 5 
least once a day) 

B. Frequently 22 10.0 85 17 

c. Occasionally 141 64.1 285 57 

D. Rarely (no more 42 19.1 75 15 

than once a year) 

E. Very rarely or 13 5.9 30 6 

never 

x2 = 14.729 df = 4 p < .01 
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CD PT 
(n = 220) (~ = 500} 

f 2-
0 f % 

Question 12: If you could choose, when would you die? 

A. In youth 

B. In the middle prime 
of life 

C. Just after the prime 
of life 

D. In old age 

x2 = 26.628 

3 

0 

32 

184 

df = 3 

1.4 10 2 

0.0 15 3 

14.5 145 29 

83.6 330 66 

.E < . 001 

Question 13: When do you believe that, in fact, you will 
die? 

A. In youth 

B. In the middle prime 
of life 

c. Just after the prime 
of life 

D. In old age 

x2 = 9.008 

3 

15 

25 

171 

df = 3 

1.4 10 2 

6.8 50 10 

11.4 95 19 

77.7 345 69 

p < .05 

Question 14: Has there been a time in your life when you 
wanted to die? 

A. Yes, mainly because 
of great physical 
pain 

4 1.8 10 2 



B. Yes, mainly because 
of great emotional 
upset 

C. Yes, mainly to 
escape an intolerable 
social or inter
personal situation 

D. Yes, mainly because 
of great embarrass
ment 

E. Yes, for a reason 
other than above 

F. No 

x2 = 7.993 

CD 
(~ = 220) 

f % 

72 32.7 

28 12.7 

4 1.8 

4 1.8 

108 49.1 

df = 5 ns 

Question 15: What does death mean to you? 

A. The end, the final 
process of life 

B. The beginning of a 
life after death; a 
transition, a new 
beginning 

C. A joining of the 
spirit with a uni
versal cosmic 
consciousness 

D. A kind of endless 
sleep; rest and 
peace 

13 

95 

14 

24 

5.9 

43.2 

6.4 

10.9 

236 

PT 
(_g = 500) 

f % 

185 37 

90 18 

5 1 

15 3 

200 18 

175 35 

65 13 

60 12 

45 9 
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CD PT 
(n = 220) (~ = 500) 

f % f ~ 
0 

E. Termination of this 56 25.5 85 17 
life but with sur-
vi val of the spirit 

F. Don't know 9 4.1 50 10 

G. Other 9 4.1 20 4 

x2 = 129.537 df = 6 E. < .001 

Question 16: What aspect of your own death is the most 
distasteful to you? 

A. I could no longer 38 17.3 180 36 
have any experiences. 

B. I am afraid of what 3 1.4 10 2 
might happen to my 
body after death. 

c. I am uncertain as to 34 15.5 60 12 
what might happen to 
me if there is a life 
after death. 

D. I could no longer 12 5.5 20 4 

provide for my 
dependents. 

E. It would cause grief 59 26.8 50 10 

to my relatives and 
friends. 

F. All my plans and pro- 19 8.6 55 11 

jects would come to 
an end. 
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CD PT 
(n = 220) (g = 500) 

G. The process of dying 
might be painful. 

H. Other 

x 2 = 51.687 

f 

40 

14 

df = 7 

% f % 

18.2 75 15 

6.4 45 9 

p < .001 

Question 20: Based on your present feelings, what is the 
probability of your taking your own life in 
the near future? 

A. Extremely high to 
moderately low 

B. Extremely low (very 
improbable) 

x2 = 12.415 

18 

200 

df = 1 

8.2 95 

90.9 405 

p < . 001 

Question 21: In your opinion, at what age are people 
most afraid of death? 

A. Up to 12 years 

B. Thirteen to 19 years 

c. Twenty to 29 years 

D. Thirty to 3 9 years 

E. Forty to 4 9 years 

F. Fifty to 59 years 

G. Sixty to 6 9 years 

H. Seventy years and over 

x2 = 26.986 

41 

34 

46 

24 

23 

23 

11 

16 

df = 7 

18.6 70 

15.5 55 

20.9 65 

10.9 50 

10.5 80 

10.5 80 

5.0 65 

7.3 40 

p < .001 

19 

81 

14 

11 

13 

10 

16 

16 

13 

8 



PT CD 
(n = 220) (_!! = 500) 

f f 

Question 22: What is your belief about the causes of 
most deaths? 

% 

239 

A. Most deaths result 
directly from the 
conscious efforts by 
the persons who die. 

1 0.5 5 1 

B. Most deaths have 
strong components of 
conscious or uncon
scious participation 
by the persons who 
die. 

c. Most deaths just 
happen; they are 
caused by events 
over which individ
uals have no control. 

D. Other 

x2 = 36.006 

44 

159 

15 

df = 3 

20.0 215 43 

72.3 255 51 

6.8 25 5 

p < .001 

Question 23: To what extent do you believe that psycho
logical factors can influence (or even 
cause) death? 

A. I firmly believe that 
they can. 

B. I tend to believe 
that they can. 

c. I am undecided or 
don't know. 

62 

98 

54 

28.2 280 56 

44.5 180 36 

24.5 35 7 
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CD PT 
(~ = 220) (n = 500) 

f % f % 

D. I doubt that they 
can. 

6 2.7 10 2 

x 2 = 66.434 df = 3 p < . 001 

Question 24: When you think of your own death (or when 
circumstances make you realize your own 
mortality), how do you feel? 

A. Fearful 

B. Discouraged 

C. Depressed 

D. Purposeless 

E. Resolved, in relation 
to life 

F. Pleasure, in being 
alive 

G. Other 

x2 = 34.211 

41 

0 

25 

8 

33 

92 

20 

df = 6 

18.6 95 

0.0 25 

11.4 55 

3.6 25 

15.0 130 

41.8 125 

9.1 45 

p < . 001 

Question 25: What is your present orientation to your 
own death? 

A. Death-seeker 0 0.0 5 

B. Death-hastener 1 0.5 5 

c. Death-accepter 102 46.4 210 

D. Death-welcomer 5 2.3 10 

19 

5 

11 

5 

26 

25 

9 

1 

1 

42 

2 
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CD PT 
(n = 220) (~ = 500) 

f g, 
0 f % 

E. Death-postponer 77 35.0 195 39 

F. Death-fearer 34 15.5 70 14 

x2 = 4.328 df = 5 ns 

Question 2 6: How often have you been in a situation in 
which you seriously thought you might die? 

A. At least once 133 60.4 367 73 

B. Never 86 39.1 134 27 

x2 = 10.680 df = 1 E < .005 

Question 27: To what extent are you interested in having 
your image survive after your death through 
your children, books, good works, etc.? 

A. Interested 

B. Not very interested 

C. Totally uninterested 

x2 = 27.627 

188 

27 

4 

df = 2 

85.5 340 

12.3 110 

1.8 50 

p < . 001 

Question 2 8 : For whom or what might you be willing to 
sacrifice your life? 

A. For a loved one 

B. For an idea or a 
moral principle 

c. In combat or a grave 
emergency where a 
life could be saved 

168 

8 

24 

76.4 290 

3.6 75 

10.9 55 

68 

22 

10 

58 

15 

11 
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CD PT 
(n = 220 (n = 500) 

f % f % 

D. Not for any reason 17 7.7 80 16 

x2 = 33.125 df = 3 p < .001 

Question 29: If you had a choice, what kind of ·death 
would you prefer? 

A. Tragic, violent death 1 0.5 5 1 

B. Sudden, but not 76 34.5 190 38 
violent death 

. c. Quiet, dignified 83 37.7 150 30 
death 

D. Death in the line of 3 1.4 5 1 
duty 

E. Death after a great 4 1.8 30 6 
achievernen t 

F. Suicide 0 0.0 10 2 

G. Homicidal victim 0 0.0 0 0 

H. There is no "appro- 36 16.4 80 16 

priate" kind of 
death. 

I. Other 16 7.3 30 6 

x2 = 14.520 df = 7 E. < .05 

( orni tted G) 
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CD PT 
(n = 220) (E, = 500) 

f % f % 

Question 3 0 : Have your attitudes toward death ever been 
affected by narcotic or hallucinogenic 
drugs? 

A. Yes 3 1.4 39 7.8 

B. I have taken drugs 26 11.8 133 26.6 
but my attitudes 
to\vard death have 
never been affected 
by them. 

c. I have never taken 191 86.8 328 65.6 
drugs. 

x2 = 35.508 df = 2 p < .001 

Question 31: If it were possible would you want to know 
date· on which you were going to the exact 

die? 

A. Yes 25 11.4 100 20 

B. No 195 88.6 400 80 

x2 = 7.352 df = 1 p < .01 

Question 32: If your physician knew that you had a ter
minal disease and a limited time to live, 
would you want him to tell you? 

A. Yes 132 60.0 350 70 

B. No; or it would depend 88 40.0 150 30 

on the circumstances. 

x2 = 6.460 df = 1 £ < .025 
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CD PT 
(n = 220) (_g = 500) 

f g, 
0 f 

Question 33: If you were told that you had a terminal 
disease and a limited time to live, how 
would you want to spend your time until 
you died? 

A. I would make a marked 
change in my life
style; satisfy 
hedonistic needs. 

B. I would become more 
withdrawn; reading, 
contemplating, pray
ing. 

c. I would shift from my 
own needs to a con
cern for others, or I 
would attempt to com
plete projects and 
tie up loose ends. 

23 

9 

107 

10.5 95 

4.1 25 

48.7 250 

% 

19 

5 

50 

D. I would make little 
or no change in my 
life-style. 

59 26.8 100 20 

E. I would try to do one 
very important thing; 
I might consider 
committing suicide; 
or I would do none of 
these. 

x2 = 13.733 

22 

df = 4 

10.0 30 6 

E < . 01 
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CD PT 
(_g = 220) (_!! = 500) 

f % f 

Question 34: How do you feel about having an autopsy 
done on your body? 

A. Approve, or don't 174 79.1 415 
care 

B. Disapprove, or 45 20.5 85 
strongly disapprove 

x 2 = 1.066 df = 1 ns 

% 

83 

17 

Question 3 5: To what extent has the possibility of mas
sive human destruction by nuclear war 
influenced your present attitudes toward 
death? 

A. Enormously 3 1.4 25 5 

B. To a fairly large extent 9 4.1 70 14 

c. Moderately 41 18.6 90 18 

D. Somewhat 46 20.9 75 15 

E. Very little 70 31.8 125 25 

F. Not at all 49 22.3 115 23 

x2 = 24.809 df = 5 E < .001 

Question 3 6: Which of the following has influenced your 
present attitudes toward your own death 
the most? 

A. Pollution of the 
environment 

B. Domestic violence 

10 

25 

4.5 50 10 

11.4 55 11 
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CD PT 
(_!! = 220) (_g = 500) 

f % f % 

c. Television 17 7.7 15 3 

D. Wars 18 8.2 45 9 

E. The possibility of 9 4.1 35 7 
nuclear war 

F. Poverty 0 0.0 5 1 

G. Existential 25 11.4 170 34 
philosophy 

H. Changes in health 45 20.5 50 10 
conditions and 
mortality statis-
tics 

I. Other 62 28.2 95 19 

x2 = 66.210 df = 8 p < .001 

Question 37: How often have you seriously contemplated 
committing suicide? 

A. Very often; or only 18 8.2 125 25 

once in a while 

B. Very rarely; or 202 91.8 375 75 

never 

x2 = 26.104 df = 1 E. < .001 
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CD PT 
(n = 220) (_g = 500) 

f % f % 

Question 38: Have you ever actually attempted suicide? 

A. Yes, with an actual 2 0.9 9 1.8 
very high probability 
of death 

B. Yes, with an actual 1 0.5 15 3.0 
moderate probability 
of death 

c. Yes, with an actual 12 5.5 41 8.2 
low probability of 
death 

D. No 204 92.7 435 87.0 

x2 = 7.387 df = 3 ns 

Question 40: How do you estimate your lifetime probabil-
ity of committing suicide? 

A. I plan to do it some 0 0.0 5 1 

day. 

B. I hope that I do not, 2 0.9 15 3 

but I am afraid that 
I might. 

c. In certain circum- 14 6.4 110 22 

stances, I might very 
well do it. 

D. I doubt that I would 70 31.8 205 41 

do it in any circum-
stances. 
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CD PT 
(_!! = 220) (_g = 500) 

f % f % 

E. I am sure that I 134 60.9 165 33 
would never do it. 

x2 = 58.746 df = 4 p < .001 

Question 41: Suppose that you were to commit suicide, 
what reason would most motivate you to do 
it? 

A. To get even or hurt 4 1.8 10 2 
someone 

B. Fear of insanity 14 6.4 30 6 

c. Physical illness or 34 15.5 120 24 

pain 

D. Failure or disgrace 8 3.6 25 5 

E. Loneliness or 84 38.2 155 31 

abandonment 

F. Death or loss of a 34 15.5 45 9 

loved one 

G. Family strife 3 1.4 5 1 

H. Atomic war 19 8.6 40 8 

I. Other 19 8.6 75 15 

x2 = 19.142 df = 8 p < .025 
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CD PT 
(_!! = 220) (_!! = 500) 

f % f % 

Question 42: Suppose you were to commit suicide, what 
method would you be most likely to use? 

A. Barbiturates or pills 163 74.1 345 69 

B. Gunshot 10 4.5 40 8 

c. Hanging 2 0.9 5 1 

D. Drowning 0 0.0 5 1 

E. Jumping 0 0.0 10 2 

F. Cutting or stabbing 1 0.5 5 1 

G. Carbon monoxide 25 11.4 50 10 

H. Other 18 8.2 35 7 

x2 = 10.880 df = 7 ns 

Question 4 3: Suppose you were ever to commit suicide, 
would you leave a suicide note? 

A. Yes 129 58.6 275 55 

B. No 86 39.1 225 45 

x2 = 1.333 df = 1 ns 

Question 44: To what extent do you believe that suicide 
should be prevented? 

A. In every case 137 62.3 160 32 

B. In all but a few 74 33.6 265 53 

cases; or in some 
cases, yes; in 
others, no 
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CD PT 
(n = 220) (_!! = 500) 

f % f % 

C. In no case; if a 
person wants to 
commit suicide 
society has no 
right to stop him. 

7 3.2 75 15 

x2 = 65.064 df = 2 p < . 001 

Question 45: What efforts do you believe ought to be 
made to keep a seriously ill person alive? 

A. All possible effort: 
transplantations, 
kidney dialysis, etc. 

B. Efforts that are 
reasonable for that 
person's age, physi
cal condition, Mental 
condition, and pain 

C. After reasonable care 
has been given, a 
person ought to be 
permitted to die a 
natural death; or a 
senile person should 
not be kept alive by 
elaborate artificial 
means. 

x2 = 3. 9 sa 

28 12.7 

129 58.6 

59 26.8 

df = 2 

45 9 

290 58 

165 33 

ns 

Question 4 6 : If or when you are married would you prefer 
to outlive your spouse? 

A. Yes 31 14.1 115 23 



B. No 

C. Undecided (or don't 
know 

x 2 = 8.085 

CD 
(n = 220) 

f % 

49 22.3 

138 62.7 

df = 2 p < . 005 
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PT 
(n = 500) 

f % 

115 23 

270 54 

Question 47: What is your primary reason for the answer 
which you gave for Question 46? 

A. To spare my spouse 
loneliness 

B. To avoid loneliness 
for myself 

C. To spare my spouse 
grief 

D. To avoid grief for 
myself 

E. Because the surviving 
spouse could cope 
better with grief or 
loneliness 

F. To live as long as 
possible 

G. None of the above 

H. Other 

x2 = 17.510 

8 

18 

4 

5 

29 

22 

106 

24 

df = 7 

3.6 30 6 

8.2 45 9 

1.8 25 5 

2.3 25 5 

13.2 50 10 

10.0 65 13 

48.2 185 37 

10.9 75 15 

p < . 025 
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(_!! = 220) (n = 500) 

f % f % 

Question 48: How important do you believe mourning and 
grief rituals (such as wakes and funerals) 
are for the survivors? 

A. Extremely important; 
undecided; or not 
very important 

B. Somewhat important 

C. Not important at all 

x2 = 17.584 

96 

109 

14 

df = 2 

43.6 175 

49.5 235 

6.4 90 

p < . 001 

Question 49: If it were entirely up to you, how would 
you like to have your body disposed of 
after you have died? 

A. Burial 117 53.2 110 

B. Cremation 36 16.4 155 

c. Donation to medical 38 17.3 160 

or science 

D. I am indifferent. 29 13.2 80 

x2 = 72.571 df = 3 p < .001 

35 

47 

18 

22 

31 

32 

16 

Question 50: would you be willing to donate your heart 
for transplantation (after you die)? 

A. Yes, to anyone 

B. Yes, but only to a 
relative or a friend 

157 

21 

71.4 

9.5 

410 82 

15 3 



c. I have a strong feel
ing against it; or I 
would not be willing. 

x 2 = 15.672 

CD 
(n = 220) 

f % 

37 16.8 

df = 2 p < . 001 
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PT 
(_!! = 500) 

f % 

75 15 

Question 51: What kind of a funeral would you prefer? 

A. Formal, as large as 4 1.8 10 2.0 
possible 

B. Small, relatives and 194 88.2 323 64.6 
close friends only; 
or whatever my 
survivors want 

c. None 22 10.0 167 33.4 

x2 = 43.727 df = 2 p < .001 

Question 52: How do you feel about "lying in state" in 

an open casket at your funeral? 

A. Approve 17 7.7 30 6 

B. Don't care one way or 67 30.5 125 25 

the other 

c. Disapprove; or 136 61.8 350 70 

strongly disapprove 

x2 = 3.918 df = 2 ns 
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(~ = 200) (n = 500) 
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Question 53: What is your op1n1on about the costs of 
funerals in the u.s. today? 

A. Very much overpriced 

B. No one has to pay for 
what he doesn't want; 
or in terms of costs 
and services ren
dered, prices are not 
unreasonable. 

x 2 = 2.601 

187 85.0 

32 14.5 

df = 1 

400 

100 

ns 

% 

80 

20 

Question 54: In your opinion, what would be a reasonable 
price for a funeral? 

A. Under $300 

B. From $300 to $600 

c. Over $600 

x2 = 64.962 

Question 55: What are your 
will? 

A. I have already made 
one; or I have not 
made a will, but 
intend to do so some 
day. 

B. I am undecided, or I 
probably will not 
make one. 

108 49.1 310 62 

70 31.8 180 36 

41 18.6 10 2 

df = 2 p < .001 

thoughts about leaving a 

205 93.2 420 84 

15 6.8 75 15 
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(_g = 220) (n = 500) 

C. I definitely won't 
leave a will. 

x2 = 11.866 

f 

0 

df = 2 

f 

0.0 5 

p < . 005 

Question 56: To what extent do you believe in life 
insurance to benefit your survivors? 

A. Strongly believe in 
it and have insur
ance: or tend to 
believe in it and 
have or plan to get 
insurance 

B. Undecided, or tend 
not to believe in 
it 

C. Definitely do not 
believe in it; do not 
have and do not plan 
to get insurance 

x2 = 21.464 

209 

10 

0 

df = 2 

95.0 415 

4.5 70 

0.0 15 

p < . 001 

% 

1 

83 

14 

3 

Question 57: Assuming that there has been an increase in 
the amount of concern with death in the 
u.s. in the last 25 or 50 years, to what 
principally do you attribute this change? 

A. Wars, or atomic and 80 36.4 225 45 

nuclear bombs 

B. Domestic violence 39 17.7 50 10 

c. Other reasons 98 44.5 225 45 

x2 = 10.103 df = 2 p < .01 
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CD PT 
(~ = 220) (n = 500) 

f 

Question 58: What is your sex? 

A. Male 1 

B. Female 219 

0.5 

99.5 

f 

185 

315 

{Omitted x2 because CD sample had only one male) 

Question 59: What is your age? 

A. Under 20 

B. From 20 to 24 

c. From 25 to 34 

D. From 35 to 49 

E. Fifty or over 

x2 = 70.921 

39 

145 

23 

10 

3 

df = 4 

17.7 

65.9 

4.5 

1.4 

E < . 001 

Question 62: What is your marital status? 

A. Single 

B. Married once, 
remarried, or living 
with someone 

C. Separated, divorced, 
widow, or widower 

x2 = 14.957 

148 

63 

9 

df = 2 

67.3 

28.6 

4.1 

p < . 001 

80 

180 

135 

75 

30 

265 

195 

45 

% 

37 

63 

16 

36 

27 

15 

6 

53 

39 

9 
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CD PT 
'(n = 220) (n = 500) 

f % f % 

Question 63: What is your religious background? 

A. Protestant 179 81.4 250 50 

B. Roman Catholic 23 10.5 150 30 

C. Jewish 3 1.4 55 11 

D. Other 15 6.8 50 10 

x2 = 69.091 df = 3 p < . 001 

Question 64: How religious do you consider yourself to 
be? 

A. Very religious 65 29.5 55 11 

B. Somewhat religious 127 57.7 160 32 

C. Slightly religious 23 10.5 115 23 

D. Not at all religious 4 1.8 120 24 

E. Antireligious 1 0.5 45 9 

x2 = 130.030 df = 4 p < .001 

Question 66: Would you describe your political views? 

A. Very liberal 12 5.5 135 27 

B. Somewhat liberal 65 29.5 225 45 

c. Moderate 102 46.4 100 20 
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CD PT 
(_g = 220) (n = 500) 

D. Somewhat conserva
tive 

E. Very conservative 

x 2 = 97.190 

f 

37 

4 

df = 4 

% f % 

16.8 35 .7 

1.8 5 1 

p < . 001 

Question 68: What is the approximate annual income of 
your family? 

A. Less than $5 1 000 

B. From $5 1000 to 
$101000 

C. From $10 1 000 to 
$151000 

D. From $15 1000 to 
$251000 

E. Hore than $251000 

x2 = 12.912 

13 

41 

56 

66 

38 

df = 4 

5.9 25 

18.6 135 

25.5 160 

30.0 125 

17.3 55 

p < . 025 

Question 69: What area of the country would you call 
your home? 

A. \~est 

B. Southwest and 
mountain states 

16 

79 

27 

7.3 110 

35.9 35 

12.3 165 

5 

27 

32 

25 

11 

22 

7 

33 
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CD PT 
(~ = 220) (n = 500) 

f ~ 
0 f s, 

0 

D. South 94 42.7 45 9 

E. New England and 3 1.4 145 29 
Middle Atlantic 

x2 = 271.455 df = 4 p < .001 
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Responses of Females on the "You & Death" 

Questionnaire with Chi-Square Results 

CD* 
(n = 219) 

f % 

PT** 
(n = 315) 

f % 

261 

Question 14: Has there been a time in your life when you 
wanted to die? 

A. Yes (generally, "great 112 51.1 214 67.9 
emotional upset") 

B. No 107 48.9 101 32.1 

x2 = 14.626 df = 1 p < .001 

Question 26: How often have you been in a situation in 
which you seriously thought you might die? 

A. At least once 132 60.3 221 70.2 

B. Never 86 39.3 95 30o2 

x2 = 4.662 df = 1 p < .05 

Question 3 0: Have your attitudes toward death ever been 
affected by narcotic or hallucinogenic 

A. 

B. 

drugs? 

Have taken drugs 29 

Have never taken 190 

drugs 

x2 = 21.781 df = 1 

*CD = child Development sample 

**PT = Psychology Today sample 

13.2 98 31.1 

86.8 217 68.9 

12. < .001 
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CD PT 
(_g = 219) (n = 315) 

f % f % 

Question 41: Suppose that you were to commit suicide, 
what reason would most motivate you to do 
it? 

A. Physical illness or 
pain 

B. Other reasons 

x 2 = 0.832 

34 

184 

df = 1 

15.5 60 19.0 

84.0 255 81.0 

ns 

Question 42: Suppose you were to commit suicide, what 
method would you be most likely to use? 

A. Barbiturates or pills 163 74.4 233 

B. Gunshot 10 4.6 13 

C. Other method 45 20.5 69 21.9 

x2 = o.l70 df = 2 ns 

Question 43: Suppose you were ever to commit suicide, 
would you leave a suicide note? 

A. Yes 128 58.4 157 49.8 

B. No 86 39.3 157 49.8 

x2 = 4.546 df = 1 E. < .05 

Question 46: If or when you are married would you prefer 
to outlive your spouse? 

A. Yes 31 14.2 57 18.1 
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CD PT 
(n = 219) (n = 315) 

f 

B. No 48 

C. Undecided 138 

x 2 = 7.404 df = 2 

% 

21.9 

63.0 

p < . 025 

95 

163 

Question 56: To what extent do you believe in life 
insurance to benefit your survivors? 

A. Believe in it 

B. Undecided or tend not 
to believe in it 

x2 = 20.179 

208 

10 

df = 1 

95.0 258 

4.6 57 

p < 0 001 

% 

30.2 

51.7 

81.9 

18.1 

Question 66: Would you describe your political views? 

A. Very liberal 12 5.5 72 22.9 

B. Other 207 94.5 243 77.1 

x2 = 28.134 df = 1 E.< .001 



APPENDIX D 



Responses of College Students on the "You & Death" 

Questionnaire with Chi-Square Results 

CD* 
(n = 220) 

f % f 

P'l'* * 
(n = 90) 

% 

265 

Question 5: Which of the following most influenced your 
present attitudes toward death? 

A. Introspection and 19 8.6 35 38.9 
meditation 

B. Other 200 90.9 55 61.1 

x2 = 38.306 df = 1 p < .001 

Question 15: What does death mean to you? 

A. The end; the final 13 5.9 23 25.6 
process of life 

B. Other 207 94.1 67 74.4 

x2 = 22.142 df = 1 p < .001 

Question 16: \-Ihat aspect of your own death is the most 
distasteful to you? 

A. 

B. 

I could no longer 38 

have any experiences. 

Other 181 

x2 = 11.047 df = 1 

*CD = Child Development sample 

**PT = Psychology Today sample 

17.3 32 35.6 

82.3 58 64.4 

p < .001 
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CD PT 
(n = 220) ( n = 90) 

f % f % 

Question 22: What is your belief about the causes of 
most deaths? 

A. Most deaths have 
strong components of 
conscious or uncon
scious participation 
by the persons who 
die. 

B. Other 

x2 = 26.385 

44 

175 

df = 1 

20.0 45 50.0 

79.6 45 50.0 

p < . 001 

Question 23: To what extent do you believe that psycho
logical factors can influence (or even 
cause) death? 

A. I firmly believe that 
they can; I tend to 
believe that they 
can. 

B. I am undecided or 
don't know; I doubt 
that they can. 

x 2 = 18.947 

160 

60 

df = 1 

72.7 86 95.6 

27.3 4 4.4 

p < . 001 

Question 36: Which of the following has·influenced your 
present attitudes toward your own death 
the most? 

A. Existential philos- 25 11.4 29 32.2 

ophy 

B. Other 186 84.5 61 67.8 

x2 = 16.432 df = 1 p < .001 
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CD PT 
(n = 220) (n = 90) 

f % f % 

Question 46: If or when you are married would you prefer 
to outlive your spouse?· 

A. Yes 31 14.1 15 16.7 

B. No 49 22.3 21 23.3 

c. Undecided 138 62.7 54 60.0 

x2 = 0.387 df = 2 ns 
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