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SUMMARY
This investigation was performed to determine opinions of forensic medicine specialists about
concept of death.
This descriptive, cross-sectional, and qualitative study was performed on 103 forensic
medicine specialists who consented to participate in the study between 2011–2012. Data were
recruited during face to face interviews and via e-mail.
Forensic medicine specialists participated in this study were mostly (74.8 %) male, married
(81.6%) with a mean age of 40.45±6.85 years. A 24.3 % of them were practicing their
specialty for 11-15 years. This study revealed that forensic medicine specialists demonstrate a
lower level of death anxiety. Forensic medicine specialists demonstrated a moderate level of
avoidance attitude, while they manifested depressive mood towards death. The opinions of
forensic medicine specialists about concept of death were somewhat determined in our study.
Key words: Death, death anxiety, depression, forensic medicine, forensic medicine specialist,
scale.
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INTRODUCTION
Death is a universal event which is terminal stage of life shared by all living
organisms. Although death is an inevitable truth, its time, and mechanism can not be
predicted (1,2). Death has been defined as an irreversible functional loss in central nervous
system, respiratory, and cardiovascular systems which are considered as vital organ systems
(3). Though death is an inevitable end of life, it can be delayed in parallel with scientific
advances in the field of medicine, and life may be prolonged using dialysis therapy, and /or
respiratory assistive devices. Application of sophisticated tools, and equipments, and
palliative treatments also prolong life span of the patients (4,5). However as an inevitable
ultimate truth, death is the most unavoidable bereavement in one’s life (6). However death
fear is related to uncertainty. Human beings are afraid of the way of dying rather than death.
As is acknowledged, individuals are affected from death event in various ways. Review of
relevant investigations has revealed that very different variables were used for the
assessment of death anxiety. Among variables related to death anxiety age, gender, marital
status, relgious beliefs, developmental process, and sociocultural properties can be
enumerated (7,8).
Just like aging, and disease, death is an overlooked, and denied phenomenon in many
cultures. As is the case with all human beings, health professionals ignore the reality of
death. Since healthcare professionals like physicians, and nurses are looked upon as
members of a life-saving profession, they may experience a feeling of personal failure when
confronted with a death case, and their self-confidence weakens. It has been indicated that
healthcare professionals who comprehend, and accept death as an integral part of life are
more realistic in overcoming challenges of daily life (9,10,11).
Nowadays, majority of deaths occur among in-patients which require
professionals to assume overwhelming

responsibilities (1).

healthcare

Mostly death events are

discussed, and their impact on feelings of intimates is usually disregarded. It has been
emphasized that death events are admittedly destructive in themselves, meditation on death,
awareness of this destiny, and sharing our feelings about death add value to one’s
personality.
In Turkey, although some investigations have been performed on healthcare
professionals about their attitudes towards death, any studies have not been conducted on
forensic medicine specialists who perform relevant procedures like death examination, and
autopsies (1,6,10,11). Acceptance of reality of death within its natural context will alleviate
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traumatic impact of death event on forensic medicine specialists. Self-awareness of forensic
medicine specialists of their feelings, thoughts, and attitudes gains priority. Forensic medicine
specialists should freely express their feelings, and opinions about concept of death. This
approach will contribute favourably to their personal development, protect rights of the
patient, and increase the quality of healthcare services provided for the intimates of the
patient. Besides, it will disclose whether or not forensic medicine specialists need education,
and professional healthcare support with respect to their aprroach towards death concept.
In our country, any qualitative and quantitative study investigating death concept of
forensic medicine specialists who perform death examination, and autopsies have not been
conducted, yet. This study is important with respect to determination of opinions of forensic
medicine specialists about concept of death, provision of more prestigeous, and qualified
healthcare services for the dying patients, and their families, and detection of knowledge, and
skills of forensic medicine specialists.

MATERIAL AND METHOD
Design of the Investigation: This descriptive, cross-sectional, and qualitative study
was performed in order to determine opinions of forensic medicine specialists about concepts
of death.
Place, and Date of the Investigation: This study was performed on

forensic

medicine specialists between 01.04.2011–01.04.2012 in affiliated medical units of Institute of
Forensic Medicine, Ministry of Justice, and university hospitals, in Turkey.
The scope of the investigation: The study population consisted of all forensic
medicine specialists (n=300) working in the affiliated medical units of Institute of Forensic
Medicine, Ministry of Justice, and university hospitals, in Turkey.
Sample size of the investigation: In this study minimal required sampling size was
determined as 141 individuals using five and four –point Likert-type scale with ± 2 standard
deviation and 5 % type I margin of error (12). Response rate of 41 % was obtained after
analyzing questionnaires sent to 100 forensic medicine specialists. Therefore, to reach a
minimal range of sampling size, the data collection

tools

were sent to at least 224

individuals, and only 103 forensic medicine specialists responded to questionnaire forms
which constituted a total of 103 individuals.
Preparation of Data Collection Tools
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Data of the investigation were collected using eight-point

“Personal Information

Form” and “Thorson-Powell Death Anxiety Scale”, “Scale of Attitudes towards Death. and
Dying” and “Death Depression Scale” developed to determine descriptive data of forensic
medicine specialists.
Besides, forensic medicine specialists participated in the study were requested to
respond to the questions “According to you, what is the meaning of death? “What do you feel
when you are performing autopsy?”, and responses obtained were entered in a computerized
software program. Qualitative content analysis was performed on these computerized data in
consideration of prevalent interpretation of the responses, number of the participants making
similar interpretations using the same wording, predicting the meaning between the lines
beyond the dictionary definition of the words, and specificity of responses (13,14). Each
investigator read raw data independently for many times to conduct coding studies.
Independent studies of the investigators were discussed, and following a consensus reached
by all of them, codes were integrated, and two themes were obtained.

Personal Information Form
Personal Information Form was designed to determine age, gender, marital status,
academic level of the forensic medicine specialists. This form is made of eight points.
Thorson-Powell Death Anxiety Scale
Validation, and reliability studies of this scale developed by Thorson and Powell were
realized by (1992) Yıldız and Karaca, and its Cronbach-α value was found to be 0.84. This is
a 5-point Likert-type scale consisting of 25 questions. In this scale, anxieties related to death,
loss of physical, and mental functions, the next world, loss of bodily integrity , and
decomposition after death, dying a painful death are analyzed in 4 dimensions. In all these
dimensions increased scores are interpreted as enhanced death anxiety. Levels of death
anxiety are rated as very low (26-50 pts), fair (26-50 pts), moderate (51-75 pts), and high ( 75100 pts) (15).
Death Depression Scale:
Validation, and reliability studies of this scale developed by Templer et al. in 1992
were realized by Yaparel, and Yıldız, and its Cronbach-α value was found to be 0.84. The
scale consists of 17 items which aim to measure, various aspects of mood as depression,
sadness, loneliness, threat, and grief experienced related to death event and code them as
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“Yes” or “No”. Minimal,and maximal scores of this scale are 0. and 17 points. Absence, and
presence of depressive mood are indicated with 0-8, and 8-17 pts (16).
Scale for the Attitude towards Death, and Dying
This 23-item, four point-Likert-type scale was developed by Kavas et al. (2008). The
scale consists of four dimensions as “communication with the dying patient, and his/her
intimates”, “handing over the caregiving responsibilities” , refrain from confronting death
event, and the dying patient, ‘ and “self-efficacy (self- transcendence)”. Cronbach alfa value
of the scale is 0.75’tir. The scale score responses as 4, 3, 2, and 1 points, and increase in
scores is interpreted as “avoidance attitude” (17).
Application of the Data Collection Tools
Approval of the study was obtained from the Ethics Committee of Mersin University.
The aim, and method of the study were explained during face to face interviews and/or via email to forensic medicine specialists, and their informed consents were obtained. The
participants were asked to complete the form by themselves, and send them to the
investigators via e-mail. Completion of each data collection form took approximately 20-30
minutes (mean duration, 25 minutes).
Evaluation of theData Collection Tools
In the statistical analysis of the data obtained from the study, for categorical data
among cross-table statistical analyses, chi-square or likelihood-ratio test was used. For the
calculation of continuous data, and scores of scales in intergroup comparisons, independent
samples t -test (or Mann-Whitney U test), one-way analysis of variance (ANOVA) or
Kruskal-Wallis test were used depending on the distribution of data. To analyze correlations
between scales, and scale scores, correlation coefficient was used. For the statistical
evaluation of data SPSS 11.5 ve MedCalc®v11.0.1 package software program was used.MEU
Department of Bioistatistics was counseled for the realization of statistical calculations. .
RESULTS
Forensic medicine specialists participated in this study were mostly (74.8 %) male,
married (81.6%) with a mean age of 40.45±6.85 years. Some (24.3 %) of them were
practicing their specialty for 11-15 years, and 70.9 % of them had witnessed death of their
first-degree relatives and 79.6 % of them didn’t experience any difficulty while performing
autopsies (Table 1).
Theme 1: Death is a New Beginning or an End
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For more than half of the participating forensic medicine specialists (62 %) the
meaning of death is the end of a movie or a final curtain in a theater, end of life, end of a
biological process or a new beginning. Very few participants (7 %) defined the meaning of
death as nothingness.
Theme 2: I am doing what is required from my work, and profession
As a striking finding, nearly half (42 %) of the forensic medicine specialists who
participated in the study stated that they don’t feel anything when performing autopsies,
instead they are fulfilling the requirements of their profession. They regarded autopsy as the
final legal right of the deceased which is a task assumed by them. Very few participants (14
%) have expressed that they had felt deep grief while autopsizing children.
Maximal, average, and minimal scores which can be obtained fıom the first dimension
of (anxiety related to the loss of functional, and mental functions) Thorson-Powell Death
Anxiety Scale are 32, 16 and 0 points, respectively. While the corresponding scores which can
be retrieved from the second dimension ( anxieties related to the life after death) are 24, 12,
and 0 points, respectively. The respective scores which can be gathered from the third
dimension (anxieties related to decay, and decomposition of the body after death) are 16, 8,
and 0 points. Maximal, average, and minimal scores which can be obtained from the fourth
dimension (anxieties related to dying a painful death) are 28, 14, and 0 points, respectively.
Increases in all these subscales are interpreted as enhanced death anxiety, and rated as very
low (0-25 pts), low (26-50 pts), moderate (51-75 pts), and severe (75 – 100 pts) (15).
As seen in Table 2, median scores obtained by forensic medicine specialists according
to different Thoron-Powell death anxiety subscales

were 10.9 pts (1.dimension: anxiety

related to the loss of physical, and mental functions ), 10.4 (2.dimension: anxiety related to
the life after death), 4,5 pts (3.dimension: loss of bodily integrity, and decomposition of after
death), and 13.4 pts (4.dimension: anxiety related to dying a painful death) , respectively.
According to these results obtained, it can be said that generally forensic medicine specialists
have not anxieties related to the loss of physical, and mental functions, life after death, loss of
bodily integrity, and decomposition after death, pain, and suffering while dying. Forensic
medicine specialists had acquired an average total score of 39.3 points as assessed by
Thorson-Powell rating scale which demonstrates that forensic medicine specialists had lower
levels of death anxiety (Table 2).
Scores calculated as for the first factor (communication with the dying patient, and
his/her intimates) of the attitude towards death, and the dying were interpreted in 3 levels
6

(high, 30-40 pts; moderate, 20-30 pts, and low, 10-20 pts) as refraining from getting in
contact with the dying patient, and his/her intimates (10). Accordingly, median score of 26.2
points retrieved by forensic medicine specialists in the subscale of communication with the
dying patients, and their intimates demonstrates that they somewhat preferred to avoid getting
in contact with these patients, and their intimates (Table 2).
Scores obtained in the second factor (handing over the caregiving responsibility) of
attitude towards death, and the dying scale indicated higher (12-16 pts) , moderate (8-12 pts) ,
and mild (4-8 pts) degrees of avoidance from nursing of the dying patient (10). Median score
of 11.7 points obtained by the forensic medicine specialists in the handing over caregiving
responsibility subscale have indicated that they demonstrate moderate degrees of avoidance
from taking responsibility of providing healthcare services for the the terminally-ill patient.
Scores obtained with respect to the third factor (avoidance of death, and the dying) rate
attitudes towards avoidance of death, and the dying at 3 levels as high (18-24 pts), moderate
(12-18 pts), and low (6-12 pts). (10). Accordingly, as seen in Table 2, average avoidance of
death, and the dying scale score obtained by the forensic medicine specialists was 15.7 points
which indicated that they had a moderate level of avoidance attitude towards death, and the
dying.
As for the fourth factor, perceived self-efficacy (self- transcendence) scores rated as
high (9-12 pts), moderate (6-9 pts), and low (3-6 pts)levels of self-efficacy. Low levels
indicate that physicians felt themselves insufficienct in providing healthcare of the dying
patients (10). As analyzed in Table 2, average score of perception of self-efficacy was 7.5 pts,
which revealed that forensic medicine specialists had moderate levels of self-efficacy in the
caregiving for the dying patients.
Total scores obtained from attitude towards death, and the dying scale were rated as
low (23-46 pts), moderate (46-69 pts), and high (69-92 pts) levels of avoidance from dying
patients (17). Accordingly, as seen in Table 2, total average score of 59.7 points obtained by
forensic medicine specialists in attitude towards death and the dying scale can be attributed to
their moderate level of avoidance from dying patient.
Scores obtained from death depression scale are rated as absence (0-8 pts) or presence
of depressive mood (16). Within this context, as observed in Table 2, an average of 7.9 points
retrieved by forensic medicine specialists in the death depression scale indicates that they
didn’t feel depressed when confronted a death event.
A positive but a weak correlation existed between Thorson-Powell death anxiety scale,
7

and attitude towards death, and the dying (r=0.284, p=0.004). Based on this result, it can be
said that as death anxiety of forensic medicine specialists increase they display an avoidance
attitude towards the dying patient (Table 3)
A moderate, and a positive correlation was determined between Thorson-Powell death
anxiety, and death depression scale scores of forensic medicine specialists (r=0.568, p=0.001).
Based on this result, it can be argued that levels of death anxiety of forensic medicine
specialists increase in direct proportion with death depression levels (Table 3)
A positive but a weak correlation was detected between attitude towards death and the
dying patient, and death depression scale scores of forensic medicine specialists (r=0.389,
p=0.001). Based on this result, it can be asserted that in forensic medicine specialists who
demonstrate avoidance behaviour towards dying patient have also higher death anxiety levels.
A negative, and a weak correlation was determined between ages of forensic medicine
specialists participating in the study and the first dimension of Thorson-Powell death anxiety
scale which is the anxiety to lose physical, and mental functions (r=-0.271, p=0.006)
According to this result, anxiety levels related to the fear of losing one’s physical, and mental
functions decrease as they aged (Table 4).
A negative, and a weak correlation was found between the second dimension of
Thorson-Powell death anxiety scale ( anxiety related to life after death) scores of forensic
medicine specialists (r=-0.440, p =0.001). Considering this result a decrease in the level of
anxiety experienced by forensic medicine specialists about life after death with increasing age
can be suggested (Table 4).
A negative and a weak correlation between ages of the forensic medicine specialists,
and total Thorson-Powell death anxiety scale scores has been detected.( r=-0.301, p=0.002).
Regarding this outcome one can say that death anxiety of forensic medicine specialists
decrease as they aged (Table 4).
Distribution of total scores obtained by forensic medicine specialists participating in
the study as assessed by Thorson-Powell death anxiety scale, death depression scale, attitude
towards death, and the dying scale based on some of the partipants’ sociodemographic
characteristics was presented in Table 5 A statistically significant difference could not be
detected between some sociodemographic characteristics of forensic medicine specialists and
distribution of total scores recorded in Thorson-Powell death anxiety scale, death depression
scale, attitude towards death, and the dying scale survey forms (Table 5).
A statistical significant difference was found between the duration of professional life
8

of participating forensic medicine specialists and average Thorson-Powell death anxiety scale
scores (p<0.004). According to this outcome forensic medicine specialists with a professional
life of 11-15 years demonstrated higher levels of death anxiety when compared with those
with professional life of ≥ 21 years.
DISCUSSION
A number of studies have approached death anxiety as an unidimensional construct.
Most, however, have taken the approach that a number of different factors or elements make
up the personal fear of death. Detailing the great number of different approaches to measuring
these various elements of death anxiety goes beyond the scope of these papers (18).
In Turkey, although some investigations have been performed on healthcare
professionals about their attitudes towards death, any studies have not been conducted on
forensic medicine specialists who perform relevant procedures like death examination, and
autopsied. Forensic medicine specialists participated in this study were mostly (74.8 %) male,
married (81.6%) with a mean age of 40.45±6.85 years. A 24.3 % of them were practicing their
specialty for 11-15 years, and 70.9 % of them had witnessed death of their first-degree
relatives and 79.6 % of them didn’t experience any difficulty while performing autopsies
(Table 1). These results reveal that forensic medicine specialists who confront cases of
trauma, autopsies, and death are relatively experienced when we consider their ages, and
duration of their practice in the field of forensic medicine which is important in the evaluation
of their attitudes towards concept of death.
Forensic medicine specialists participated in the study were requested to respond to the
questions “According to you, what is the meaning of death? “ “What do you feel when you
are performing an autopsy?” ,and consequently two themes were obtained. 1.theme; “ Death
is a new beginning or end”. For more than half of the participating forensic medicine
specialists (62 %) the meaning of death as the end of a movie or a final curtain in a theater,
end of life, end of a biological process or a new beginning. Very few participants (7 %)
defined the meaning of death as nothingness. The 2 theme has been expressed as” I am doing
what is required from my work, and profession”
As a striking finding, nearly half (42 %) of the forensic medicine specialists who
participated in the study stated that they don’t feel anything when performing autopsies,
instead they are fulfilling the requirements of their profession. They regarded autopsy as the
final legal right of the deceased which is a task assumed by them. Very few participants (14
%) have expressed that they had felt deep grief while autopsizing children.
9

It can be suggested that forensic medicine specialists participating in the study had not
entertained anxious attitude towards loss of their physical, and mental functions, life after
death, postmortem loss of bodily integrity, and decomposition, and suffering from pain, and
agony while dying. Forensic medicine specialists had gathered an total average score of 39.7
points as assessed by Thorson-Powell death anxiety scale which indicates that they had a
lower level of death anxiety (Table 1). In some studies training programs aiming to decrease
death anxiety were successful in alleviating this anxiety significantly (19,20). However a
separate metaanalysis indicated that this type of training courses had not decreased, but even
increased death anxiety. This discrepancy has been attributed to the differences between
educational programs about concept of death, sampling sizes, and tools of assessment (21) We
think that forensic medicine specialists who personally encounter death events, and perform
autopsies should be trained about death anxiety.
Moderate degrees of avoidance behaviour were demonstrated by forensic medicine
specialists with respect to communication with the dying patients, their intimates, death, and
the dying. Still regarding caregiving responsibility, and perception of self-efficacy in patient’s
healthcare, forensic medicine specialists demonstrated moderate degrees of avoidance
behaviour (Table 2). The level of death anxiety is higher in female physicians than male
physicians, and lower levels were detected in physicians who encountered dying patients
more frequently (22). A study performed by Templer et al, revealed that death anxiety was
more severely felt by women. The issue, whether or not frequent encounters with fatal
diseases decrease or increase death anxiety or individuals who fear extremely from the
concept of death prefer to practice in disciplines where they can not possibly encounter dying
patients, has not been clarified yet. However according to this study, when compared with
those working in the field of basic medical sciences, specialists practicing in various
disciplines, and subspecialities of surgery are mostly male physicians who encounter dying
patients more frequently which lower their levels of death anxiety. The statements as “All
good, and bad news about the diagnosis, and treatment of the patient with established fatal
disease had to be told to the patient”, and “Even though terminally-ill patients incognizant of
their diagnosis, they are aware of their dire destiny” are more favoured by specialists in basic
medical sciences rather than physicians practicing in various fields of surgery (23). Similarly,
in our study forensic medicine specialists who frequently encountered death events had
experienced moderate degrees of death anxiety.
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Average score of 7.9 points obtained by forensic medicine specialists as evaluated
using the death depression scale indicated that they didn’t feel depressed when confronted a
death event (Table 2). A positive and a moderate degree of correlation was determined
between Thorson-Powell death anxiety, and death depression scale scores (r=0.568, p=0.001)
(Table 3). Accordingly, death depression levels of the forensic medicine specialists can
increase in line with the level of their death anxieties. Similarly, in a recent study, higher
death anxiety mean scores had been detected in patients with higher depression scores (24).
Presence of a correlation between depression, and death anxiety might be thought to confirm
the association emotional states and death anxiety
It can be suggested that forensic medicine specialists participating in the study had
demonstrated a positive, but a weak correlation between their Thorson-Powell death anxiety,
and attitude towards death, and the dying scale scores ( r=0.284, p=0.004 (Tablo 3), and they
displayed an avoidance behaviour towards dying patients. When death anxiety levels were
compared, relative to physicians with lower levels of death anxiety, those with higher levels
of anxiety more frequently stated that they had experienced difficulties during their contact
with dying patients, and their families, and experienced emotional dilemmas when giving
news about a fatal disease or death event. However they were less prone to consent to the
statement” Disclosure of a diagnosis of a fatal disease do not influence the prognosis, and
emotional state of the patient” (22). It should be considered that because of adverse impact of
directly encountering a dying patient, and a death event, the physician might be reflecting
their own death anxieties.
A positive but a weak correlation was detected between attitude of forensic medicine
specialists towards death, and the dying, and their death depression scale scores (r=0.389,
p=0.001 (Table 3). It can be said that death depression scale scores increase among forensic
medicine specialists who manifest avoidance behaviour towards dying patient. It has been
determined that those perceiving death as a phenemonen of annihilation experienced death
anxiety more deeply, while those who interpreted fear from death, and death concept more
favourably had obtained lower death anxiety scores (25,26).
A negative and weak correlation can be revealed between the ages of forensic
medicine specialists, and the anxiety to lose their physical, and mental functions which is the
first dimension of Thorson-Powell death anxiety scale (r=-0.271, and p=0.006). Accordingly
as the specialist aged in the profession, the impact of this anxiety weakens gradually. It has
11

been also stated that the anxiety felt by forensic medicine specialists about death, and life
after death had alleviated gradually with aging. In a study performed by Ayten et al (2009) it
was reported that in the old age, death which is perceived as “nearing reality” caused less
anxiety when compared with other stages of life ie youth (27).
A statistically insignificant difference between some sociodemographic characteristics
of forensic medicine specialists, and distribution of total scores of Thorson-Powell death
anxiety scale, death depression scale, and attitude towards death, and dying was detected
(Table 5). A statistical significant difference was also found between duration of professional
life of forensic medicine specialist participants, and mean scores of Thorson-Powell death
anxiety scale scores (p<0.004). Accordingly, forensic medicine specialists with a professional
life of 11-15 years had obtained higher death anxiety scores than those specialists working in
the same field for ≥ 21 years which shows that anxiety can be overcomed as years, and
experience in the profession accumulate.
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Table 1. Sociodemographic Characteristics of Forensic Medicine Specialists (n=103)
Demographic Characteristics
Gender
Marital status

Professional life (years)

Witnessed death of a relative
I am experiencing difficulties
while performing autopsies

Total

Female
Male
Married
Single
1-5
6-10
11-15
16-20
≥ 21
Yes
No
Yes

n
26
77
84
19
18
24
25
13
23
73
30
21

%
25.2
74.8
81.6
18.4
17.5
23.3
24,3
12.6
22.3
70.9
29.1
20.4

No

82

79.6

n

103

100
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Table 2. Distribution of Thorson-Powell Death Anxiety Scale (TPDAS), Scale for
Attitude Towards Death, and Dying (SATDD), and Death Depression Scale Scores
(DDSS) among study participant forensic medicine specialists (n=103)
Mean ± SD
Characteristics

Participant

Minimum

Maximum

x  SD

(n)
(TPDAS) (1.
Dimension):
(Anxiety related to the
Loss of Physical, and
Mental Functions)
(TPDAS) (2.
Dimension ):
(Anxieties related to
the life after Death)
(TPDAS) (3.
Dimension ):
(Anxieties related to
loss of bodily integrity,
and Decomposition)
(TPDAS) (4.
Dimension):
(Anxieties related to
dying a painful death)
(TPDAS) (Total
Score, pts):
(SATDD) (1. Factor):
(Communication with
the dying patient, and
his/her intimates)
(SATDD) (2. Factor):
(Handing over
caregiving
responsibility)
(SATDD) (3. Factor):
(Refraining from
encountering death and
the dying patient)
(SATDD) (4. Factor ):
(Perceived self-efficacy
(self- transcendence )
(SATDD) (Total
score, pts):
Death depression
scale (DDSS)

103

.00

30.00

10.9±7.5

103

.00

24.00

10.4 ± 5.7

103

.00

16.00

4.5 ± 4.1

103

2.00

24.00

13.4 ± 4.8

103

4.00

93.00

39.3 ± 18.4

103

15.00

34.00

26.2 ± 3.5

103

8.00

16.00

11.7 ± 2.1

103

11.00

21.00

15.7 ± 2.0

103

4.00

12.00

7.5 ± 1.5

103

41.00

78.00

59.7 ± 6.4

103

2.00

15.00

7.9 ± 3.4
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Table 3. Correlations among total scores obtained by forensic medicine specialists as
assessed by Thorson-Powell Death Anxiety Scale, Attitude towards death and the dying
scale and Death depression scale
Thorson-Powell
Death Anxiety
Scale Total Score
Thorson-Powell
Death Anxiety
Scale Total Score
Attitude Towards
Death, and the
Dying Scale
Total Score
Death Depression
Scale Total Score

r

Attitude towards
death, and the
dying Scale total
score
0.284

Death depression
scale total score

.004

.001
0.389

p
r

0.284

p
r

.004
0.568

0.389

p

.001

.001

0.568

.001
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Table 4. Correlation between ages of forensic medicine specialists and total ThorsonPowell Death Anxiety, Attitude towards Death, and the dying, and death epression scale
scores
AGE
(TPDAS) (1. Dimension ): (Anxiety related to
r
-0.271
the loss of physical, and mental functions)
p
.006
(TPDAS) (2. Dimension ): (Anxiety related to
r
-0.440
life after death)
p
.001
(TPDAS) (3. Dimension ): (Anxiety related to
r
-0.092
the loss of bodily integrity , and decomposition
after death)
p
.358
(TPDAS) (4. Dimension ): (anxieties related
r
-0.122
to dying a painful death)
p
.220
r
-0.301
(TPDAS) (Total score):
p
.002
(SATDD) (1. Dimension ): (Communication
r
-0.037
with the dying patient, and his/her intimates)
p
.714
(SATDD) (2. Dimension ): (handing over
r
-0.142
caregiving responsibility)
p
,152
(SATDD) (3. Dimension ): (Avoidance of
r
-0.110
death, and the dying)
p
,269
(SATDD) (4. Dimension ): (Perception of selfr
0.093
efficacy)
p
,351
r
-0.076
(SATDD) (Total score):
p
,443
r
-0.144
Death Depression Scale (DDSS)
p
,147
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Table 5. Mean Thorson-Powell Death Anxiety Scale, Attitude towards Death, and the
Dying, and Death depression Scale scores categorized according to sociodemographic
characteristics of forensic medicine specialists (n=103)
Attitude
Death
ThorsonSociodemographic
Towards
Depression
Powell
characteristics
Death And
Scale Total
Death
The Dying
Score
Anxiety
Scale Total
Scale Total
Score
Score
X

X

X

Gender

Female

SS
p
SS
60.42 7.89 0.556 8.15 3.36

p
SS
p
0.707 35.53 20.05 0.201

Marital status

Male
59.55 5.90
7.85 3.50
Married 59.83 6.02 0.852 7.76 3.45

40.64 17.76
0.296 39.70 18.50 0.693

Single
Yes

59.52 8.17
8.68 3.46
59.84 6.44 0.859 8.06 3.44

37.84 18.39
0.535 39.53 17.55 0.881

No

59.60 6.52

Yes

60.52 6.69 0.553 8.95 4.04

No

59.58 6.39

1-5

61.11 5.59 0.473 8.61 3.27

6-10
11-15

60.58 8.73
59.32 6.06

7.87 3.72
8.96 4.14

43.50 19.10
45.48 18.06

16-20

57.07 6.82

6.76 1.64

31.23 15.60

≥ 21

59.91 3.96

7.00 3.03

29.17 10.86

Witnessed
bereavement of a
relative
Experienced
difficulties in
performing
autopsies
Duration of
professional life
(years)

7.60 3.52

7.67 3.26

38.93 20.64
0.130 44.90 21.64 0.122
37.93 17.34
0.195 44.22 21.40 0.004
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