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Article 
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Abstract: Recently, the Portuguese parliament approved the decriminalisation of euthanasia for incurable 
illnesses. As the experiences of other countries show us, it will be a matter of time before mental disorders are 
addressed. Studying the phenomenon, particularly in vulnerable groups, in advance is essential for proper law 
drafting. Therefore, instruments which allow an objective assessment and comparison between groups must 
be available. This study aims to explore the validation of Faria's Attitude about Euthanasia scale in Portuguese 
older adults with mixed anxiety-depressive disorder. A sample of 114 older adults with mixed anxiety-
depressive disorder collected by convenience in the Psychiatry Department of Senhora da Oliveira Hospital in 
Portugal was included. The pre-final version of the scale was tested in a small group with good results. The 
validity of the internal structure was analysed using exploratory factorial analysis. The internal consistency 
study verified reliability. For construct validity, we assessed the correlation with other validated scales 
measuring attitudes toward euthanasia, cognitive performance, personality and empathy. The attitude about 
euthanasia scale showed good internal consistency. One factor was retained in the principal component 
analysis. Significant correlations verified construct validity. The results support the scale's usefulness and 
validity. This study makes available a unique instrument to assess the overall tendency of the attitudes towards 
euthanasia in European-Portuguese, which can be used, for example, to compare Portuguese with Brazilian 
older adults suffering from the same disorder. Furthermore, the adapted scale paves the way for other cross-
cultural translations, adaptations, validations, and comparative analyses.  

Keywords: euthanasia; depression; anxiety; psychometrics; scale; older adults 
 

1. Introduction 

Euthanasia has been widely discussed and progressively implemented in many countries.[1,2] 
Self-determination, which became the health paradigm in Western societies after World War II, is the 
basis for increasing acceptance. [3–5] Nowadays, the right of an individual to decide whether to do 
ancillary diagnostic tests or treatments proposed by a doctor supersedes medical authority in almost 
every circumstance. One of the most known exceptions to this patient's full autonomy occurs in 
psychiatry when, due to a severe mental disorder, the individual's capacity to make informed 
decisions and give proper consent is compromised. [6] However, even here, the possibility of a person 
refusing treatment through an advanced healthcare directive is debated. [7]  Inclusively, this has 
been recently considered by the Portuguese parliament in the proposal for the reform of the Mental 
Health Law currently in effect. [8] 
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Regarding mental health, euthanasia is not only about whether a patient can make such a 
request. Many are certainly mentally competent to do so. [9] However, the quantification of 
"unbearable" mental suffering is much more complicated than “unbearable” physical suffering 
[10–12] and too many times, non-pharmacological treatments are not available. [13] In fact, 
psychopharmacology is only one of a vast array of psychiatric therapies. [14] However, a 
psychiatric illness is often considered refractory to treatment after only psychotropic drugs were 
used. [15] This narrow interpretation of refractory illness is particularly alarming in older adults, 
who accumulate psychosocial needs and ageing-related health problems. [16] One systematic 
review of older adults’ attitudes towards euthanasia and physician-assisted suicide (PAS) found 
associations with some psycho and socioeconomic variables. However, it stressed that findings were 
complex to compare across studies because of the variety of sample characteristics and outcome 
measures. [17] Hence, as far as euthanasia is concerned, it is imperative to do exhaustive comparative 
studies involving older adults with the most various psychiatric disorders to evaluate their opinion 
regarding euthanasia, the main reasons behind it, and the differences (if any) between this population 
and both healthy and physically sick individuals of other ages. Furthermore, it is essential to conduct 
timely and thorough evaluations of the mental capacity of older adults when considering decisions 
related to euthanasia. Finally, assessing whether factors other than poor medication response 
contribute to a reduced quality of life, lower satisfaction with health, and a specific attitude towards 
euthanasia must be a priority. 

For this extensive and critical research, instruments that allow an objective assessment and 
comparison between different groups must be available. However, the existing attitude towards 
euthanasia scales [18–20] present a significant limitation. They focus on specific domains and 
situations (active vs passive; doctor vs patient decision) and, by not providing an overall opinion of 
a specific group of individuals about euthanasia, difficult cross-cultural comparisons. [21] 

The primary strength of the AĴitude About Euthanasia scale (AAEs) developed by Faria [22] is 
to assess the overall tendency of a group of individuals regarding euthanasia and to allow intra and 
intercultural comparisons. This is why its validation is essential, specifically for vulnerable groups 
like older adults with mental disorders. In fact, despite several articles addressing euthanasia both in 
older adults and mental disorders in general [23–25], a more objective and concise comparative 
analysis is lacking to fully understand the phenomenon and add information to legalisation 
processes, which are currently at the centre of the discussion in a growing number of countries. 

This study aims to validate AAEs in European-Portuguese older adults with mixed anxiety-
depressive disorder (ICD-10).  

2. Material and Methods 
The AAEs was initially developed for Brazilian-Portuguese speakers. [22]  This study's cross-

cultural adaptation of the original instrument was performed to validate the scale for European-
Portuguese speakers. Then, the validation of the adapted version of the scale was pursued using 
exploratory factor analysis to assess the internal structure; Cronbach’s alpha, inter-item correlations 
and corrected item-total correlations for internal consistency; and correlation with related constructs 
to address construct validity. 

a) Cross-cultural adaptation 

Brazilian-Portuguese native speakers developed the AAEs. [22] Some guidelines establish 
recommendations for the cross-cultural adaptation process [26], detailing the necessary steps for an 
adequate translation. However, Portuguese and Brazilian speaking and writing are similar, so no 
translation was necessary for AAEs. Nevertheless, subtle lexicon and semantic differences exist 
between Brazilian-Portuguese and European-Portuguese. Thus, the questionnaire was analysed in 
detail by an expert commiĴee (all highly proficient in European and Brazilian Portuguese writing 
and speaking) to assess if some adaptation was needed for application to Portuguese native speakers. 
Overall, it was concluded that the Portuguese language of the original scale was closely related to 
European-Portuguese writing and no significant changes were needed. Slight differences in the verb 
tenses and lexicon of ten items (Table 1.) were subjected to minor adjustments for an adequate reading 
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and interpretation of the Portuguese population (Table 1.). The expert commiĴee (composed of 
specialists in medicine, geriatric psychiatry, bioethics, statistics and economics) reached a consensus 
about the pre-final version of the scale (see supplementary material, Table S1.), which was submiĴed 
to a pre-test in 20 older adults (age ≥ 65) selected by convenience. The pre-test revealed an excellent 
interpretation of all the items. No doubts or objections were raised.  

Table 1. ITEMS ADJUSTED TO EUROPEAN-PORTUGUESE WRITING. 

Item number  Original items of AAEs Adjusted items of aAAEs 

1 É um absurdo manter uma pessoa 

com vida vegetativa através de 

aparelhagem artificial. (It is absurd to 

maintain a person in a vegetative life 

through artificial devices.) 

É um absurdo manter uma pessoa em 

vida vegetativa através de aparelhos 

artificiais. (It is absurd to maintain a 

person in a vegetative life through artificial 

devices.) 

2 Se existe condição de manter vivo um 

doente com recursos artificiais, 

mesmo por tempo indefinido, não se 

deve praticar a eutanásia. (If there are 

conditions to keep a patient alive with 

artificial resources, even for an indefinite 

time, euthanasia should not be practiced.) 

Se existem condições para manter vivo 

um doente com recursos artificiais, 

mesmo que por tempo indefinido, não 

se deve praticar a eutanásia. (If there are 

conditions to keep a patient alive with 

artificial resources, even for an indefinite 

time, euthanasia should not be practiced.) 

3 Não hesitaria em abreviar, sem dor ou 

sofrimento, a vida de um doente 

reconhecidamente condenado. (I 

would not hesitate to abbreviate, without 

pain or suffering, the life of an admiĴedly 

condemned patient.) 

Não hesitaria em abreviar, sem dor 

nem sofrimento, a vida de um doente 

reconhecidamente condenado. (I would 

not hesitate to abbreviate, without pain or 

suffering, the life of an admiĴedly 

condemned patient.) 

7 Não me sentiria culpado permitindo a 

eutanásia em um de meus familiares 

que estivesse desenganado e sofrendo 

terrivelmente. (I would not feel guilty 

allowing the euthanasia of one of my 

Não me sentiria culpado permitindo a 

eutanásia de um dos meus familiares 

que estivesse desenganado e a sofrer 

terrivelmente. (I would not feel guilty 

allowing the euthanasia of one of my family 
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Item number  Original items of AAEs Adjusted items of aAAEs 

family members with hopeless and terrible 

suffering.) 

members with hopeless and terrible 

suffering.) 

10 Deve-se manter o doente incurável, o 

tempo necessário, apenas com 

paliativos em vez de apressar-lhe a 

morte. (The incurable patient should be 

maintained, for as long as necessary, only 

with palliative care instead of 

abbreviating their death.) 

Deve-se manter o doente incurável, o 

tempo que for preciso, apenas com 

paliativos em vez de lhe abreviar a 

morte. (The incurable patient should be 

maintained, for as long as necessary, only 

with palliative care instead of abbreviating 

their death.) 

14 Aquele que pensa saber a hora certa 

para alguém deixar de viver se julga 

Todo-Poderoso. (Those who think 

knowing the right time for someone to 

stop living think they are Almighty.) 

Aquele que pensa saber a hora certa 

para alguém deixar de viver julga-se 

Todo-Poderoso. (Those who think 

knowing the right time for someone to stop 

living think they are Almighty.) 

17 Há certas circunstâncias em que a 

pessoa tem todo o direito de decidir se 

quer ou não continuar esperando a 

morte. (There are certain circumstances 

in which a person has every right to decide 

whether to continue waiting for death.) 

Há certas circunstâncias em que a 

pessoa tem todo o direito de decidir se 

quer ou não continuar à espera da 

morte. (There are certain circumstances in 

which a person has every right to decide 

whether to continue waiting for death.) 

24 Quem autoriza a morte de um 

parente, na verdade, está querendo 

aliviar sua própria dor. (Those who 

authorize the death of a relative truly 

want to alleviate their own pain.) 

Quem autoriza a morte de um parente, 

na verdade, quer aliviar a sua própria 

dor. (Those who authorize the death of a 

relative truly want to alleviate their own 

pain.) 

25 Se o desligamento da aparelhagem 

artificial não resolver, deve ser 

aplicada uma injeção que adiante a 

Se desligar as máquinas de suporte 

artificial à vida não resolver, deve ser 

aplicada uma injeção que adiante a 
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Item number  Original items of AAEs Adjusted items of aAAEs 

morte do condenado. (If turning off the 

artificial life support machines does not 

solve the problem, an injection must be 

applied to anticipate the death of the 

condemned patient.) 

morte do condenado. (If turning off the 

artificial life support machines does not 

solve the problem, an injection must be 

applied to anticipate the death of the 

condemned patient.) 

26 O sofrimento do doente incurável faz 

parte de sua missão na Terra, por isso 

a eutanásia não deve ser praticada. 

(The suffering of the incurably ill is part 

of their mission on Earth, so euthanasia 

should not be practiced.) 

O sofrimento do doente incurável faz 

parte da sua missão na Terra, por isso a 

eutanásia não deve ser praticada. (The 

suffering of the incurably ill is part of their 

mission on Earth, so euthanasia should not 

be practiced.) 

AAEs: aĴitude about euthanasia scale; aAAEs: adapted aĴitude about euthanasia scale. 

b) Study design and participants 

A questionnaire with a sociodemographic section and a battery of scales was applied to older 
adults (aged≥ 65) with mixed anxiety-depression disorder (ICD-10) with stable co-morbidities (if 
present). All patients were medicated with psychotropic drugs, respecting international prescribing 
guidelines (13th Edition of the Maudsley Prescribing Guidelines in Psychiatry). Patients with 
depressive and anxiety symptoms secondary to non-psychiatric illness, chronic pain and dementia 
were omitted.   

The study was approved by the Ethics Committee of the Senhora da Oliveira Hospital (SOH), 
Guimarães, Portugal (ref. 70/2020). The sample was collected in the Psychogeriatric Unit of the 
Psychiatry Department (PD) between May 7, 2021, and November 30, 2022. 

The PD of SOH has an area of influence of 350,000 inhabitants [27] and includes the following 
services: Outpatient care, Inpatient care, Emergency Service, Daycare Hospital, Liaison Psychiatry, 
Community Psychiatry, and Psychogeriatric. 

The number of patients included (114) aligns with the minimum reported in the literature to 
ensure the stability of the variance-covariance matrix in factor analysis. [28] 

c) Instruments  

Wasserman et al. [20] developed a 10-item scale (wATEs) to measure attitudes towards 
euthanasia, considering six contexts: severe pain, non-recovery, patient's wish, physician's 
authority, active euthanasia, and passive euthanasia. Participants answer using the Likert scale 
response categories of 1) strongly disagree, 2) disagree, 3) undecided, 4) agree, and 5) strongly agree. 
It delineates active and passive euthanasia, no chance for recovery and severe pain, and the patient's 
autonomy and doctor's authority. Higher scores indicate a more favourable attitude towards 
euthanasia in the respective domain. The Cronbach's Alpha of the original study was .87. [20] The 
Portuguese version presented good overall internal consistency (Cronbach's Alpha = .90), [29] 

including in two separate domains, “Decision/Will of the Patient” (α = .94) and “Decision/Evaluation 
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of the Physician” (α = .85) revealing a high internal consistency with values of .94 and .85 respectively. 
[29] In our sample, wATEs also revealed high internal consistency (overall: α = .98; “Patient's 
Decision/Will”: α = .97; “Doctor's Decision/Evaluation”: α = .98). 

The interpersonal reactivity index (IRI) measures empathy and includes four sub-scales: 
perspective taking, which reflects the tendency to adopt the other's points of view; empathic concern, 
which measures the ability to experience feelings of compassion and concern for the other; personal 
discomfort, which assesses feelings of anxiety, apprehension, and discomfort in tense interpersonal 
contexts; and fantasy which assesses the person's propensity to place themselves in fictional 
situations. [30] Responses to each statement/item of the IRI are given by using a 5-level scale ("Does 
not describe me well" = 0; "Describes me very well" = 4; 1, 2, 3 for intermediate answers) and the 
overall quotation results from the average of adding the values of each sub-scale. Higher scores 
indicate a higher capacity, use or intensity of the respective dimension of empathy. The 
Cronbach's' alpha of the Portuguese version (perspective taking = .74; empathic concern = .77; 
personal discomfort = .81; fantasy = .83) was similar to those found with the other versions of IRI. 
[31] In our sample, the Portuguese IRI presented high internal consistency in its four dimensions: 
perspective taking = .94; empathic concern = .84; personal discomfort = .92; fantasy = .89). 

NEO Five-Factor Inventory (NEO-FFI) measures five personality factors (Neuroticism, 
Extraversion, Openness, Agreeableness, and Conscientiousness), with 12 items for each factor. [32] 

Each of the items is measured on a Likert-based scale ranging from 0 (“Strongly Disagree”) to 4 
(“Strongly Agree”). Higher scores in each domain indicate a higher impact of that particular 
personality trait. The Portuguese version of NEO-FFI revealed good reliability with Cronbach’s 
Alpha values (Conscientiousness=.81, Neuroticism = .81, Extraversion = .75, Agreeableness = .72, and 
Openness = .71) related to those reported for the original NEO-FFI. [33] In our sample, the Portuguese 
NEO-FFI presented high internal consistency in four dimensions: Conscientiousness =.84, 
Neuroticism = .93, Extraversion = .86, Agreeableness = .62, and Openness = .86. 

Mini-mental-state (MMS) [34,35] and clock-drawing test (CDT) [36,37] evaluate one´s cognitive 
ability and are closely related to education level, [38,39]  as confirmed by the positive and significant 
correlations between Schooling/ MMS and Schooling/ CDT [Schooling/MMS: r(112) = .48 (p<0.001); 
Schooling/CDT: r(112) = .56 (p<0.001)] in our sample. In the MMS, [34,35] Portuguese scores are as 
follows: possible cognitive decline if MMS ≤22 for subjects from 1 to 11 years of education, ≤27 for 
those with 11 years of education, and ≤15 for illiterate. The CDT uses a 10-point quantitative system 
encompassing three major clock components (circle picturing, numbers writing and clock hands 
drawing). In our study, ten past eleven (11:10) was used as a reference, as recommended by several 
authors [40,41] Scores ≤ 6 were considered abnormal. [36,37,39]  

 
d) Statistical analysis  

Analyses were performed using the statistical software SPSS (IBM SPSS Inc.). The categorical 
variables were described by absolute and relative frequencies, n (%). The quantitative variables 
presented deviations from the normal distribution and were described by median and interquartile 
interval, Med [1stQ, 3rdQ]. The normality of quantitative variables was evaluated by visual 
inspection of the respective histograms. Correlations were calculated using the Spearman correlation 
coefficient, r. Values of p ≤ 0.05 were considered significant. 

Internal structure, reliability, and construct validity were analysed to validate the aAAEs for 
Portuguese older adults. 

An exploratory factor analysis was performed to access the scale's internal structure, following 
the procedure adopted in the original article. [22] First, and to assess the suitability of the sample for 
use in the analysis, both the Keiser-Meyer-Olkin (KMO) measurement and BartleĴ's sphericity test 
were conducted. Then, factor extraction was performed using the principal component analysis 
method with Varimax (orthogonal) rotation. Kaiser's method (keep factors with eigenvalues greater 
than 1), the percentage of explained variance higher than 5%, and the interpretation of the scree plot 
flaĴening point were considered to decide the number of factors to retain. The results are reported 
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regarding factor loadings for each item and item communalities, the laĴer describing the proportion 
of the item's variance explained by the factor(s) retained. [42] 

The scale's reliability was studied through internal consistency, measured by Cronbach's alpha 
(α) coefficient. [43] Cronbach’s alpha measures the interrelation between items of a one-dimensional 
scale or subscale, and values between .7 and .9 are acceptable. [44,45] The mean of the correlations 
between items should be between .15 and .5 to ensure they assess the same construct and are not 
redundant (Clark & Watson, 1995). Each item must correlate with the total of the construct (item-total 
corrected correlation) with values between .3 and .7. [44] Effects of 'ceiling' or 'floor' are present when 
more than 15% of respondents reach the theoretical maximum or minimum of the scale, respectively. 
Therefore, these effects limit the scale's validity and should be verified. [46] 

Several studies found a more favourable aĴitude towards euthanasia in individuals with beĴer 
empathic skills, [47,48] higher educational levels [49,50] and some personality traits, [17,49,51] like 
openness to experience and agreeableness. Thus, to test these hypotheses in our sample and to verify 
the construct validity [52] of the aAAEs, correlations were calculated between aAAEs and the IRI, 
[30,31] which measures empathy, the NEO-FFI, [32,33] which assesses the emotional, behavioural 
and cognitive tendencies of the individuals in five significant categories of personality traits, and 
MMS [34,35] and CDT [36,37] to evaluate education-related cognitive performance. [38,39] 
Furthermore, the correlation with wATEs, [20] already validated for the Portuguese population, [29] 
was also tested to verify the equivalence of measures. 

Hospital Anxiety and Depression Scale (HADS), [53,54] MARS Therapy Adherence Scale (TAS) 
[55,56] and Barthel index (BI) [57,58] were also used to assess depression and anxiety, therapeutic 
adherence and level of independence for daily life activities, respectively. 

3. Results 
One hundred fourteen patients medicated with antidepressants participated in the study (Table 

2). The group consisted mainly of women (76.3%), and the mean age was 73 (average ± SD, min-max: 
73.01 ± 5.32, 65-91) years old. Most were married (60.5%), and 76.3% of the household included two 
or more people. 81.6% had four years of schooling or less. Most were catholic (97.4%) and retired 
(98.2%). Psychometric assessment (Table 3) revealed that most patients presented mild depressive 
and anxiety symptoms (HADS), normal cognitive performance (as shown by MMS and CDT scores), 
good therapeutic adherence (MARS) and were fully independent for daily life activities (BI). 

Table 2. SOCIODEMOGRAPHIC DESCRIPTIVE ANALYSIS (N=114). 

Variable Descriptive 

Gender, n (%)  

Woman 87 (76.3) 

Man 27 (23.7) 

Age(years), average ± SD, min-max 73.01 ± 5.32, 65-91 

Schooling years, n (%)  

0 7 (6.1) 

1 2 (1.8) 

2 1 (0.9) 

3 13 (11.4) 

4 70 (61.4) 

6 5 (4.4) 

7 1 (0.9) 

8 1 (0.9) 

9 3 (2.6) 

11 2 (1.8) 
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Variable Descriptive 

12 4 (3.5) 

15 2 (1.8) 

16 1 (0.9) 

17 2 (1.8) 

 

Grouped schooling (for MMS), n(%) 
 

illiterate (0 years) 7 (6.1) 

1 to 11 years 98 (86) 

>11 years 9 (7.9) 

Civil status, n (%)  

Married 69 (60.5) 

Divorced 12 (10.5) 

Single 7 (6.1) 

Widow 26 (22.8) 

Religion, n (%)  

Catholic 111 (97.4) 

Jehovah witness 2 (1.8) 

Agnostic 1 (0.9) 

Profession, n (%)  

Self-employed 1 (0.9) 

Manager 1 (0.9) 

Retired 112 (98.2) 

Household size, n (%)  

1 27 (23.7) 

2 51 (44.7) 

3 25 (21.9) 

4 7 (6.1) 

5 2 (1.8) 

6 1 (0.9) 

11 1 (0.9) 
MMS: mini-mental-state. 

Table 3. DESCRIPTIVE ANALYSIS of the SCALES (N=114). 

Scales and subscales Descriptive 

HADS Depression, med (IQI), min-max 9 (6; 10), 0 -15 

HADS Depression, n(%)  

0 a 7 - asymptomatic  34 (29.8) 

8 a 10 – mild depression  67 (58.8) 

11 a 14 – moderate depression  11 (9.6) 

15 a 21 – severe depression 2 (1.8) 
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HADS anxiety, med (IQI), min-max 8 (5; 10), 1 -19 

HADS anxiety, n(%)  

0 a 7 - asymptomatic  35 (30.7) 

8 a 10 – mild anxiety  54 (47.4) 

11 a 14 – moderate anxiety  22 (19.3) 

15 a 21 – severe anxiety 3 (2.6) 

MMS, med (IQI), min-max 

 

28 (26; 29), 11 -30 

  

  MMS (without cognitive deficit), n(%) 

  MMS (with cognitive deficit:), n(%) 

      

             109 (95.6) 

illiterate ≤ 15  1 (0.9) 

 1 to 11 years of schooling ≤ 22 4 (3.5) 

Schooling years higher than 11 ≤ 27 0 (0) 

 

CDT, med (IQI), min-max 

 

9 (7; 9.5), 1 -10 

CDT, n(%)  

Normal (>6) 89 (78.1) 

Cognitive deficit (≤6) 25 (21.9) 

 

MARS, med (IQI), min-max 

 

9 (7; 9), 0 -10 

MARS, n(%)  

No adherence: < 4 1 (0.9) 

Partial adherence: 4 a 7  28 (24.6) 

Good adherence: > 7 85 (74.6) 

 

BI, med (IQI), min-max 

 

100 (100; 100), 70 -100 

BI, n(%)  

0-20: total dependence  0 (0) 

21-60: severe dependence  0 (0) 

61-90: moderate dependence  6 (5.3) 

91-99: very mild dependence 10 (8.8) 

100: full independence 98 (86) 

Note: SD-standard deviation; min-minimum; max-maximum; med-median; IQI – interquartile interval [1stQ; 
3rdQ]; HADS: hospital anxiety and depression scale; MMS: mini-mental-state; CDT: clock drawing test; MARS: 
medication adherence rating scale; BI: Barthel index. 

4. Validation of aAAEs 

a) Validation of the internal structure 

Data revealed good adequacy to a factorial analysis through the measure KMO=0.96, having 
rejected the hypothesis of correlation matrix equal to identity by BartleĴ's test of sphericity (df=325; 
p<.001). 
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After extracting the factors, it was found that only two resulted in an eigenvalue greater than 1. 
The first factor alone explains about 72% of the total data variability, and the second explains 4.5%. 
Since the second factor accounted for less than 5% of the explained variance, retaining only the first 
factor is appropriate. The visual analysis of the scree plot corroborates this. As two of the three criteria 
support the retention of only one factor, we propose this factorisation (Table 4). The commonalities 
for the 26 observed variables ranged from .47 to .89, with a mean value of .72. The variable with the 
highest commonality was Item 19 (.89), which suggests it is a strong indicator of the construct being 
measured. The variable with the lowest communality was Item 1 (.48), which may suggest that it is 
less strongly related to the underlying factor. However, all commonalities were within an acceptable 
range and provided evidence of good measurement quality for the observed variables. 

Table 4. FACTOR LOADINGS of the 26 ITEMS of the ADAPTED ATTITUDE ABOUT EUTHANASIA 
SCALE (aAAEs) in the ONE-FACTOR SOLUTION EXTRACTED by the PRINCIPAL 
COMPONENTS’ METHOD (N=114). 

aAAEs Item 
Factor 

Loading 

1. É um absurdo manter uma pessoa em vida vegetativa através de 

aparelhos artificiais. (It is absurd to maintain a person in a vegetative life 

through artificial devices.) 

 

.69 

2. Se existem condições para manter vivo um doente com recursos 

artificiais, mesmo que por tempo indefinido, não se deve praticar a 

eutanásia. (If there are conditions to keep a patient alive with artificial 

resources, even for an indefinite time, euthanasia should not be practiced.) 

.85 

3. Não hesitaria em abreviar, sem dor nem sofrimento, a vida de um 

doente reconhecidamente condenado. (I would not hesitate to abbreviate, 

without pain or suffering, the life of an admittedly condemned patient.) 

.73 

4. A prática da eutanásia é uma violência camuflada. (The practice of 

euthanasia is a camouflaged violence.) 

 

.85 

5. A eutanásia é um direito do Homem. (Euthanasia is a right of 

Humankind.) 

 

.88 

6. O Homem não deve ter o direito de abreviar a vida de outro, nem 

para poupá-lo de sofrimentos maiores que o levarão irremediavelmente 

à morte. (Humankind should not have the right to abbreviate the life of another, 

not even to spare them from greater suffering that will irremediably lead to 

death.) 

.81 

7. Não me sentiria culpado permitindo a eutanásia de um dos meus 

familiares que estivesse desenganado e a sofrer terrivelmente. (I would 

not feel guilty allowing the euthanasia of one of my family members with 

hopeless and terrible suffering.) 

.80 

8. É cobardia optar pela eutanásia. (It is cowardice to choose euthanasia.) 

 
.80 
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9. A eutanásia deve ser praticada em situações definidas, simplesmente, 

por razões humanitárias. (Euthanasia should be practiced in defined 

situations, simply for humanitarian reasons.) 

.86 

10. Deve-se manter o doente incurável, o tempo que for preciso, apenas 

com paliativos em vez de lhe abreviar a morte. (The incurable patient 

should be maintained, for as long as necessary, only with palliative care instead 

of abbreviating their death.) 

.88 

11. Abreviar com a morte os sofrimentos de alguém que se ama é, antes 

de tudo, um ato de humanidade. (Abbreviating the suffering of someone 

you love with death is, above all, an act of humanity.) 

.93 

12. A família que realmente ama o doente nunca autoriza a eutanásia. 

(The family that really loves the patient never authorizes euthanasia.) 

 

.82 

13. Uma legislação especial permitindo a prática a eutanásia seria uma 

conquista da humanidade. (A special legislation allowing the practice of 

euthanasia would be an achievement of humanity.) 

.90 

14. Aquele que pensa saber a hora certa para alguém deixar de viver 

julga-se Todo-Poderoso. (Those who think knowing the right time for 

someone to stop living think they are Almighty.) 

.82 

15. Se o doente não está mais lúcido e a família assumir a decisão, a 

eutanásia deve ser praticada. (If the patient is no longer lucid and the family 

assumes the decision, euthanasia should be practiced.) 

.84 

16. Por motivos vários não deve haver uma legislação especial 

permitindo a prática da eutanásia. (For various reasons, there should be no 

special legislation allowing the practice of euthanasia.) 

.86 

17. Há certas circunstâncias em que a pessoa tem todo o direito de 

decidir se quer ou não continuar à espera da morte. (There are certain 

circumstances in which a person has every right to decide whether to continue 

waiting for death.) 

.84 

18. O direito de vida e o direito de morte escapam, sob qualquer 

circunstância, ao âmbito de decisão do Ser Humano. (The right to life and 

the right to death escape, under any circumstances, the scope of decision of the 

Human Being.) 

.89 

19. Ter direito à eutanásia é ter direito a uma morte digna. (Having the 

right to euthanasia is having the right to a dignified death.) 

 

.94 

20. Praticar a eutanásia é matar por amor, mas não deixa de ser 

assassinato. (Practicing euthanasia is killing for love, but it is still murder.) 

 

.89 
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21. É um crime manter um ser humano em vida puramente vegetativa. 

(Keeping a human being in a purely vegetative life is a crime.) 

 

.74 

22. A eutanásia não se aplica a nenhum caso, pois cada doente reage de 

forma diferente a uma mesma doença. (Euthanasia does not apply to any 

case, as each patient reacts differently to the same disease.) 

.90 

23. Uma legislação especial permitindo a prática da eutanásia deveria 

ser ampla, abrangendo o maior número de casos incuráveis e fatais. 

(Special legislation allowing the practice of euthanasia should be broad, 

covering the greatest number of incurable and fatal cases.) 

.91 

24. Quem autoriza a morte de um parente, na verdade. quer aliviar a 

sua própria dor. (Whoever authorize the death of a relative truly want to 

alleviate their own pain.) 

.75 

25. Se desligar as máquinas de suporte artificial à vida não resolver, 

deve ser aplicada uma injeção que adiante a morte do condenado. (If 

turning off the artificial life support machines does not solve the problem, an 

injection must be applied to anticipate the death of the condemned patient.) 

.89 

26. O sofrimento do doente incurável faz parte da sua missão na Terra, 

por isso a eutanásia não deve ser praticada. (The suffering of the incurably 

ill is part of their mission on Earth, so euthanasia should not be practiced.) 

.90 

Data indicated adequate internal consistency of the aAAEs total scale: a Cronbach's alpha of .93, 
mean item-item correlation of 2.7 (ranging from 1.91 to 3.15); corrected item-total correlations 
between .67 and .94 and no “floor” or “ceiling” effects.  

b) Construct validity  

The original studies of AAEs focused only on the association between the aĴitude toward 
euthanasia and religious beliefs or the aĴitude towards euthanasia of certain professional groups, 
specifically doctors and lawyers. [59] Later studies have found relations between empathic skills, 
[47,48] personality [17,49,51] and educational level [49,50] and the individuals’ aĴitude towards 
euthanasia. 

In this study, significant positive correlations of aAAEs were found with both dimensions of 
wATEs - “Patient's Decision/Will” [r(112) =0.90; p<.001] and “Doctor's Decision/Evaluation” [r(112) 
=.83; p<.001]; the IRI perspective taking [r(112)=.76; p<.001], empathic concern [(r(112)=.32; p<.001] 
and fantasy [r(112)=.38; p<.001] domains, the MMS [r(112)=.29; p=.002] and CDT [r(112)=.25; p=.007] 
and with the NEO-FFI openness to experience [r(112)=.23; p=.013], agreeableness [r(112)=.22; p=.017] 
and conscientiousness [r(112)=.29; p=.002] domains. Likewise, a significant negative correlation of 
AAEs was found with the IRI personal discomfort [r(112)=-.20; p=.033] domain. 

These results indicate the instrument's construct validity in this group of patients. 

5. Discussion 
In May 2023, the Portuguese parliament decriminalised eutanásia. [60] Self-determined adults 

can request it in a situation of great suffering and with definitive injury of extreme severity or 
incurable illness ("life-threatening disease"). Furthermore, medically assisted death can only occur by 
euthanasia when medically assisted suicide is impossible due to the patient's physical incapacity. The 
law neither lists any diseases nor explicitly excludes psychiatric disorders from euthanasia. 
Nevertheless, as mentioned earlier, mental disorders present specific problems related to the 
subjectivity of unbearable suffering and the daily clinical consideration of refractory disease. This is 
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particularly troublesome in older adults, where ageing-related issues, illiteracy and psychosocial 
frailties are prominent. Several Portuguese older adults with four years of schooling or less have 
minimal reading or writing skills, with some only knowing how to sign their name and many unable 
to perform 'simple' digital tasks like handling a smartphone or texting. [61] In addition, people lose 
much of their autonomy when they grow old and fragile, being increasingly inclined or forced to 
leave decisions to others, [62] which may compromise free and informed decisions. Thus, research 
addressing potential circumstances and factors that might influence aĴitudes towards euthanasia is 
of the utmost importance, particularly in older adults. In Portugal, depressive and anxiety disorders 
appear in the sixth and ninth position, respectively, of the ten top causes of disability-adjusted life 
years [63] and the estimated prevalence of anxiety among older adults is 9.6% and depression is 
11.8%. [64] Therefore, we prioritise addressing these disorders, especially when Portugal faces a 
dramatic demographic winter. [65] Several studies have been trying to understand how empathy, 
[47,48] personality traits, [17,49,51]  education, [49,50] or loneliness [50,66,67] affect one's judgment 
of unbearable suffering and aĴitudes toward euthanasia. However, the variety of the methodology 
used and the absence of similar measure’ tools hinder the comparison between studies and 
compromise a beĴer understanding of the phenomenon. AAEs, [22] which objectively assesses a 
group of individuals’ opinions regarding euthanasia and allows cross-cultural comparisons, is a 
psychometric tool that can aid in overcoming those limitations. Its use in comparative analysis will 
help to clarify differences regarding the aĴitudes towards euthanasia, allowing for tailored legislation 
and health and public policies to be implemented. Also, understanding how the overall aĴitude 
towards euthanasia relates to psychiatric disorders severity, suicidal ideation, psychosocial factors, 
personality traits, educational level, and ageing-related issues will contribute to targeted prevention 
and treatment strategies, enhancing people's autonomy, well-being and quality of life. 

The complete form of the original AAEs was validated with eight samples and used in research 
[22,68] with highly satisfactory results. In our study, aAAEs proved to be a valid and reliable 
instrument for evaluating the aĴitude toward euthanasia in older adults with mixed anxiety-
depressive disorder, with a good representation of all items by the single extracted factor (in the 
unifactorial solution, the commonality varied between 0.47 and 0.89). 

Regarding construct validity, statistically significant correlations were found between aAAEs 
and IRI, some NEO-FFI domains, MMS and CDT, indicating that a more favourable tendency towards 
euthanasia is associated with higher perspective taking, empathic concern and fantasy capacities, 
lower personal discomfort, personality traits of openness to experience, agreeableness and 
conscientiousness and higher education. These results align with several findings from other studies 
where the same variables (empathy, [47,48] personality [17,49,51] and education [49,50]) were 
considered. Furthermore, the significant positive correlation between aAAEs and both dimensions 
of wATEs, that is, between two different scales that measure the same variable, adds value to 
construct validity and suggests equivalence of measures. [42,69] 

Our research not only makes cross-culturally adapted and validated AAEs available, allowing 
for immediate comparisons between Brazilian and Portuguese older adults with a mixed anxiety-
depressive disorder, but it also contributes to characterising its factor structure.  

Some limitations should be noticed in our study. Firstly, because the participants were selected 
by convenience (older adult patients of the Psychogeriatric Department), obeying the inclusion 
criteria, the sample may not be representative of the elderly Portuguese population. Secondly, 
although the number of participants followed the recommended minimum for such studies, [70] large 
samples are advised for reducing measurement errors and producing generalisable results for the 
population. Finally, the consistency of AAEs across time (test-retest reliability) still needs to be 
explored. This can be particularly interesting in clinical practice when following up with patients. 
Thus, future works should address its temporal consistency.  

Novel strategies, such as Complex Dynamic Systems Theory (CDST), an emerging research 
approach, can be considered in future studies. It provides formulas for examining non-linear, 
multifaceted elements, behaviours or phenomena (e.g., euthanasia) and allows the identification of 
factors that influence them. [71] In fact, the CDST framework has proven to be appropriate for 
analysing factors which may be in a state of flux and change with even subtle variations of contexts, 
as can happen in the aĴitude towards euthanasia. 
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6. Conclusions 
The AAEs presented good internal consistency and construct validity, and the exploratory factor 

analysis proposes a one-factor structure of the instrument. Hence, its use in research should be 
extended to several age groups and diseases. Furthermore, additional transcultural validations 
should be encouraged. A beĴer understanding of the aĴitude towards euthanasia in several seĴings 
and cultures will allow the implementation of tailored legislation and health strategies.  
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