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LEGALIZING ASSISTED SUICIDE — VIEWS OF PHYSICIANS IN OREGON
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Abstract

 

Background.

 

Since the Oregon Death with
Dignity Act was passed in November 1994, physicians in
Oregon have faced the prospect of legalized physician-
assisted suicide. We studied the attitudes and current
practices of Oregon physicians in relation to assisted su-
icide.

 

Methods.

 

From March to June 1995, we conducted a
cross-sectional mailed survey of all physicians who might
be eligible to prescribe a lethal dose of medication if the
Oregon law is upheld. Physicians were asked to com-
plete and return a confidential 56-item questionnaire.

 

Results.

 

Of the 3944 eligible physicians who re-
ceived the questionnaire, 2761 (70 percent) responded.
Sixty percent of the respondents thought physician-assist-
ed suicide should be legal in some cases, and nearly half
(46 percent) might be willing to prescribe a lethal dose of
medication if it were legal to do so; 31 percent of the re-
spondents would be unwilling to do so on moral grounds.

Twenty-one percent of the respondents have previously
received requests for assisted suicide, and 7 percent have
complied. Half the respondents were not sure what to pre-
scribe for this purpose, and 83 percent cited financial pres-
sure as a possible reason for such requests. The respond-
ents also expressed concern about complications of
suicide attempts and doubts about their ability to predict
survival at six months accurately.

 

Conclusions.

 

Oregon physicians have a more favor-
able attitude toward legalized physician-assisted suicide,
are more willing to participate, and are currently partici-
pating in greater numbers than other surveyed groups of
physicians in the United States. A sizable minority of phy-
sicians in Oregon objects to legalization and participation
on moral grounds. Regardless of their attitudes, physi-
cians had a number of reservations about the practical
applications of the act. (N Engl J Med 1996;334:310-5.)
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I

 

N November 1994, Oregon became the first state to
legalize physician-assisted suicide when voters ap-

proved a ballot initiative, the Oregon Death with Dig-
nity Act.

 

1

 

 Implementation of the measure, however, was
quickly barred by an injunction. In August 1995, a fed-
eral district judge ruled the measure unconstitutional
because it failed to offer terminally ill persons the same
protections against suicide afforded the majority.

 

2

 

 The
ruling is currently under appeal.

If enacted, the Oregon law will allow an attending
physician to prescribe a lethal dose of medication re-
quested by a terminally ill patient for self-administra-
tion.

 

1 

 

Only competent adult residents of Oregon who
are expected to live less than six months are eligible.
The law specifies that the patient must make two oral
requests and one written request during a 15-day peri-
od. A second physician must confirm the diagnosis, the
patient’s decision-making capacity, and the voluntary
nature of the request. Referral to a mental health pro-
fessional is required if the patient’s judgment appears
to be influenced by depression or some other mental
disorder. The physician must ask the patient to disclose
the decision to family members, but the patient may
refuse to do so. Physicians must report their participa-
tion in assisted suicide to the state health division, but
they are protected from professional and legal liability.

Although there is growing public acceptance of as-
sisted suicide,
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 many professional organizations remain

opposed to it.
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 Surveys reveal, however, that practicing
physicians are divided on the issue. In U.S. studies, 31 to
54 percent of physicians polled have expressed neutral
or positive attitudes toward legalizing physician-assist-
ed suicide or euthanasia.

 

7-10

 

Since the 1994 election, physicians in Oregon have
faced the strong possibility of practicing in the first
state where physician-assisted suicide is legal. We con-
ducted a survey of physicians who would be eligible to
prescribe a lethal dose of medication under the new
law. Our objectives were to describe the personal and
professional characteristics associated with particular
attitudes toward physician-assisted suicide; current
practices in the care of terminally ill patients, including
responses to requests for assisted suicide and interac-
tion with other health care professionals; and practical
issues of concern in implementing the Oregon Death
with Dignity Act.

 

M

 

ETHODS

 

The study was designed as a cross-sectional mailed survey. We pur-
chased a list of all licensed physicians practicing in Oregon from the
Oregon State Board of Medical Examiners (BME) in November 1994.
The Oregon Death with Dignity Act defines an attending physician as
“the physician who has primary responsibility for the care of the pa-
tient and treatment of the patient’s terminal disease.” For the purpose
of the study, we defined “attending physicians” as all physicians in
Oregon licensed in the following specialties: internal medicine, family
practice, general practice, neurology, gynecology, therapeutic radiol-
ogy, and surgery.

We developed a questionnaire after reviewing earlier surveys

 

7-16

 

and issues raised during debates about the Oregon initiative and
plans for its implementation. The questionnaire was reviewed by a na-
tional panel of experts in bioethics and survey research, then tested
in a pilot study with a sample of 65 Oregon physicians randomly se-
lected from the BME list of physicians in the specialties noted above.

The questionnaire contained 56 questions. The characteristics of
the respondents were determined by 28 closed-ended questions. Atti-
tudes and practices were determined by the degree of agreement with
27 statements, based on a five-point scale. Information about the
medications that respondents would prescribe was elicited with an
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open-ended question. To be consistent with the language of the Ore-
gon Death with Dignity Act, we defined participation in physician-
assisted suicide as writing a prescription for a lethal dose of medica-
tion (“lethal prescription”) that a terminally ill patient intends to use
to end his or her life.

After the study had been approved by the Oregon Health Sciences
University Human Subjects Committee, the survey was mailed to the
4046 eligible physicians on March 31, 1995. A reminder was mailed
two weeks later, followed by a second questionnaire mailed to nonre-
sponders one month after the initial mailing. All responses received
before July 1, 1995, were included in the analysis. The physicians were
assured that their responses would be confidential and anonymous.
The questionnaire contained no numbers or other information that
could link the responses to specific persons. Nonresponders were
tracked by the use of code numbers preprinted on return envelopes.
When each questionnaire was returned, a research assistant immedi-
ately removed it from the envelope, logged in the code number on the
envelope, and then destroyed the envelope. The questionnaires were
then assigned consecutive identification numbers for the purpose of
analysis.

 

Statistical Analysis

 

Responses were entered into the computer with an Optical Mark
Reading scanner (OpScan 5 with Scantools software; National Com-
puter Systems, Edina, Minn.). Data entry was verified manually on a
randomly selected set of 5 percent of the questionnaires, and no scan-
ning errors were detected.

Statistical analyses were performed with version 6.09 of the Statis-
tical Analysis System software and JMP 3.1 Statistical Software (SAS
Institute, Cary, N.C.). After assessing the frequencies, we collapsed
the Likert-scale ratings into three categories: strongly disagree or dis-
agree, neutral, and agree or strongly agree. On the basis of discus-
sions with religious leaders in our state, religious denominations were
categorized as Catholic, Protestant, other Christian, Jewish, and other
non-Christian. Differences between subgroups of physicians defined
on the basis of characteristics, attitudes, and practices were assessed
with the use of chi-square tests and analyses of variance as appropri-
ate. We used univariate and multiple-logistic-regression modeling to
analyze associations between characteristics of the physicians and
their attitudes toward assisted suicide.

 

R

 

ESULTS

 

Characteristics of the Physicians

 

Of the 4046 physicians sent questionnaires, 102 were
ineligible for the survey: 52 had moved out of state,
36 had stopped practicing in the designated specialty
and had begun to practice in an excluded specialty,
8 had left no forwarding address, and 6 had died. Of the
remaining 3944 physicians, 2761 (70 percent) returned
the questionnaire. The demographic and professional
characteristics of the responding physicians are shown in
Table 1. Their mean age was 47 years, and most (82 per-
cent) were men. Ninety percent of the respondents had
completed training and were in practice at the time of
the survey, and in the preceding year, 81 percent had
cared for at least one patient with a life expectancy of
less than six months. On the basis of a comparison
with 1993 Oregon BME data, the sample was represen-
tative of physicians in Oregon in terms of age, sex,
years since graduation from medical school, and spe-
cialty distribution.

 

Attitudes toward Assisted Suicide

 

The statement that competent, terminally ill patients
have a right to commit suicide was endorsed by 73 per-

cent of the respondents (Fig. 1). Sixty-six percent said
that physician-assisted suicide would be ethical in some
cases, and 60 percent said it should be legal in some cas-
es. Approximately a third of the respondents agreed
with the statements that physician-assisted suicide would
be immoral (33 percent), would violate professional eth-
ics (34 percent), and would violate personal religious be-
liefs (30 percent). Most respondents thought that some
patients might request physician-assisted suicide be-
cause of concern about being a burden to others (93
percent) or financial pressure (83 percent). A minority
of the respondents (29 percent) thought that legalizing
physician-assisted suicide could result in lethal overdos-
es being given to patients without their consent.

Most of the physicians (73 percent) indicated that if

 

*Not all respondents answered every question. Percentages may not
sum to 100 because of rounding.

†Other specialties included therapeutic radiology and unclassifiable
subspecialties.

‡Other practice settings included hospice programs, nursing homes,
home-based practice, rehabilitation programs, and nonclinical settings.

§Other non-Christian affiliations included Unitarian, Muslim, Buddhist,
Hindu, Sufi, Taoist, Bahai, and miscellaneous sects.

¶Other Christian affiliations included Mormon, Quaker, Eastern Ortho-
dox, Church of Christ, and nondenominational Christian churches.

 

Table 1. Characteristics of 2761 Physicians in Ore-
gon Who Responded to the Survey of Attitudes

toward Physician-Assisted Suicide.

 

*

 

C

 

HARACTERISTIC

 

V

 

ALUE

 

Age — yr
Mean 

 

�

 

SD
Range

47

 

�

 

11
25–90

Years since graduation from medical school
Mean 

 

�

 

SD
Range

20

 

�

 

12
1–69

Sex — no. (%)
Male
Female

2255 (82)
497 (18)

Current professional activity — no. (%)
In practice full or part time
In training
Retired

2472 (90)
183 (7)
91 (3)

Cared for terminally ill patients in past year
— no. (%)

Yes
No

2240 (81)
423 (15)

Specialty — no. (%)
Internal medicine
Family practice
Surgery
Gynecology
General practice
Neurology
Other†

978 (35)
641 (23)
597 (22)
270 (10)
113 (4)
100 (4)
56 (2)

Practice setting — no. (%)
Office-based
Hospital-based
Other‡

2067 (75)
508 (18)
112 (4)

Practice locale — no. (%)
Large city (population, 

 

�

 

250,000) 
or suburb

Medium-size city (25,000–250,000)
Rural or small town (

 

�

 

25,000)

1340 (49)

717 (26)
659 (24)

Religious affiliation — no. (%)
Protestant
Catholic
Jewish
Other non-Christian§
Other Christian¶
None

1177 (43)
384 (14)
202 (7)
128 (5)
101 (4)
743 (27)
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physician-assisted suicide were legal, they would either
refer a patient who requested a prescription for a lethal
dose of medication to a willing provider or comply with
the request personally after exploring the patient’s ar-
eas of concern and therapeutic alternatives. A total of
1257 physicians (46 percent) responded that in some
cases, they might be willing to prescribe a lethal dose
of medication for a terminally ill patient if it were legal
to do so (Table 2). Another 52 percent indicated that they
would not be willing to prescribe a lethal dose because
of moral objections (31 percent) or for other reasons
(21 percent). One hundred twelve physicians (4 per-
cent) responded that they would immediately inform
the patient that they could neither write the prescrip-
tion nor refer the patient to a physician who would be
willing to do so, whereas 580 (21 percent) stated that
they would explore the patient’s areas of concern and
other therapeutic alternatives before so informing the
patient.

 

Characteristics Associated with Attitudes toward Assisted 
Suicide

 

The characteristics of the physicians who might be
willing to participate in physician-assisted suicide, if it
were legal to do so, were compared with the character-
istics of those who would not be willing to participate
(Table 3). These characteristics were then added to a
multiple-logistic-regression model that included the fol-
lowing variables: religious affiliation (reference catego-

ry, Protestant), specialty (reference category, internal
medicine), size of practice locale (reference category,
large city or suburb), age, and sex. Variables signifi-
cantly associated with a willingness to participate in phy-
sician-assisted suicide included Jewish affiliation (odds
ratio, 2.94; 95 percent confidence interval, 2.10 to 4.11),
no religious affiliation (odds ratio, 2.87; 95 percent con-
fidence interval, 2.34 to 3.53), other non-Christian af-
filiation (odds ratio, 1.92; 95 percent confidence inter-
val, 1.29 to 2.85), and age (a 13 percent increase in
willingness to participate for each 10-year increase in
age). An unwillingness to participate in physician-as-
sisted suicide was associated with a Catholic affiliation
(odds ratio for willingness, 0.43; 95 percent confidence
interval, 0.32 to 0.57) or other Christian affiliation
(odds ratio for willingness, 0.32; 95 percent confidence
interval, 0.18 to 0.56) and a small-town or rural locale
(odds ratio for willingness, 0.67; 95 percent confidence
interval, 0.53 to 0.84). Sex, specialty, and whether or
not the respondent cared for terminally ill patients were
not significant predictors of the willingness to partici-
pate in physician-assisted suicide.

 

Practical Issues of Concern

 

The 1874 physicians who were not morally opposed
to physician-assisted suicide were asked about practi-
cal issues of concern regarding writing a prescription
for a lethal dose of medication (Fig. 2). Fifty-three per-
cent of the respondents were concerned that the pa-
tient’s family might sue, and 51 percent were concerned
about the possible harm if an attempt failed or a com-
plication developed. Some respondents were concerned
that someone other than the patient might use the pre-
scription (33 percent) or that writing it might violate
federal laws governing the prescription of drugs (25
percent), jeopardize their license to practice in another
state (23 percent), or lead to sanctions by hospitals (24
percent) or ostracism by colleagues (25 percent).

A total of 1375 physicians (50 percent) were not con-
fident that they could predict that a patient had less
than six months to live. Moreover, 761 (28 percent) in-
dicated that they were not confident they could recog-

 

Figure 1. Attitudes of 2761 Oregon Physicians toward Physi-

Patients may request because of
concern about being a burden

Patients may request because of
financial pressure

Competent, terminally ill patients
have the right to commit suicide

Would be ethical in some cases

Should be legal in some cases

Personal experiences have
made me more supportive

Would be immoral

Oregon measure has enough safe-
guards to protect vulnerable people

Could lead to giving overdoses
 to patients without their consent

0 20 40 60 80 100

Respondents (%)

Agree Neutral Disagree

 

cian-Assisted Suicide.

 

*A total of 52 physicians wrote in other responses, and 23 did
not respond to this item. Not all respondents answered every
question. Percentages do not sum to 100 because of rounding.

 

Table 2. Willingness to Write a Prescription
for a Lethal Dose of Medication Requested
by a Terminally Ill Patient, If Physician-Assist-

ed Suicide Were Legal.

 

*

 

P

 

OSITION

 

P

 

HYSICIANS

 

 
W

 

HO

 

 A

 

GREE

 

no. (%)

 

I might be willing in some cases 1257 (46)

I would not be willing
Morally opposed
Not morally opposed but unwilling for 

other reasons

854 (31)
575 (21)
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nize depression in a patient who requested a prescrip-
tion for a lethal dose of medication.

 

Current Practices

 

A total of 570 respondents (21 percent) said that they
had been asked for a prescription for a lethal dose of
medication within the preceding year (Table 4), and 187
(7 percent) stated that they had written such a prescrip-
tion before the passage of the Oregon measure. Most
of these physicians (124) stated that the patients for
whom they had written the prescriptions had taken the
medication.

Half the respondents (1385) stated that they were
not sure what drug they would prescribe. The drugs
specified by 174 physicians included barbiturates, nar-
cotics, metabolic poisons, and tricyclic antidepressants
alone or in combination with benzodiazepines, alco-
hol, cardiac medications, or muscle relaxants. A total of
2369 respondents (86 percent) asserted that legaliza-
tion of assisted suicide would have no effect on the way
in which they prescribe pain medication for terminally
ill patients.

A total of 759 respondents (27 percent) had dis-
cussed a patient’s request for a lethal prescription with
another physician, a nurse, a social worker, or a mem-
ber of the clergy. A majority (1681, or 61 percent) be-
lieved other providers should be informed only at the
patient’s request, although 874 (32 percent) thought
other providers have the right to know, whether the
patient agrees or not. A total of 149 physicians had
been approached by other professionals in the preced-
ing year to discuss a patient’s request for a lethal pre-
scription.

 

D

 

ISCUSSION

 

The high response rate (70 percent) in this survey at-
tests to the importance of this topic to physicians in
Oregon, who have practical issues about legalizing phy-
sician-assisted suicide. The results reveal a greater ac-
ceptance of physician-assisted suicide among Oregon
physicians than among other groups of physicians in
previous U.S. studies. Sixty percent of doctors in Ore-
gon believe that physician-assisted suicide is ethical
and should be legal in some cases, and nearly half
might be willing to write a prescription for a lethal dose
of medication if it were legal to do so. This support for
the concept of assisted suicide, however, is counterbal-
anced by concern about its practical application. Strik-
ingly, 50 percent of the respondents were not sure what
they would prescribe if they decided to comply with a
patient’s request for a lethal dose of medication. This
uncertainty raises grave questions about the potential
for incomplete suicides in the absence of reliable pre-
scribing information. Currently, there are no published
data on the effectiveness of drugs and doses when used
orally as the sole means of committing suicide. In Or-
egon, only the Hemlock Society has stepped forward as
a potential resource for pharmaceutical information.

The Oregon Death with Dignity Act would not require
a physician to be present when the patient takes the
medication and would forbid the administration of a le-
thal injection if ingestion of the medication does not re-
sult in death. In contrast, both in the Netherlands and
in Australia’s Northern Territory, physicians are ex-
pected to be present at the time the patient ingests the
medication and are permitted to administer a lethal in-
jection if the oral dose does not result in death.

 

17,18

 

 The
results of our survey suggest that inadequate consider-
ation has been given to these issues to date.

Most of the respondents believe that at times pa-
tients are motivated to request assisted suicide because
of financial pressure or fear of becoming a burden to
loved ones. It has been argued that in the United
States, unlike Australia and the Netherlands, which
have national health insurance, patients who are unable
to pay for their medical care may be motivated by fi-
nancial constraints to choose physician-assisted suicide
over palliative care.

 

19-22

 

 There are 418,000 medically
uninsured citizens in Oregon.

 

23

 

 At present, physicians
in Oregon have no guidelines for responding to a pa-
tient’s request for assisted suicide if they think the re-
quest is prompted by financial pressure.

Half the respondents in our study are not confident
they could predict that a patient had less than six
months to live. This uncertainty probably reflects the
lack of clear criteria for estimating life expectancy,

 

24-26

 

but also points to the gap between the measure’s re-
quirements and physicians’ assessment of their skills.
In addition, one third of the respondents are not confi-
dent they could recognize depression in a patient ask-
ing for a lethal dose of medication. Previous research
has shown that primary care physicians overlook de-

 

Figure 2. Issues of Practical Concern among 1874 Physicians
Not Morally Opposed to Physician-Assisted Suicide.

Family may sue

Failed attempt or complication may
harm patient

May be used by someone other
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pression about 50 percent of the time.

 

27,28

 

 If laws allow-
ing assisted suicide require physicians to confirm a
short life expectancy or to identify depression, these
gaps between expectations and skills must be bridged. 

The finding that a substantial minority of physicians
(32 percent) believe that other health care providers
have a right to be informed of a patient’s wish to com-
mit suicide, whether or not the patient agrees, raises an
additional question about assisted suicide. The Oregon
Death with Dignity Act allows the attending physician
to refuse to comply with a request for assistance but is
not specific about the right of other professionals car-
ing for the patient either to know the patient’s plan or,
if they do know, to withdraw from the case. If physi-
cian-assisted suicide is legalized, both the patient’s
right to confidentiality and the health care provider’s
right to refuse to participate in an act he or she finds
morally unacceptable must be protected.

 

29,30

 

We could find only one previous report of the preva-
lence of physician-assisted suicide in the United States.

 

9

 

In that study, as in ours, one fifth of the physicians sur-
veyed had previously been asked by patients for a pre-

scription for a lethal dose of medication. Two percent
of the respondents in that study had written such a
prescription for at least one patient, as compared with
7 percent of the respondents in our sample.

The results of our study show that religious beliefs
strongly influence the willingness to participate in phy-
sician-assisted suicide. Similar associations have been
demonstrated previously.

 

10

 

 We also found that physicians
practicing in small towns or rural communities were less
likely to be willing to participate in physician-assist-
ed suicide than those practicing in cities. In Oregon,
62 percent of the populace resides in rural communities
and towns with populations under 25,000, and close to a
third of the population resides in the Portland metropol-
itan area.

 

31

 

 The finding that the location of physicians’
practices predicts their willingness to participate in phy-
sician-assisted suicide suggests that threats to confiden-
tiality, lack of anonymity, and social disapproval may
make such participation riskier for physicians, as well as
for patients and their families, in smaller communities.
Finally, the association between the increasing age of
physicians and their willingness to participate in physi-
cian-assisted suicide is consistent with the findings re-
ported by one group of investigators

 

8

 

; others, however,
have found no such correlation.

 

10

 

The main limitation of our study is the lack of infor-
mation about nonresponders. The large sample, the
high response rate, and the representative distribution
of the responders in terms of sex, age, and specialty
lend credibility to the findings, yet we do not know
whether the 30 percent of physicians who did not re-
spond to the questionnaire held views or had experienc-
es similar to those of the respondents. In this survey,
unlike previous studies, we limited the questions to phy-
sician-assisted suicide and excluded questions about
euthanasia (lethal injection administered by someone
other than the patient). Finally, it may not be appropri-
ate to generalize these findings to areas of the United
States where the population is more concentrated in
urban areas than it is in Oregon, where demographic
characteristics are more diverse, or where physician-
assisted suicide has received less attention in the media.

The findings of our survey raise several issues in the
debate about legalizing physician-assisted suicide in
this country. Reliable information on oral medications

 

*P values for the comparison between respondents willing to partici-
pate in physician-assisted suicide and those unwilling to do so were deter-
mined with the chi-square test. Not all respondents answered every ques-
tion. Percentages may not sum to 100 because of rounding.

†The reference category.

‡Includes Unitarian, Muslim, Buddhist, Hindu, Sufi, Taoist, Bahai, and
miscellaneous sects.

§Includes Mormon, Quaker, Eastern Orthodox, Church of Christ, and
nondenominational Christian churches.

 

Table 3. Characteristics Associated with the Will-
ingness or Unwillingness to Participate in Legal-

ized Physician-Assisted Suicide.

 

*

 

C

 

HARACTERISTIC

 

M

 

IGHT

 

P

 

ARTICIPATE

 

W

 

OULD

 

 N

 

OT

 

P

 

ARTICIPATE

 

P V

 

ALUE

 

no. (%)

 

Religious affiliation
Protestant†
Catholic
Jewish
Other non-Christian‡
Other Christian§
None

470 (41)
85 (23)

132 (67)
70 (57)
17 (17)

475 (66)

676 (59)
292 (77)
66 (33)
52 (43)
81 (83)

246 (34)

 

�

 

0.001

Specialty
Internal medicine†
Family practice
Surgery
Gynecology
General practice
Neurology
Other

467 (49)
263 (42)
259 (44)
145 (55)
46 (43)
54 (56)
21 (40)

487 (51)
359 (58)
325 (56)
119 (45)
62 (57)
42 (44)
31 (60)

 

�

 

0.01

Practice locale
Large city (population, 

 

�

 

250,000) or 
suburb†

Medium-size city 
(25,000–250,000)

Rural or small town 
(

 

�

 

25,000)

649 (50)

350 (50)

241 (38)

660 (50)

344 (50)

401 (62)

 

�

 

0.001

Cared for terminally ill 
patients in the past 
year

Yes
No

1013 (46)
206 (50)

1176 (54)
206 (50)

 

Table 4. Experience with Physician-Assist-
ed Suicide.

 

Q

 

UESTION

 

Y

 

ES

 

no. (%)

 

Has a patient asked you for a lethal pre-
scription in the past year?

570 (21)

Before the Oregon Act was passed, had you 
ever written a lethal prescription request-
ed by a patient?

187 (7)

If so, did the patient (or patients) take the 
medication?

124 (4)
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and doses is not readily available to physicians.

 

19

 

 Many
of the respondents in our survey were uncertain about
their ability to predict accurately whether a patient had
less than six months to live and their ability to recog-
nize depression — two requirements of the Oregon act.
Because comprehensive care for dying patients is not
universally available, many of the respondents fear its
absence may create financial incentives for choosing
physician-assisted suicide.

 

30

 

 The respondents expressed
divergent views about how and when to protect both a
patient’s right to privacy and a provider’s right to refuse
to participate in a practice he or she finds morally ob-
jectionable. Although the ultimate fate of the Oregon
Death with Dignity Act is unknown, its approval by
voters has raised practical issues for policy makers to
consider.

 

We are indebted to the Oregon Medical Association for endorsing
this survey; to Annette Matthews for assistance with the design and
layout of the questionnaire and with data management and analysis;
to Jonathan Fields, M.S., for statistical assistance with the question-
naire, study design, and data analysis; and to Carol Stocking, Ph.D.,
for reviewing the questionnaire.
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