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Abstract 

Aim: The study aimed to examine how socio-demographic factors, age, nursing specialty, and the frequency of end-of-life care 

provision influence nurses’ attitudes toward death and fear of death. Design: A cross-sectional quantitative study. 

Methods: Data analysis was conducted on a sample of 250 nurses. Attitudes toward death were measured with the Death 

Attitude Profile-Revised (DAP-R) and the Multidimensional Fear of Death Scale (MFODS). Statistical analyses 

were performed using SPSS 23.0, applying descriptive statistics, the Shapiro-Wilk test, the Mann-Whitney U test,  
the Kruskal-Wallis test, Spearman’s rank correlation, and linear regression analysis. Results: No significant differences in fear 

of death were found between young (18–40 years) and middle-aged (41–65 years) nurses (DAP-R: p = 0.89; MFODS: 

p = 0.18). No significant correlations with age were observed (DAP-R: ρ = -0.004; p = 0.95; MFODS: ρ = 0.11; p = 0.09). 

The frequency of end-of-life care provision correlated significantly with fear of death on the DAP-R (ρ = 0.19; p = 0.003) 

and was negatively correlated with the MFODS (ρ = -0.15; p = 0.02). Conclusion: Fear of death showed no significant 

differences across age groups or clinical settings, except in relation to the frequency of exposure to dying patients. 

Keywords: DAP-R, death attitude, fear of death, MFODS, nurses. 

 

Introduction 

Birth and death are the two most critical 

and inevitable universal phenomena of human 

existence, fundamentally shaping the course of our 

lives (Gurdogan et al., 2017). Although death 

is a universal human experience, cultural and societal 

perceptions of it differ considerably, and, in many 

contexts, it continues to be regarded as a taboo 

(Lazarus et al., 2025). However, recent studies 

indicate that labelling death as taboo reflects a social 

perception rather than an actual lived experience 

(Wilson et al., 2024). According to the latest 

available reports, nearly 68 million people die 

worldwide each year (World Health Organization 

[WHO], 2024). This figure is not merely 

demographic data; it also reflects the sociocultural 

dimensions of death, which carries social meanings 

and is expressed through social acts (Ahmed et al., 

2022). 

Approaches to death are subject to constant change 

and are largely influenced by the cultural context,  
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that is, the values, norms, and beliefs  

of a particular culture (Domonkos, 2022). Ongoing 

social and structural changes, as well  

as economic transformation – including 

the challenges of population aging and the increasing 

prevalence of chronic diseases – significantly 

influence concepts of death (Zana, 2009). 

Various social and cultural factors underlie negative 

responses to and avoidance of the topic of death. 

Urbanization, wars, and the media have contributed 

to the irrationalization and commercialization 

of death (Karaoglu et al., 2021). The decline 

of traditional religion has reduced the role 

of spirituality (Helembai, 2012). Nevertheless, 

spirituality continues to play a crucial role, fostering 

acceptance, promoting positive attitudes, 

and reducing fear of death (Sarpdaği et al., 2025). 

Scientific and technological progress, along 

with modern therapeutic methods, has fundamentally 

altered perceptions of the inevitability of death 

and contributed to its medicalization (Zana, 2009). 

Death has increasingly become hospitalized 

and depersonalized: most dying patients receive 

hospital care and often experience isolation, while 

mourning rituals, essential for coping with loss, have 
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become increasingly inaccessible to families 

and caregivers (Voultsos et al., 2022). At the same 

time, studies demonstrate that intellectualization, 

used to mitigate the stress associated with loss, 

provides only temporary relief (Di Giuseppe et al., 

2021; Helembai, 2012). 

Several studies involving nurses highlight, amongst 

factors influencing relationship dynamics, negative 

impacts associated with a strong fear of death 

(Üstükuş & Eskimez, 2021), while other studies 

emphasise the role of age, religion, experience gained 

in palliative care, and personal death attitudes 

(Miranda-Martínez, 2024). However, the fact 

that these studies draw particular attention 

to improving research instruments for a more 

thorough examination of nurses’ attitudes toward 

death can be seen as a clear and valuable outcome 

of the sometimes contradictory findings (Aradi, 

2022).  

The International Council of Nurses (ICN) Code 

of Ethics for Nurses (revised 2021) clearly states that 

nurses must provide care that is responsive 

to individual patient needs and respectful of their 

human rights, values, and beliefs (Baldacchino, 2015; 

International Council for Nurses [ICN], 2021). 

It is therefore essential to understand nurses’ personal 

attitudes and fears in care work, as their attitudes 

and fears directly affect their interactions with dying 

patients (Gurdogan et al., 2017). In addition to macro 

indicators, it is essential to examine nurses’ 

perceptions and emotions regarding the phenomenon, 

as these influence the coping strategies they are able 

to mobilize (Helembai, 2021), ultimately affecting 

the professional quality of patient care (Norouzi 

et al., 2024). Several factors, such as individual 

attitudes, professional preparedness, organizational 

support, the characteristics of nursing specialties, 

and the frequency of end-of-life care provision, 

significantly influence attitudes toward death and fear 

of death (Zana & Hegedűs, 2009). All these factors 

highlight that analyzing nurses’ attitudes toward 

death is indispensable from both a practical 

and a scientific perspective. Given the limited 

number of studies conducted in Hungary on this 

subject, the present research aims to promote a more 

comprehensive understanding of the issue 

and to address the existing research gap by analyzing 

nurses’ attitudes across different care levels 

and regions. 

Aim  

The primary aim of this study was to investigate 

nurses’ attitudes toward death, using instruments 

widely accepted in the field. In addition, the research 

examined the influence of nurses’ age, nursing 

specialties (intensive care, chronic internal medicine, 

and hospice care), and the frequency of end-of-life 

care provision. Finally, the study tested hypotheses 

concerning the effects of these variables on fear 

of death and attitudes toward death. 

Methods 

Design 

The study used a cross-sectional research design, 

suitable for assessing variables at a single point 

in time and was reported in accordance 

with the STROBE checklist. 

Sample 

Nurses over the age of 18 from Hungary were 

included in the study sample (N = 250). The majority 

of respondents were employed in inpatient 

and outpatient care at high-volume regional clinical 

centers (Budapest, Szeged, Pécs, and Debrecen). 

The sample also included staff from eighty-five 

hospice and home nursing care services coordinated 

by the Hungarian Hospice Palliative Association 

and members of the Chamber of Hungarian Health 

Care Professionals. The sample covered all regions 

and levels of health care in Hungary and may 

therefore be regarded as broadly representative 

of the national nurse population in terms of region 

and level of care. 

Sampling and Data Preparation 

Our initial database comprised 381 fully completed 

and valid questionnaires from respondents who had 

explicitly consented to the use of their data 

for research purposes. Respondents indicated their 

willingness to participate by agreeing to the privacy 

notice embedded in the questionnaire. Recruitment 

was conducted online through the intranet 

systems and official communication channels 

of the participating institutions. All adults 

who provided informed consent and met the general 

ethical requirements were included in the study, 

with no further inclusion or exclusion criteria applied 

during or after data collection. The full dataset 

(N = 381) was retained as the study database, 

from which the analytical subsample was derived. 

All descriptive and inferential analyses reported 

in this manuscript are based on the analytical 

subsample (N = 250). 

For the analyses reported in this manuscript, 

we defined the analytical subsample using simple 

random sampling without replacement to ensure 

unbiased case selection and to use a single, consistent 

analytical dataset across all models (Lohr, 2021; 

Msaouel et al., 2023). This procedure provides 
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unbiased selection but does not guarantee  

subgroup-level balancing. Subsampling was 

motivated by the uneven distribution of responses 

across institutional units, levels of care, and regions, 

which could increase heterogeneity and allow 

overrepresented institutional clusters to exert 

disproportionate influence in the planned rank-based 

and non-parametric analyses. A target sample size 

was selected as a pragmatic compromise between 

stable estimation and limiting heterogeneity. 

The analytical subsample was selected using 

a randomization procedure (Good, 2005). 

We compared the subsample with the full dataset 

on major background characteristics,  

and the distributions did not differ meaningfully, 

suggesting that the random selection did not 

introduce substantial bias. The analytical subsample 

was created solely for methodological purposes, 

and all respondents remained part of the full study 

dataset. 

Data collection 

Data were collected using an electronic questionnaire 

between November 2024 and March 2025. 

Participation in the study was entirely voluntary. 

Responses were collected anonymously and could 

thus not be traced back to any individual during 

statistical processing. Data protection was fully 

ensured throughout the study. 

Instruments 

Our survey was based on a researcher-developed 

questionnaire supplemented with two theme-specific 

assessment tools. This instrument consisted of 26 

items organized into thematic sections, focusing 

on socio-demographic characteristics, workplace 

type, and frequency of caring for dying patients. 

The development of the questionnaire was informed 

by previous international studies (Lazarus et al., 

2025; Nienaber & Goedereis, 2015; Zahran et al., 

2022). 

The Hungarian adaptation of the Death Attitude 

Profile-Revised (DAP-R) was used to assess 

respondents’ attitudes to death. The DAP-R was 

developed and published by Wong, Reker, 

and Gesser. The revised version consists of 32 items 

across five subscales – death avoidance, approach 

acceptance, escape acceptance, fear of death, 

and neutral acceptance – designed to measure 

attitudes toward death (Wong et al., 1994). 

The Hungarian version was validated in a Hungarian 

population by the academic staff of Eötvös Lóránd 

University, adhering to the factor structure 

established by the original authors. Respondents were 

asked to rate their level of agreement  

on a seven-point Likert scale (Varga et al., 2009). 

The Multidimensional Fear of Death Scale (MFODS) 

was used to assess fear of death. The instrument was 

originally developed by Hoelter (1979) and was later 

revised and substantially modified by Neimeyer 

and Moore (Neimeyer, 1995). The Hungarian version 

was verified by the working group of the Institute 

of Behavioral Sciences of Semmelweis University. 

The scale consists of 42 items across eight  

fear-of-death dimensions. The factors are as follows: 

1. fear of the dying process; 2. fear of the dead; 

3. fear of being destroyed; 4. fear for significant 

others; 5. fear of the unknown; 6. fear of conscious 

death; 7. fear for the body after death; and 8. fear 

of premature death. The questionnaire is designed 

to assess conscious fear of death using a five-point 

rating scale. Our working group decided to use 

reverse scoring, meaning that lower scores indicate 

higher fear of death (Zana et al., 2006).  

Before testing the hypotheses, the reliability 

of the study instruments’ scales was verified. 

For the DAP-R, the Cronbach’s alpha values ranged 

from 0.68 (neutral acceptance) to 0.89 (approach 

acceptance), with all other subscales exceeding 0.71, 

indicating acceptable reliability. For the MFODS, 

the Fear of the Unknown dimension showed low 

internal consistency (Cronbach’s α = 0.45), whereas 

the other subscales had values of 0.67 or higher, 

with a maximum of 0.81 for the Fear for Significant 

Others subscale. 

During the preparation of the research, a pilot test 

with a small sample (N = 25) was conducted to assess 

feasibility, which is consistent with recommended 

sample sizes for questionnaire pretesting. The results 

confirmed that the instrument was adequate 

for the study objectives, recalling death-related 

experiences posed no undue burden, and the response 

scale was appropriate for differentiating between 

attitudes. 

Data analysis 

Data entry was performed in Microsoft Excel 2019, 

and statistical analyses were carried out using 

SPSS Statistics version 23.0. Descriptive statistics 

were used to summarize the sample characteristics. 

The Shapiro-Wilk test was used to assess 

distributional assumptions. Relationships between 

variables were analyzed using Spearman’s rank 

correlation and regression models, while group 

differences were assessed with the Kruskal-Wallis 

and Mann-Whitney U tests. Statistical significance 

was set at p < 0.05. 

 

 



Domonkos, N., & Vingender, I.                                                                                                              Cent Eur J Nurs Midw 2026;17(2):2446–2455 

 

 

© 2026 Central European Journal of Nursing and Midwifery 2449 

Results 

Analyses were conducted on a representative 

subsample of 250 respondents selected from the full 

database, and these data were used for all subsequent 

statistical analyses. Respondents represented 

23 clinical specialty areas, covering a broad range 

of inpatient, outpatient, community, and hospice care 

settings. The respondents’ mean age was 41.56 years 

(range: 20–81 years). With regard to sex, 

the majority of respondents were female (83.2%), 

while males accounted for 16.8% of the sample. 

This distribution reflects the sex ratio of nurses 

reported in the 2023 National Basic Register 

of Healthcare Professionals in Hungary (Szabó 

& Domonkos, 2024). Key socio-demographic 

variables relevant to hypothesis testing are 

summarized in Table 1. 

Table 1 Demographic characteristics of the surveyed sample (N = 250) 

 N (%) Mean (SD; range) 

Age (years)   41.56 (12.72; 20–81) 

Work experience (years)   17.84 (13.033; 1–45) 

End-of-life nursing education (number of hours) (N = 91)   36.62 (40.87; 2–300) 

Sex    

female 208 (83.2)  

male 42 (16.8)  

Marital status    

unmarried 51 (20.4)  

married or in cohabitation 122 (48.8)  

divorced 26 (10.4)  

widowed 51 (20.4)  

Place of residence    

village 28 (11.2)  

town 222 (88.8)  

Education    

secondary education (LPN [licenced practical nurse]) 114 (45.6)  

BSc in nursing 107 (42.8)  

MSc in nursing 27 (10.8)  

PhD in nursing 2 (0.8)  
SD – standard deviation 
 

Fear of death and death attitudes in relation to age 

among nurses: group differences and associations 

Respondents were first grouped into age categories 

according to Erik H. Erikson’s stages of psychosocial 

development, drawing on studies addressing  

age-related developmental processes (Sekowski, 

2022). Since four participants were older than 

65 years and fell outside this categorization, 

the analysis included 246 respondents divided 

into two groups: young adults (18–40 years; N = 118) 

and middle-aged adults (41–65 years; N = 128). 

The classification was designed for empirical 

analysis, ensuring distinct and non-overlapping 

groups. Previous research on psychosocial 

and developmental processes has discussed 

comparable adult life phases and attitudes toward 

death, which provided a conceptual basis  

for the present categorization (Boonyananth 

& Swords, 2025). This age division also corresponds 

to cut-points applied in prior psychological 

and health behavioral studies employing the same age 

thresholds (Morrissey et al., 2022; Tse et al., 2014; 

Yu et al., 2023). The applied classification aligns 

with lifespan developmental perspectives, according 

to which attitudes toward death evolve along 

with psychosocial and life-stage transitions. Notably, 

such age periodization has mainly been used 

in studies of older adults’ attitudes toward death, 

while younger and middle-aged groups remain less 

frequently examined (Sekowski, 2022). 

The scores on the DAP-R fear of death subscale 

and the total score on the MFODS were examined 

according to the age groups thus identified. 

For the DAP-R, descriptive statistics indicated 

no significant difference in fear of death  

between young adults (median = 2.71; IQR = 2.11) 

and middle-aged adults (median = 2.86; IQR = 2.14). 

Regarding the MFODS total score, no significant 

difference in fear of death was detected between 

young adults (median = 3.00; IQR = 0.74) 

and middle-aged adults (median = 3.19; IQR = 0.79). 

As the sample significantly deviated from a normal 

distribution (p < 0.05), Mann-Whitney U tests were 

applied for group comparisons. The results confirmed 

that young adults and middle-aged adults did not 

differ significantly on the DAP-R fear of death 

subscale (U = 7630.5; p = 0.89), and no significant 

difference was observed between the groups 
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with respect to the MFODS total score (U = 6796.5; 

p = 0.18). The results are presented in Table 2. 

In addition to assessing differences between age 

groups, the correlations between age (as a continuous 

variable) and the main indicators of fear of death 

and attitudes toward death were examined in the total 

sample (N = 250). Spearman’s rank correlation was 

used to examine the relationship between the DAP-R 

fear of death subscale and the total score 

of the MFODS. No significant correlation was found 

for the DAP-R fear of death subscale (ρ = -0.004; 

p = 0.95), while a weak positive trend was observed 

for the total score of the MFODS (ρ = 0.109; 

p = 0.09), which also did not reach statistical 

significance.  

The results of linear regression analysis confirmed 

that age was not a significant predictor of either fear 

of death or attitudes toward death. Regarding 

the DAP-R fear of death subscale, age explained only 

0.03% of the variance (β = -0.002; p = 0.78; 

R2 = 0.0003). A weak positive, but not significant, 

trend was observed for the total MFODS score 

(β = 0.006; p = 0.06; R² = 0.014), with age explaining 

1.4% of the variance. 

Table 2 Group differences in fear of death and death attitude scores by age (N = 246) 

Scale Life stage Median IQR Min. Max. U* p-value 

DAP-R fear of death 
Young adulthood (N = 118) 2.71 2.11 1 7 

7630.5 0.89 
Middle adulthood (N = 128) 2.86 2.14 1 7 

MFODS 
Young adulthood (N = 118) 3.00 0.74 1.55 4.48 

6796.5 0.18 
Middle adulthood (N = 128) 3.19 0.79 1.76 4.64 

DAP-R – Death Attitude Profile-Revised; MFODS – Neimeyer-Moore Multidimensional Fear of Death Scale; IQR – Interquartile Range; *U – Mann-Whitney 

U test 

Differences in fear of death across nursing 

specialties 

The responses of nurses working in intensive care 

units, oncology departments, and chronic internal 

medicine departments (N = 112) were analyzed 

separately to identify department-specific 

characteristics, and their scores on the DAP-R fear 

of death subscale and total scores on the MFODS 

were compared with those of nurses working in other 

specialties (N = 138). 

The Mann-Whitney U test was applied, taking 

into account the distribution of variables  

(Shapiro-Wilk test, p < 0.05). The results are shown 

in Table 3. 

The statistical tests showed no significant differences 

between the two groups for the DAP-R fear of death 

subscale scores (U = 7463.0; p = 0.64)  

and for the MFODS total score (U = 8021.0; 

p = 0.61). Based on the descriptive statistics, similar 

median values and interquartile ranges were observed 

for both groups. Regarding the DAP-R fear of death 

subscale scores, no significant difference was found 

between nurses working in intensive care units, 

oncology departments, and chronic internal medicine 

departments (median = 2.79; IQR = 2.00) and those 

working in other departments (median = 2.79; 

IQR = 2.29). Similar results were found  

for the MFODS total score (median = 3.19; 

IQR  = 0.75) in the intensive care, oncology, 

and internal medicine group and (median = 3.11; 

IQR  =  0.76) in the other specialties group. 

Examination of fear of death and death attitudes 

based on frequency of caring for dying patients 

Fear of death was examined in relation 

to the frequency of caring for dying patients 

in the full sample based on the scores obtained 

from the two instruments. 

 

Table 3 Scores for the fear of death scales by work specialty (N = 250) 

Scale Department or unit Median IQR Min. Max. U* p-value 

DAP-R 

fear of death 

Intensive care unit, oncology department, and chronic internal 

medicine department (N = 112) 
2.79 2.00 1 7 

7463.0 0.64 
Other departments (N = 138) 2.79 2.29 1 7 

MFODS 

Intensive care unit, oncology department, and chronic internal 

medicine department (N = 112) 
3.19 0.75 1.88 4.69 

8021.0 0.61 
Other departments (N = 138) 3.11 0.76 1.60 4.36 

DAP-R – Death Attitude Profile-Revised; MFODS – Neimeyer-Moore Multidimensional Fear of Death Scale; IQR – Interquartile Range; *U – Mann-Whitney 

U test 
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Five frequency categories – never, daily, once 

per week, once per month, and a few times  

per year – were defined based on the responses. 

The variables were compared with the DAP-R fear 

of death subscale scores and the MFODS total score. 

The Shapiro-Wilk test showed that the distribution 

of several scales deviated from normality (p < 0.05); 

therefore, group scores were analyzed using 

the Kruskal-Wallis test. The results indicated 

a statistically significant difference for the DAP-R 

fear of death subscale (H = 12.12; p = 0.01), whereas 

no significant difference was found for the MFODS 

total score (H = 6.61; p = 0.17). For the DAP-R, post 

hoc pairwise comparisons (Mann-Whitney U test) 

revealed that, although the differences between 

the once-per-week vs. once-per-month groups 

(p = 0.008) and once-per-month vs. few-times-per-

year groups (p = 0.005) were initially significant, 

they lost significance after Bonferroni correction 

(p = 0.082; p = 0.051). The results are shown 

in Table 4. 

Table 4 Differences in fear of death by the frequency of caring for dying patients (N = 250) 

Frequency of caring for dying patients Median IQR Min. Max. H* p-value 

MFODS 

 Never (N = 8) 3.15 0.40 1.64 3.83 

6.61 0.17 

 Daily (N = 51) 3.26 0.98 2.14 4.43 

 Once per week (N = 59) 3.10 0.70 2.02 4.48 

 Once per month (N = 72) 3.12 0.88 1.88 4.31 

 Few times per year (N = 60) 3.02 0.86 1.55 4.64 

DAP-R fear of death 

 Never (N = 8) 2.57 3.07 1.00 6.00 

12.12 0.01** 

 Daily (N = 51) 2.43 2.14 1.00 6.57 

 Once per week (N = 59) 2.29 1.64 1.00 5.14 

 Once per month (N = 72) 3.07 1.89 1.00 7.00 

 Few times per year (N = 60) 3.29 2.07 1.00 7.00 
MFODS – Neimeyer-Moore Multidimensional Fear of Death Scale; DAP-R – Death Attitude Profile-Revised; IQR – Interquartile Range;  
*H – Kruskal-Wallis test; **p < 0.05 

 

Nurses who provided end-of-life care on a daily basis 

achieved the highest MFODS scores (median = 3.26; 

IQR = 0.98). According to the scoring system 

applied, higher values indicate lower fear of death. 

The lowest scores on the DAP-R fear of death 

subscale were observed among respondents 

who cared for dying patients on a weekly basis 

(median = 2.29; IQR = 1.64). 

The frequency of end-of-life care provision was also 

analyzed for the two groups (nurses working 

in intensive care units, oncology departments, 

and chronic internal medicine departments: N = 112; 

and nurses working in other departments: N = 138) 

in relation to the scales used.  

Spearman’s rank correlation was used to examine 

the relationship between fear of death 

and the frequency of end-of-life care provision 

in the aggregate sample. According to the results, 

the frequency of caring for dying patients 

significantly correlated with the scores on the DAP-R 

fear of death subscale (ρ = 0.19; p = 0.003) 

and the total score on the MFODS (ρ = -0.15; 

p = 0.02). This suggests that frequent experiences 

of caring for dying patients may influence emotional 

responses, although the direction and strength of this 

relationship vary depending on the instrument used.  

Death attitudes of intensive care nurses and hospice 

nurses 

The attitudes of health workers toward death 

and dying were examined by comparing intensive 

care nurses (N = 44) and hospice nurses (N = 16). 

The analysis focused on the four DAP-R subscales 

(death avoidance, approach acceptance, escape 

acceptance, and neutral acceptance), excluding 

the fear of death subscale. As the variables did not 

follow a normal distribution (Shapiro-Wilk, 

p < 0.001), group differences were assessed using 

the Mann-Whitney U test. 

On the basis of the results of the statistical tests, 

the subscales of death avoidance (U = 304.5; 

p = 0.43), approach acceptance (U = 416.5; p = 0.28), 

escape acceptance (U = 428.5; p = 0.20), and neutral 

acceptance (U = 367.5; p = 0.80) displayed 

no significant differences between the two nursing 

specialty groups. The comparison of the two groups 

has limited validity owing to the unequal group sizes 

and the relatively small size of this subsample. 

No significant difference was observed between 

intensive care nurses (median = 2.10; IQR = 2.05) 

and hospice nurses (median = 2.60; IQR = 2.50) 

on the death avoidance subscale. Regarding approach 

acceptance, the scores of intensive care nurses 
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(median = 3.55; IQR = 2.33) and hospice nurses 

(median = 3.00; IQR = 1.75) were also comparable. 

A similar pattern appeared on the escape acceptance 

subscale: intensive care nurses (median = 3.60; 

IQR = 2.65) and hospice nurses (median = 4.10; 

IQR = 2.00) did not differ significantly. The same 

applied to neutral acceptance: intensive care nurses 

(median = 5.85; IQR = 1.40) and hospice nurses 

(median = 6.25; IQR = 1.15) did not differ 

significantly. The results are presented in Table 5. 

 

Table 5 Descriptive statistics of the DAP-R scales by specialty (N = 60) 

DAP-R subscale Specialty Median IQR Min. Max. U* p-value 

Death avoidance 
Intensive care (N = 44) 2.10 2.05 1.00 5.60 

304.5 0.43 
Hospice care (N = 16) 2.60 2.50 1.00 5.90 

Approach acceptance  
Intensive care (N = 44) 3.55 2.33 1.20 6.90 

416.5 0.28 
Hospice care (N = 16) 3.00 1.75 1.50 5.70 

Escape acceptance 
Intensive care (N = 44) 3.60 2.65 1.00 7.00 

428.5 0.20 
Hospice care (N = 16) 4.10 2.00 1.00 7.00 

Neutral acceptance 
Intensive care (N = 44) 5.85 1.40 2.30 7.00 

367.5 0.80 
Hospice care (N = 16) 6.25 1.15 2.00 7.00 

DAP-R – Death Attitude Profile-Revised; IQR – Interquartile Range; *U – Mann-Whitney U test 

 

Discussion 

This study examined nurses’ fear of death 

and attitudes toward death, highlighting how 

individual and professional factors shape these 

dimensions. It contributes to the international 

literature by showing that Hungarian nurses reported 

moderate fear of death and predominantly neutral 

attitudes, findings that are broadly consistent 

with results from other countries. 

Regarding the relationship between age and fear 

of death, no significant differences were detected 

between age groups, either on the DAP-R fear 

of death subscale (p = 0.89) or in the main 

dimensions of the MFODS (p = 0.18). However, 

the majority of international studies indicate 

the opposite trend. A study by Zana (2009) found 

that younger Hungarian nurses exhibited 

significantly higher levels of fear of death, which 

tended to decrease with age. A weak positive 

correlation was found for the total score 

of the MFODS (ρ = 0.109; p = 0.09). Similarly, 

Nienaber & Goedereis (2015) also reported weak 

but significant correlations between several 

dimensions of the MFODs and age. In addition, 

Chen et al. (2006) found significant negative 

correlations between age and fear of death 

on various subscales of the MFODS – specifically, 

fear of the dead, fear of being destroyed, fear 

for significant others, fear of conscious death, fear 

for the body after death, and fear of premature 

death – suggesting that fear of death tends 

to decrease with age. Öz et al. (2022) also reported 

that fear of death was lower among older nurses. 

The discrepancies between our results and certain 

international studies indicate that factors beyond 

age – such as cultural and organizational contexts 

and professional experience – may influence fear 

of death, a view consistent with the findings of Nia 

et al.’s systematic review (2016). 

Study participants, comprising nurses from intensive 

care units, oncology, chronic internal medicine, 

and other departments, exhibited moderate levels 

of fear of death (DAP-R: median = 2.79 vs. 2.79; 

MFODS: 3.19 vs. 3.11). Li et al. (2021) also 

reported moderate levels of fear of death among 

oncology nurses, comparable to those observed 

in our sample. No significant differences were found 

between nurses working in intensive care units, 

oncology, chronic internal medicine, and other 

departments, in DAP-R (p = 0.64) and MFODS 

(p = 0.61) scores. This finding is in line with prior 

Hungarian research, which reported no significant 

differences in fear of death scores between intensive 

care and hospice nurses (Varga et al., 2009). Peters 

et al. (2013) also observed moderate fear of death 

among nurses working in emergency and palliative 

care, with no significant differences detected 

on the DAP-R fear of death subscale. Overall, 

the results of the present study are in agreement 

with previous research.  

While moderate fear of death was observed among 

nurses working in intensive care units, oncology, 

chronic internal medicine, and other departments 

in our study, Arab et al. (2019) reported significantly 

higher fear of death among intensive care nurses 

compared with those in surgical and internal 

medicine departments. Payne et al. (1998) likewise 

observed that emergency nurses had higher fear 

of death than hospice nurses. Differences in sample 
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composition (which limits the direct comparison 

of results), study focus, measurement methods, 

and institutional background likely account 

for the observed discrepancies. 

The frequency of caring for dying patients showed 

a positive correlation with fear of death on the basis 

of the results of the DAP-R (ρ = 0.19; p = 0.003). 

As lower scores indicate higher fear of death, 

this suggests that increased exposure to death 

(e.g., providing end-of-life care at least once 

per week) may help reduce fear of death. Our results 

are consistent with the findings of Curtis et al. 

(2023), which indicated that greater professional 

exposure to death and dying is linked to lower death 

anxiety: end-of-life carers scored lowest, whereas 

those with less exposure to death scored significantly 

higher. Kim & Kwon (2023) found a similar trend: 

nurses who had not provided end-of-life care 

in the past month exhibited higher death anxiety 

compared with those who had cared for between one 

to nine people, or ten or more people, during 

the same period. In contrast, the total score 

of the MFODS (ρ = -0.15; p = 0.02) showed 

a negative correlation with the frequency of caring 

for dying patients, suggesting that specific 

dimensions of the scale may be more sensitive 

to emotional overload. The two measurement tools 

capture different aspects: the DAP-R assesses 

a broader range of attitudes, including fear 

and various forms of acceptance, while the MFODS 

focuses on specific dimensions of fear of death 

that may more sensitively reflect risks related 

to emotional overload.  

In our sample, no significant differences were found 

between hospice and intensive care nurses 

on the death avoidance (p = 0.43), approach 

acceptance (p = 0.28), escape acceptance (p = 0.20), 

and neutral acceptance (p = 0.80) subscales, which 

was also reflected in the similarity of the median 

and IQR values. This pattern is consistent 

with the findings of Varga et al. (2009), whereas 

Kovacevic et al. (2024) reported significant 

differences between these professional groups 

in a Serbian sample. Although this comparison 

provides useful descriptive insight, the unequal 

and relatively small subsample sizes should 

be considered when interpreting these results. 

Limitation of study 

Key limitations of our study include the use  

of a self-administered questionnaire, voluntary 

participation, and uncontrolled conditions of online 

survey completion, all of which may affect response 

reliability. In addition, uneven subgroup 

representation and the cultural homogeneity 

of respondents may limit the generalizability of our 

findings. The inferential analyses in this manuscript 

were based on a random analytical subsample of 250 

cases drawn from the full dataset, which represents 

a methodological constraint. While the subsample 

was comparable to the full dataset on key 

background characteristics, subsampling may not 

fully capture institutional and regional heterogeneity. 

Future studies with larger, more heterogeneous 

samples and controlled designs are warranted 

to better investigate these relationships. 

Conclusion 

Our findings of moderate fear of death 

and predominantly neutral attitudes among nurses 

suggest that addressing death-related attitudes 

and anxiety may be valuable in nursing education 

and professional development, regardless of age 

or clinical specialty. 

The frequency of end-of-life care provision observed 

in our sample underscores the emotional demands 

associated with caring for dying patients, 

emphasizing the importance of further research 

into effective forms of professional 

and psychological support. 

No significant differences in attitudes were observed 

between intensive care and hospice nurses. Given 

the unequal and relatively small subsample sizes, 

future studies with larger and more balanced samples 

are warranted to clarify potential differences 

between clinical settings. 

Previous research indicates that educational 

and organizational support may influence attitudes 

toward death. These factors were not directly 

examined in our study and should be explored 

in future interventional research. 

Ethical aspects and conflict of interest 

This study was approved, on the basis of the ethical 

principles of the Helsinki Declaration, 

by the Scientific and Research Ethics Committee 

of the Medical Research Council by its Decision 

BM/24869–1/2024. Data collection was authorized 

by the presidents of the Clinical Centers of Hungary 

by their declarations of acceptance. Participation 

in the research was anonymous and voluntary, 

thereby ensuring the protection of the respondents’ 

rights and data. These measures guaranteed 

the compliance of the research with the ethical 

guidelines of the research community. 

The principal researcher, a PhD student 

at the Doctoral School of Health Sciences, 

Semmelweis University, and an assistant lecturer 



Domonkos, N., & Vingender, I.                                                                                                              Cent Eur J Nurs Midw 2026;17(2):2446–2455 

 

 

© 2026 Central European Journal of Nursing and Midwifery 2454 

at the University of Szeged, Faculty of Health 

Sciences and Social Studies, had no prior 

professional relationship with the participating health 

care professionals, which minimized the risk of bias. 

The authors declare no conflict of interest. 

Acknowledgements 

We wish to thank the staff of the clinical centers 

and hospice care units in Hungary who, through their 

involvement and support, contributed to the conduct 

of the research. 

Funding 

This research received no specific grant from 

any funding agency, commercial or not-for-profit 

sectors. 

Author contributions  

Conception and design (ND), data analysis 

and interpretation (ND), manuscript draft (ND), 

critical revision of the manuscript (ND), final 

approval of the manuscript (IV). 

References 

Ahmed, O. S., Abdalrahman, E., Al Rawashdeh, A. Z., & Al 

Arab, A. R. (2022). The social and cultural dimensions 

associated with death in Muslim communities, a case study 

Khartoum City. Social Sciences, 11(9), 410. 

https://doi.org/10.3390/socsci11090410 

Arab, M., Seyed Bagheri, S. H., Sayadi, A., & Heydarpour, 

N. (2019). Comparison of death anxiety, death obsession, 

and humor among nurses working in medical-surgical 

departments and intensive care units. Archives 

of Neuroscience, 6(4), e86398. 

https://doi.org/10.5812/ans.86398 

Aradi, C. (2022). A halál pszichológiai dilemmái: 

A szorongás és racionalitás metaforái François 

de La Rochefoucauld halállal kapcsolatos írásaiban 

[The psychological dilemmas of death: metaphors 

of anxiety and rationality in François 

de La Rochefoucauld’s writings on death]. NCOGNITO –

 Kognitív Kultúraelméleti Közlemények, 1(1), 64–81. 

https://doi.org/10.14232/ncognito/2022.1.64-81 

Baldacchino, D. (2015). Spiritual care education of health 

care professionals. Religions, 6(2), 594–613. 

https://doi.org/10.3390/rel6020594 

Boonyananth, N., & Swords, L. (2025). A systematic review 

of the psychosocial mechanism underlying the pathway 

from intra-familial victimization in childhood to intimate 

relationship violence in adolescence and adulthood. 

Trauma, Violence, & Abuse. Advance online publication. 

https://doi.org/10.1177/15248380251320979 

Chen, Y.-C., Del Ben, K. S., Fortson, B. L., & Lewis, J. 

(2006). Differential dimensions of death anxiety in nursing 

students with and without nursing experience. Death 

Studies, 30(10), 919–929. 

https://doi.org/10.1080/07481180600925351 

Curtis, K. A., Dagnall, N., Drinkwater, K., & Denovan, A. 

(2023). Facing death anxiety: effects of professional 

exposure to death and dying. Journal of Scientific 

Exploration, 37(4), 616–632. 

https://doi.org/10.31275/20233225 

Di Giuseppe, M., Nepa, G., Prout, T. A., Albertini, F., 

Marcelli, S., Orrù, G., & Conversano, C. (2021). Stress, 

burnout, and resilience among healthcare workers during 

the COVID-19 emergency: the role of defense mechanisms. 

International Journal of Environmental Research 

and Public Health, 18(10), 5258. 

https://doi.org/10.3390/ijerph18105258 

Domonkos, N. (2022). Mozaikok a halál kultúrtörténetéből 1. 

rész [Mosaics from the cultural history of death 1st part]. 

Kaleidoscope History, 24(12), 35–40. 

https://doi.org/10.17107/kh.2022.24.35-40 

Good, P. I. (2005). Permutation, parametric, and bootstrap 

tests of hypotheses (3rd ed.). Springer. 

https://doi.org/10.1007/b138696 

Gurdogan, E. P., Kurt, D., Aksoy, B., Kınıcı, E., & Şen, A. 

(2017). Nurses’ perceptions of spiritual care and attitudes 

toward the principles of dying with dignity: a sample from 

Turkey. Death Studies, 41(3), 180–187. 

https://doi.org/10.1080/07481187.2016.1231242 

Helembai, K. (2012). Általános ápoláslélektan –

 A beteg/kliensvezetés pszichológiája [General nursing 

psychology – psychology of patient/client management]. 

Medicina Könyvkiadó Zrt. 

Helembai, K. (2021). Essence of subjective nursing diagnoses 

and its utilization. Saudi Journal of Nursing and Health 

Care, 4(6), 148–157.  

Hoelter, J. W. (1979). Multidimensional treatment of fear 

of death. Journal of Consulting and Clinical Psychology, 

47(5), 996–999. https://doi.org/10.1037/0022-006x.47.5.996 

International Council of Nurses. (2021). The ICN code 

of ethics for nurses. 

https://www.icn.ch/resources/publications-and-reports/icn-

code-ethics-nurses 

Karaoglu, G., Kurcer, M. A., & Erdogan, Z. (2021). Death 

anxiety of doctors and nurses with levels of depression 

related to death and the factors affecting them. Annals 

of Medical Research, 28(8), 1572–1577. 

https://doi.org/10.5455/annalsmedres.2020.09.928 

Kim, H., & Kwon, S.-H. (2023). Effects of death anxiety 

and perceived end-of-life care competencies on fear 

of terminal care among clinical nurses. Journal of Hospice 

and Palliative Care, 26(4), 160–170. 

https://doi.org/10.14475/jhpc.2023.26.4.160 

Kovacevic, T., Zaric, B., Djekic Malbasa, J., Bokan, D., 

Nikolin, B., Bursac, D., Simurdic, P., Stojsic, V., 

Stojanovic, G., & Maric, D. (2024). Attitudes toward death 

among health care professionals in the Balkan region. 

Current Oncology, 31(6), 3350–3360. 

https://doi.org/10.3390/curroncol31060255 

Lazarus, E. R., Muliira, J. K., Al Zaabi, O., Al-Khabori, M. 

K., Al Adawi, M. M., & Al Mamari, Q. (2025). Nurses’ 

attitudes toward death in Oman: prevalence and correlates 

in a nationwide sample. Palliative Care and Social 

Practice, 19. https://doi.org/10.1177/26323524251348498 

Li, L., Lv, J., Zhang, L., Song, Y., Zhou, Y., & Liu, J. (2021). 

Association between attitude towards death and spiritual 

care competence of Chinese oncology nurses: a cross-

sectional study. BMC Palliative Care, 20(1), 150. 

https://doi.org/10.1186/s12904-021-00846-8

https://doi.org/10.3390/socsci11090410
https://doi.org/10.5812/ans.86398
https://doi.org/10.14232/ncognito/2022.1.64-81
https://doi.org/10.3390/rel6020594
https://doi.org/10.1177/15248380251320979
https://doi.org/10.1080/07481180600925351
https://doi.org/10.31275/20233225
https://doi.org/10.3390/ijerph18105258
https://doi.org/10.17107/kh.2022.24.35-40
https://doi.org/10.1007/b138696
https://doi.org/10.1080/07481187.2016.1231242
https://doi.org/10.1037/0022-006x.47.5.996
https://www.icn.ch/resources/publications-and-reports/icn-code-ethics-nurses
https://www.icn.ch/resources/publications-and-reports/icn-code-ethics-nurses
https://doi.org/10.5455/annalsmedres.2020.09.928
https://doi.org/10.14475/jhpc.2023.26.4.160
https://doi.org/10.3390/curroncol31060255
https://doi.org/10.1177/26323524251348498
https://doi.org/10.1186/s12904-021-00846-8


Domonkos, N., & Vingender, I.                                                                                                              Cent Eur J Nurs Midw 2026;17(2):2446–2455 

 

 

© 2026 Central European Journal of Nursing and Midwifery 2455 

Lohr, S. L. (2021). Sampling: design and analysis (3rd ed.). 

Chapman and Hall/CRC. 

https://doi.org/10.1201/9780429298899 

Miranda-Martínez, C. (2024). Nurses attitude toward 

the death of palliative care patients [Bachelor’s thesis, 

Universidad de Navarra]. Repositorio Institucional 

de la Universidad de Navarra. 

https://hdl.handle.net/10171/69652 

Morrissey, K., Taylor, T., & Tu, G. (2022). Estimating 

the impact of relative financial circumstances in childhood 

on adult mental wellbeing: a mediation analysis. Applied 

Research in Quality of Life, 18(2), 915–930. 

https://doi.org/10.1007/s11482-022-10121-4 

Msaouel, P., Lee, J., & Thall, P. F. (2023). Interpreting 

randomized controlled trials. Cancers, 15(9), 4674. 

https://doi.org/10.20944/preprints202309.0093.v1 

Neimeyer, R. A. (1995). Death anxiety handbook: research, 

instrumentation, and application. Taylor & Francis. 

https://doi.org/10.4324/9781315800806 

Nia, H. S., Lehto, R. H., Ebadi, A., & Peyrovi, H. (2016). 

Death anxiety among nurses and health care professionals: 

a review article. International Journal of Community Based 

Nursing and Midwifery, 4(1), 2–10.  

Nienaber, K., & Goedereis, E. (2015). Death anxiety 

and education: a comparison among undergraduate 

and graduate students. Death Studies, 39(8), 483–490. 

https://doi.org/10.1080/07481187.2015.1047057 

Norouzi, M., Ghorbani Vajargah, P., Falakdami, A., Mollaei, 

A., Takasi, P., Ghazanfari, M. J., Miri, S., Javadi-Pashaki, 

N., Osuji, J., Soltani, Y., Aghaei, I., Moosazadeh, M., 

Emami Zeydi, A., & Karkhah, S. (2024). A systematic 

review of death anxiety and related factors among nurses. 

OMEGA – Journal of Death and Dying, 89(4), 1473–1491. 

https://doi.org/10.1177/00302228221095710 

Öz, F., Turgut Atak, N., & Meriç, M. (2022). Nursing 

studentsʼ attitudes toward death and stigma toward 

individuals who attempt suicide. Perspectives in Psychiatric 

Care, 58(4), 1728–1735. https://doi.org/10.1111/ppc.12981 

Payne, S. A., Dean, S. J., & Kalus, C. (1998). A comparative 

study of death anxiety in hospice and emergency nurses. 

Journal of Advanced Nursing, 28(4), 700–706. 

https://doi.org/10.1046/j.1365-2648.1998.00632.x 

Peters, L., Cant, R., Payne, S., O’Connor, M., McDermott, F., 

Hood, K., Morphet, J., & Shimoinaba, K. (2013). 

Emergency and palliative care nurses’ levels of anxiety 

about death and coping with death: a questionnaire survey. 

Australasian Emergency Nursing Journal, 16(4), 152–159. 

https://doi.org/10.1016/j.aenj.2013.08.001 

Sarpdaği, Y., Yiğit, M. F., Aydin, M. A., Yildirim, M. S., 

Çiftci, N., & Yildiz, M. (2025). Mediating role 

of psychological well‐being in the effect of spirituality 

on attitudes toward death in the elderly. Psychogeriatrics, 

25(1). https://doi.org/10.1111/psyg.13236 

Sekowski, M. (2022). Attitude toward death 

from the perspective of Erik Erikson’s theory 

of psychosocial ego development: an unused potential. 

OMEGA – Journal of Death and Dying, 84(3), 935–957. 

https://doi.org/10.1177/0030222820921604 

Szabó, R. G., & Domonkos, N. (2024). Nursing students 

in the stranglehold of gender roles: issues of career choice 

and professionalism. Central European Journal of Nursing 

and Midwifery, 15(3), 1148–1157. 

https://doi.org/10.15452/cejnm.2024.15.0013 

Tse, S., Yuen, Y. M., & Suto, M. (2014). Expected possible 

selves and coping skills among young and middle-aged 

adults with bipolar disorder. East Asian Archives 

of Psychiatry, 24(3), 117–124.  

Üstükuş, A., & Eskimez, Z. (2021). The effect of death 

anxiety in nurses on their approach to dying patients: 

a cross-sectional study. Perspectives in Psychiatric Care, 

57(4), 1929–1936. https://doi.org/10.1111/ppc.12768 

Varga, Zs. K., Baksa, D., & K. Szilagyi, A. (2009). A halál 

iránti attitűd és összefüggéseinek vizsgálata kritikus 

állapotú betegek ápolásával foglalkozó populációkban: 

Intenzív-terápiás osztályon, illetve hospice ellátásban 

dolgozok nővérek körében [The study of attitude toward 

death, and its correlates in a population of carers 

of critically ill patients: among intensive care and hospice 

nurses]. Kharon Thanatologiai Szemle, 8(2), 8–54.  

Voultsos, P., Tsompanian, A., Deligianni, M., Tsamadou, E., 

& Tsaroucha, A. K. (2022). A qualitative study of nursing 

practitioners' experiences with COVID-19 patients dying 

alone in Greece. Frontiers in Public Health, 10, 981780. 

https://doi.org/10.3389/fpubh.2022.981780 

Wilson, E., Caswell, G., Turner, N., & Pollock, K. (2024). 

Talking about death and dying: findings from deliberative 

discussion groups with members of the public. Mortality, 

29(1), 176–192. 

https://doi.org/10.1080/13576275.2022.2136515 

Wong, P. T., Reker, G. T., & Gesser, G. (1994). Death 

Attitude Profile--Revised (DAP-R) [Database record]. 

APA PsycTests. https://doi.org/10.1037/t17237-000 

World Health Organization. (2024, August 7). The top 10 

causes of death. https://www.who.int/news-room/fact-

sheets/detail/the-top-10-causes-of-death 

Yu, T.-H., Lu, F. L., Wei, C.-J., & Wu, W.-W. (2023). The 

impacts of the scope of benefits expansion on hospice care 

among adult decedents: a nationwide longitudinal 

observational study. BMC Palliative Care, 22(1), 29. 

https://doi.org/10.1186/s12904-023-01146-z 

Zahran, Z., Hamdan, K. M., Hamdan‐Mansour, A. M., Allari, 

R. S., Alzayyat, A. A., & Shaheen, A. M. (2022). Nursing 

students’ attitudes towards death and caring for dying 

patients. Nursing Open, 9(1), 614–623. 

https://doi.org/10.1002/nop2.1107 

Zana, Á. (2009). A halálkép alakulása és változása 

Magyarországon, a korosztályos értékítélet-különbségek 

és a lehetséges mérési módszerek vizsgálata. Tabu-e még 

a halál? [Death attitude and changes of death image 

in the Hungarian society. Examination of generational 

value-judgment and possibilities of measurement. Is death 

still a taboo?] Orvosi Hetilap, 150(25), 1183–1187. 

https://doi.org/10.1556/oh.2009.28577 

Zana, Á., & Hegedűs, K. (2009). Intervenciós stratégiák 

kialakítása a halál és haldoklás témájában [Development 

of intervention strategies on fear of death and anxiety]. 

Mentálhigiéné és Pszichoszomatika, 10(4), 337–347. 

https://doi.org/10.1556/mental.10.2009.4.4 

Zana, Á., Hegedűs, K., & Szabó, G. (2006). A Neimeyer 

és Moore-féle Multidimenzionális halálfélelem 

skála validálása magyar populáción [Validity and reliability 

of Multidimensional Fear of Death Scale 

in Hungarian population]. Mentálhigiéné 

és Pszichoszomatika, 7(3), 257–266. 

https://doi.org/10.1556/mental.7.2006.3.9 

https://doi.org/10.1201/9780429298899
https://hdl.handle.net/10171/69652
https://doi.org/10.1007/s11482-022-10121-4
https://doi.org/10.20944/preprints202309.0093.v1
https://doi.org/10.4324/9781315800806
https://doi.org/10.1080/07481187.2015.1047057
https://doi.org/10.1177/00302228221095710
https://doi.org/10.1111/ppc.12981
https://doi.org/10.1046/j.1365-2648.1998.00632.x
https://doi.org/10.1016/j.aenj.2013.08.001
https://doi.org/10.1111/psyg.13236
https://doi.org/10.1177/0030222820921604
https://doi.org/10.15452/cejnm.2024.15.0013
https://doi.org/10.1111/ppc.12768
https://doi.org/10.3389/fpubh.2022.981780
https://doi.org/10.1080/13576275.2022.2136515
https://doi.org/10.1037/t17237-000
https://www.who.int/news-room/fact-sheets/detail/the-top-10-causes-of-death
https://www.who.int/news-room/fact-sheets/detail/the-top-10-causes-of-death
https://doi.org/10.1186/s12904-023-01146-z
https://doi.org/10.1002/nop2.1107
https://doi.org/10.1556/oh.2009.28577
https://doi.org/10.1556/mental.10.2009.4.4
https://doi.org/10.1556/mental.7.2006.3.9

