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Introduction: Death anxiety can negatively affect recovery among older patients. 

Objective: study aimed to assess death anxiety and its predictors among older adults during 
and after hospitalization.

Materials and Methods: This cross-sectional study was conducted in 2017 on 241 
hospitalized patients aged ≥60 years. The study subjects were consecutively recruited from 
a hospital in Kashan City, Iran. The required data were collected in the first and the third 
hospitalization days (T1 and T2) and the seventh day after hospital discharge (T3) using 
the Mini-Mental State Examination, a Death Anxiety Contributing Factors questionnaire, 
the Templer Death Anxiety Scale, the Life Satisfaction Index-Z Scale, and the Spiritual 
Well-Being Scale. For the statistical evaluation, repeated measures Analysis of Variance 
(ANOVA), the stepwise multiple linear regression, and the rank regression analyses were 
used.

Results: The Mean±SD score of death anxiety at T1–T3 was 6.74±3.81, 7.38±3.64, and 
6.18±3.60, respectively. Death anxiety at T2 was significantly greater than T1 and T3 
(P=0.0001). Approximately 17.7% of the total variance of death anxiety at T1 was explained 
by the number of hospitalizations, satisfaction with hospital staff’s performance, and spiritual 
well-being. The significant predictors of death anxiety at T2 were marital status, satisfaction 
with hospital staff’s performance, children’s gender, satisfaction with bed arrangement, age, 
and the number of hospitalizations, which explained 32.1% of the total variance. Moreover, 
15.4% of the variance at T3 was explained by satisfaction with bed arrangement and receiving 
education at hospital discharge. 

Conclusion: Older adults suffer from moderate death anxiety during and after their 
hospitalization due to various factors. Managing death anxiety contributing factors is 
necessary to alleviate it among older adults.
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Introduction

eath anxiety is the most fundamental anxi-
ety type among individuals [1]. It is defined 
as unusual and severe anxiety, i.e., associ-
ated with horror and worry when think-
ing about the dying process or post-death 
events [2]. Its’ higher prevalence among 

older adults is because they suffer or are prone to dif-
ferent physical problems, chronic conditions, impaired 
mobility, physical disabilities, greater dependence on 
others [3], significant losses (e.g., spouse, friends, & 
peers) [3, 4], and loneliness. Retirement and its associ-
ated loneliness can also contribute to death anxiety [4].

Most studies reported the moderate-to-high preva-
lence of death anxiety among older adults. A study in 
Turkey found that 47.5% and 52.5% of older adults suf-
fered from mild and moderate death anxiety, respec-
tively [5]. Another study reported that the Mean±SD 
score of death anxiety among American older adults 
was 8.3±2.6 in the possible range of 4-16 [6]. Moreover, 
a study in India reported that the prevalence of moderate 
and severe death anxiety among older adults was 60% 

and 40%, respectively [7]. A study on older adults in Teh-
ran, Iran, also revealed that the Mean±SD score of death 
anxiety was 6.51±1.26 in the possible range of 0-15 [8]. 

Hospitalization, at any age, can put people in critical 
conditions [9, 10]. The effects of hospitalization on old-
er adults are severer due to their greater death anxiety, 
lower physical energy, and lower ability to cope with un-
familiar environments [10]. Death anxiety during hos-
pitalization and after hospital discharge is associated 
with different negative outcomes for the elderly. It can 
increase blood pressure and heart rate [11], impair mo-
bility, undermine independence, reduce the quality of 
life, cause infection and death [12], and raise the odds 
of diagnostic errors; and consequently, prolong hospital 
stay, cause frequent hospitalizations, and increase hos-
pital staff’s workload and healthcare-related costs [13]. 

Assessing death anxiety and determining its contrib-
uting factors during hospitalization and convalescence 
are essential to identify at-risk older adults, provide 
them with appropriate care, and facilitate their recov-
ery and shorten their hospital stay, accordingly. Death 
anxiety is a multifactorial phenomenon. Its most cru-
cial contributing factors during hospitalization include 

D

Highlights 

● Death anxiety significantly exacerbates during the hospital stay in older adults.

● Death anxiety significantly alleviates after hospital discharge.

● The most important predictors of death anxiety during the hospital stay and after discharge were the number of 
hospitalizations, satisfaction with hospital staff’s performance, spiritual well-being, satisfaction with bed arrange-
ment, and receiving education at hospital discharge.

Plain Language Summary 

Death anxiety can negatively affect recovery among older patients. This study aimed to assess death anxiety and 
its predictors among older adults during and after hospitalization. This study was conducted in 2017 on 241 hospital-
ized patients aged ≥60 years. The study participants were consecutively recruited from a hospital in Kashan City, Iran. 
The required data were collected in the first and the third hospitalization days and the seventh day after hospital 
discharge. Based on the study results, death anxiety at the third hospitalization day was significantly greater than 
the first hospitalization day and seventh day after hospital discharge. The significant predictors of death anxiety at 
the first hospitalization day were the number of hospitalizations, satisfaction with hospital staff’s performance, and 
spiritual well-being. Also, the important predictors of death anxiety at the third hospitalization day were marital 
status, satisfaction with hospital staff’s performance, children’s gender, satisfaction with bed arrangement, age, and 
the number of hospitalizations. Moreover, the most important predictors of death anxiety at the seventh day after 
hospital discharge were bed arrangement and receiving education at hospital discharge. In conclusion, older adults 
suffer from moderate death anxiety during and after their hospitalization due to various factors. The management of 
death anxiety contributing factors is necessary to alleviate it among older adults.
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the characteristics of the hospitalization ward [14], un-
awareness about treatments and illness prognosis [15], 
limited visitation, bed arrangement in the ward [16], 
healthcare providers’ communication styles (especially 
nurses) [17], and the lack of providing necessary educa-
tions [18]. Besides, factors, such as spiritual well-being, 
life satisfaction, social support, educational status, age, 
and gender can affect death anxiety. 

However, previous studies exploring the effects of 
these factors on death anxiety reported contradictory 
data. For instance, some studies reported that death 
anxiety had a significant positive correlation with age 
[7], spiritual well-being [19], and social support [19, 20]; 
while some other studies reported its negative corre-
lation with spiritual well-being [8], social support [21], 
and age [22]. Moreover, some studies reported that it 
was not significantly correlated with the place of resi-
dence [5], age, educational level [21], and gender [22]. 

Despite the moderate-to-high prevalence of death 
anxiety among older adults during and after their hospi-
talization, studies are limited in this area. Furthermore, 
most studies on death anxiety were conducted in nurs-
ing homes and home settings. In addition, the results of 
the existing studies in this area are contradictory. There-
fore, the present study aimed to assess death anxiety 
and its predictors among older adults during and after 
their hospitalization.

Materials and Methods 

This cross-sectional study was conducted in 2017. The 
study population consisted of older patients hospital-
ized from 21st October to 21st December in the emergen-
cy and the medical-surgical care wards of the hospital 
(the only general hospital in the city) in Kashan City, Iran. 
The inclusion criteria for the first stage of study included 
consent for participation, age of ≥60 years, Iranian na-
tionality, no diagnosed mental disorder or end-stage 
illness, no cognitive problem (as determined through a 
score >20 in the Mini-Mental State Examination scale), 
and the ability to establish verbal communication. 

The inclusion criteria for the second stage of the study 
were participating in the first stage and hospitalization 
duration of 3 days. According to a pilot study by re-
searchers, the average length of hospitalization was 3-5 
days. The research team considered the third day when 
the patient stayed in the hospital and was affected by 
the factors influencing hospital anxiety. The inclusion 
criteria for the third stage of the study were partici-

pation in two prior stages and a 3-day hospitalization 
length. 

The study exclusion criteria were voluntary withdrawal 
from the study, developing cognitive problems, exacer-
bated physical conditions, a hospital stay of >1 month, 
patient inaccessibility after hospital discharge, re-hospi-
talization during the first 7 days post-hospital discharge, 
being transferred to other hospitals, and death. Patients 
with a hospital stay of <3 days were excluded from the 
follow-up assessments. Sampling was performed con-
secutively. 

The sample size was calculated based on the results 
of an earlier study [8]. With a precision rate of 0.14 (SD 
of death anxiety=1.26) and an attrition rate of 10%, a 
sample size of 240 participants were considered. 

Five instruments were used for data collection, as follows:

1. The Mini-Mental State Examination (MMSE): This 
scale provides an overall estimate of the cognitive state. 
Its’ total score ranges from 0 to 30, and its’ higher scores 
represent better cognitive states [23]. Score 20 is an ac-
ceptable cutoff score for the scale [24]. The Persian psy-
chometric validated version of this scale was used [25]. 
A study in Iran also reported that its Cronbach’s alpha 
coefficient and cutoff score were 0.73 and 21, respec-
tively [26]. MMSE has been used in numerous studies 
in Iran; thus, its validity and reliability were not deter-
mined in the present study [27, 28].

2. Death Anxiety Contributing Factors Questionnaire: 
Three different death anxiety contributing factors ques-
tionnaires were used to assess death anxiety contrib-
uting factors at T1, T2, and T3. The first-day included 
items on age, gender, educational level, marital and 
employment status, living arrangement, financial sta-
tus, the number of children, the gender of children, 
the number of hospitalizations, hospitalization ward, 
underlying illnesses, significant losses, spiritual well-
being, life satisfaction, satisfaction with hospital staff’s 
conduct and performance, having a companion, receiv-
ing information about the underlying illnesses and their 
treatments from healthcare providers, the possibility of 
performing religious rituals during hospitalization, and 
satisfaction with bed arrangement. 

The items of the third-day questionnaire comprised 
hospitalization ward, satisfaction with hospital staff’s 
conduct and performance, having a companion, receiv-
ing information about the underlying illnesses and their 
treatments from healthcare providers, the possibility of 
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performing religious rituals during hospitalization, and 
satisfaction with bed arrangement. The post-discharge 
death anxiety contributing factor questionnaire includ-
ed items on the length of hospital stay, the availability 
of a family caregiver, and receiving educations about 
medications, dietary regimen, and physical activity at 
the time of hospital discharge. 

3. Templer Death Anxiety Scale: With fifteen items, this 
scale measures attitudes toward death. Its possible total 
score is 0–15, with higher scores representing greater 
death anxiety. The validity and reliability of the Persian 
version of this scale were confirmed in a former study 
[29]. Its Kuder-Richardson 20 coefficient in the present 
study was computed as 0.83.

4. Life Satisfaction Index-Z Scale: This is a specific scale 
for measuring older adults’ life satisfaction. It contains 
13 items responded as “I do not know,” “Agree’, and 
“Disagree.” Its possible total score is 0-26, with higher 
scores indicating greater life satisfaction. An earlier 
study confirmed its construct validity through known-
group comparison and confirmed its reliability with a 
Cronbach’s alpha coefficient of 0.79 [30]. Its split-half 
Spearman-Brown correlation coefficient in the present 
study was obtained as 0.6. 

5. Spiritual Well-Being Scale: This 20-item scale con-
sists of two main domains of religious well-being (10 
items) and existential well-being (10 items). The possi-
ble total scores of the scale and each of its domains are 
20-120 and 10-60, respectively. Higher scores stand for 
better well-being status [31, 32]. Its Cronbach’s alpha 
coefficient was calculated as 0.92 in our study.

Study data were collected at three time-points, name-
ly the first hospitalization day (T1), the third hospital-
ization day (T2), and the seventh day after hospital dis-
charge (T3). At T1, we assessed the hospitalized elderly 
for inclusion criteria, initially in terms of the cognitive 
state. Then, the eligible participants were requested to 
complete the first-day death anxiety contributing fac-
tor questionnaire, Death Anxiety Scale, Life Satisfaction 
Index, and the Spiritual Well-Being Scale. At T2, we re-
assessed their cognitive state; then, eligible participants 
completed third-day death anxiety contributing factor 
questionnaire and the Death Anxiety Scale. Moreover, 
we obtained their home address, cell- and home phone 
numbers, and their companions’ cell phone numbers 
for post-discharge assessment (T3). At T3, we referred 
to the study participants’ homes or preferred places, re-
assessed their cognitive state, and requested them to 
complete the post-discharge death anxiety contributing 

factor questionnaire and the Death Anxiety Scale. Liter-
ate participants independently responded to the study 
instruments, while data collection for illiterate partici-
pants was performed through face-to-face interviews 
by the first author. 

The collected data were analyzed using SPSS. The nor-
mality of the data was evaluated via the Kolmogorov-
Smirnov test. In univariable analysis, the relationship 
between death anxiety and two-level categorical vari-
ables was tested using the Independent Samples t-test 
and the Mann-Whitney U test. Furthermore, its rela-
tionship with multi-level categorical variables was test-
ed using the one-way Analysis of Variance (ANOVA) and 
the Kruskal-Wallis test. The correlation between death 
anxiety and numerical variables (e.g., life satisfaction 
and spiritual well-being) was tested through Pearson’s 
correlation coefficient and the Spearman-Brown corre-
lation analyses. In multivariable analysis, the stepwise 
multiple linear regression analysis was conducted to 
determine the predictors of death anxiety at T1 and T3.

Moreover, as the distribution of death anxiety scores 
at T2 was not normal, the predictors of death anxiety 
at this time-point were determined through the rank 
regression analysis. Repeated measures ANOVA was 
also used to test the differences among the three-
measurement time-points respecting the mean score 
of death anxiety. Only those participants whose data at 
T1-T3 were completed were included in the repeated 
measures ANOVA (n=199). All statistical analyses were 
performed at a significance level of P<0.05

Results

Among 2290 older adults who were hospitalized dur-
ing the two-month course of the study, 241 met the 
inclusion criteria. At T2, 13 participants were excluded 
due to voluntary withdrawal (n=1), transfer to critical 
care units (n=9), altered consciousness (n=2), and death 
(n=1). Moreover, at T3, 29 participants were excluded 
due to re-hospitalization (n=3), voluntary withdrawal 
(n=2), inaccessibility (n=23), and death (n=1). Therefore, 
the number of participants at T1, T2, and T3 was 241, 
228, and 199, respectively. Table 1 presents the study 
subjects’ demographic characteristics.

The Mean±SD score of death anxiety among the 199 
study participants whose anxiety-related data were 
available at T1–T3 was 6.79±3.081 at T1, 7.45±3.63 at 
T2, and 6.18±3.36 at T3. The repeated measures ANO-
VA and the Greenhouse-Geisser correction results il-
lustrated the significant effect of time on death anxiety 
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Table 1. Participants’ demographic characteristics

Time-points
Characteristics
Variables

NO. (%)

First Hospitalization Day 
(n=241)

Third Hospitalization 
Day (n=228)

Seventh Post-discharge 
Day (n=199)

Gender
Female 125(51.9) 119(52.2) 108(54.3)

Male 116(48.1) 109(48.8) 97(45.8)

Marital 
status

Single 1(0.4) 1(0.4) 1(0.5)

Married 187(77.6) 176(77.2) 151(75.2)

Divorced 5(2.1) 5(2.2) 75.9(2)

Widowed 48(19.9) 46(20.2) 43(21.6)

Employ-
ment status

Retired 97(40.2) 92(40.4) 79(39.7)

Housewife 105(43.6) 100(43.9) 89(44.7)

Farmer 6(2.5) 6(2.6) 6(3)

Laborer 5(2.1) 5(2.2) 5(2)

Self-employed 17(7.1) 15(6.6) 10(5)

Employee 2(0.8) 2(0.9) 2(1)

Unemployed 9(3.7) 8(3.5) 8(4)

Educational 
level

Illiterate 156(64.7) 145(63.6) 149(64.8)

Primary 56(23.2) 54(23.7) 44(22.1)

Guidance school 15(6.2) 15 (6.6) 12(6)

Diploma 9 (3.7) 9(3.9) 9(4.5)

University 5(2.1) 5(2.2) 5(2.5)

Financial 
status

Poor 44(18.3) 42(18.4) 38(19.1)

Moderate 103(42.7) 94(41.2) 78(39.2)

Good 92(38.2) 90(39.2) 81(40.7)

Excellent 2(0.8) 2(0.9) 2(1)

Living 
arrange-

ment

With spouse and children 87(36.1) 89(39) 81(40.7)

With spouse 97(40.2) 13(5.7) 16(5.5)

With children 13(5.4) 84(36.8) 69(34.7)

Alone 42(17.4) 40(17.5) 36(18.1)

Other 2(0.8) 2(0.9) 2(1)

Variables Mean±SD

Age (y) 71.37±8.09 71.30±6.16 71.39±8.20

Number of children 4.95±2.03 4.92±2.06 4.92±2.05

Number of hospitalizations 3.20±2.26 3.17±2.29 3.18±2.35

Zahedi Bidgoli Z, et al. Death Anxiety among Older Adults. J Holist Nurs Midwifery. 2020; 30(2):101-110.
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Table 2. The multiple regression analysis results to determine the predictors of death anxiety in the first hospitalization day

Predictors R2 B SE β t Sig.

Constant 23.424 2.742 8.544 0.001

Age (y) 0.042 -0.135 0.029 -0.286 -4.561 0.001

Number of hospitalizations 0.052 0.454 0.106 0.271 4.284 0.001

Satisfaction with staff’s performance 0.037 -1.079 0.296 -3.649 -3.649 0.001

Spiritual well-being 0.046 -0.061 0.017 -3.607 -3.607 0.001

Total 0.177

Table 3. The rank regression analysis results to determine the predictors of death anxiety in the third hospitalization day

Predictors Estimate SE Sig.
CI 95%

Lower Upper

Marital status

Married -0.647 0.341 0.058 -1.315 0.022

Divorced -2.108 0.968 0.029 -4.005 -0.211

Widowed -

Satisfaction with staff’s 
performance

Low to moderate -2.248 0.925 0.015 -4.062 -0.435

Great -1.825 0.881 0.038 -3.551 -0.099

Very much

Children’s gender

Female 0.722 0.437 0.099 -1.35 -1.579

Male -1.068 0.424 0.012 -1.90 -0.236

Both -

Satisfaction with bed 
arrangement

Low 3.768 0.915 0.0001 1.975 5.561

Moderate 3.862 0.838 0.0001 2.220 5.503

Great 2.267 0.812 0.005 0.675 3.859

Very much -

Number of hospitalizations 0.173 0.590 0.004 0.570 0.289

Age (y) -0.065 0.180 0.0001 -0.099 -0.030

Table 4.The results of multiple regression analysis to determine the predictors of death anxiety in the third day after hospital discharge

Predictors R2 B SE β t Sig.

Constant 9.562 0.794 12.905 0.0001

Satisfaction with bed arrangement 0.126 -1.730 0.335 -0.342 -5.164 0.0001

Receiving education at hospital discharge 0.028 1.125 0.445 0.167 2.526 0.012

Total 0.154

Zahedi Bidgoli Z, et al. Death Anxiety among Older Adults. J Holist Nurs Midwifery. 2020; 30(2):101-110.
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(F=33.08; P=0.0001). In other words, there was at least 
one significant difference among the three-measure-
ment time-points respecting the mean score of death 
anxiety. Pairwise comparisons using the Bonferroni cor-
rection revealed that the differences between T1 and 
T2, T1 and T3, and T2 and T3 were statistically signifi-
cant (P=0.001). 

Univariable analysis results indicated that at T1, death 
anxiety was significantly associated with children’ gen-
der (P=0.02), satisfaction with hospital staff’s perfor-
mance (P=0.001), satisfaction with bed arrangement 
(P=0.04), age (P=0.001), the number of hospitaliza-
tions (P=0.01), and spiritual well-being (P=0.005). All 
variables which had a significant or near-significant re-
lationship with death anxiety with P<0.2 in univariable 
analysis were entered into the stepwise multiple linear 
regression analysis. This analysis data revealed that 
the significant predictors of death anxiety at T1 were 
age, the number of hospitalizations, satisfaction with 
hospital staff’s performance, and spiritual well-being 
(F=12.50; P=0.0001) (Table 2). These 4 factors explained 
17.7% of the total variance of death anxiety. The most 
significant predictor was the number of hospitalizations 
(R2=0.052). In addition, the coefficient of all factors, ex-
cept for the frequency of admission was negative.

At T2, univariable analysis indicated a significant rela-
tionships between death anxiety and age (P=0.009), the 
number of hospitalizations (P=0.01), spiritual well-being 
(P=0.02), satisfaction with bed arrangement (P=0.001), 
receiving information about the underlying illness from 
healthcare providers (P=0.05), hospitalization ward 
(P=0.02), children’s gender (P=0.04), and having a com-
panion (P=0.004). Multivariable analysis using the rank 
regression analysis on variables with P<0.2 in univari-
able analysis revealed that the significant predictors of 
death anxiety at T2 were satisfaction with bed arrange-
ment, children’s gender, satisfaction with hospital staff’s 
performance, marital status, the number of hospitaliza-
tions, and age (P<0.5) (Table 3). 

At T3, the univariable analysis revealed that death 
anxiety had significant relationships with the hospital-
ization ward (P=0.02), satisfaction with bed arrange-
ment (P=0.001), having a companion (P=0.03), receiv-
ing education at hospital discharge (P=0.009), and age 
(P=0.01). Multivariable analysis through multiple linear 
regression on variables with P<0.05 in univariable analy-
sis suggested satisfaction with bed arrangement and re-
ceiving education at hospital discharge as the significant 
predictors of death anxiety at T3 (F=17.66; P=0.0001) 
(Table 4). These two factors explained 15.4% of death 

anxiety total variance. The most significant predictor 
was satisfaction with bed arrangement (R2=0.126). Be-
sides, the coefficient of satisfaction with bed arrange-
ment was negative, and the coefficient of education 
during discharge was positive.

Discussion

This study assessed death anxiety and its predictors 
among older adults during and after hospitalization. The 
study findings revealed that the elderly suffered from 
moderate death anxiety during and one week after their 
hospitalization. Previous studies reported that most 
hospitalized patients suffered from moderate death 
anxiety [5-8]. 

Furthermore, death anxiety at the third hospitalization 
day was significantly greater than the first hospitaliza-
tion day and the seventh day after hospital discharge. 
In other words, death anxiety significantly exacerbated 
during the hospital stay and significantly alleviated af-
ter hospital discharge. The significant exacerbation of 
death anxiety during hospital stay might be attributed 
to hospitalization-related stressors, such as separation 
from family, unfamiliar hospital settings, diagnostic and 
therapeutic interventions, healthcare providers’ poor 
communication with patients [33, 34], fear over survival 
with serious health problems, pain and discomfort, in-
adequate sleep, the loss of independence in perform-
ing most daily living activities, the loss of control over 
the environment, intrusion to personal privacy, sensory 
overload, reduced social contribution, the loss of re-
spect and dignity, boredom at short visitations, and wit-
nessing other patients’ death [35]. Consequently, death 
anxiety alleviation after hospital discharge might be due 
to the elimination of these stressors, placement in the 
familiar environment of family, impacting care receipt, 
having familiar caregivers, and improved health status. 

The obtained data revealed age, the number of hos-
pitalizations, satisfaction with hospital staff’s perfor-
mance, and spiritual well-being, as the significant pre-
dictors of death anxiety at the first hospitalization day. 
In the present study, death anxiety alleviated with age. 
Numerous studies also reported the significant relation-
ship between death anxiety and age [7, 19]. Death anxi-
ety alleviation with age may be because older adults 
consider death as the termination of their problems, 
disabilities, pain, and impaired self-esteem; therefore, 
they feel less anxious over it. Our results also suggested 
lower death anxiety among participants with better 
spiritual well-being status. Previous studies also report-
ed the significant effects of spirituality [36] and religios-
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ity [37] on death anxiety and fear. We also found that 
a greater number of hospitalizations were associated 
with aggravated death anxiety. 

An earlier study on diabetic older adults in Iran also re-
ported the significant relationship between death anxi-
ety and the number of hospitalizations [38]. It seems 
that a greater number of hospitalizations not only ex-
haust patients but also make them feel that they are suf-
fering from serious conditions and reduces their hope 
for recovery; thus, exacerbates their death anxiety. In 
addition, the study participants who were more satis-
fied with the hospital staff’s performance had lower 
levels of death anxiety. Satisfaction with staff’s perfor-
mance (especially nurses) is mainly affected by their 
conduct and communication style [39] and significantly 
affects patients’ sense of psychological security [40]. 

Study findings indicated that the significant predictors 
of death anxiety in the third hospitalization day included 
the number of hospitalizations, age, satisfaction with 
hospital staff’s performance, and with bed arrange-
ment, marital status, and children’s gender. Married 
participants reported lower death anxiety. Similarly, an 
earlier study in India documented higher death anxiety 
among widowed men and women [20]. 

This finding is attributable to the fact that bachelor-
hood may reduce older adults’ perceived support, give 
them a sense of loneliness, cause them social isolation; 
consequently, it threatens their biopsychological health 
[41] and exacerbate their death anxiety. Moreover, we 
found that having male children was associated with 
lower levels of death anxiety on the third hospitaliza-
tion day. This is in agreement with the findings of two 
earlier studies in Iran [42] and the United States [43]. 
This finding also highlights the effects of perceived sup-
port on death anxiety. 

In eastern cultures, male children are considered as 
the main source of support for parents. Therefore, old-
er adults with male children may feel greater support, 
have a greater feeling of security, and experience less 
death anxiety. Another study finding was that the study 
participants’ satisfaction with bed arrangement was 
associated with decreased death anxiety on the third 
hospitalization day. Older adults may value the arrange-
ment of ward beds according to the patients’ language, 
culture, age, and physical health status; thus, they feel 
less death anxiety when placed close to the patients of 
their language, culture, and age group. 

We also found that on the seventh day after hospital 
discharge, the significant predictors of death anxiety 
were satisfaction with bed arrangement and receiving 
education at hospital discharge. A study in Iran [44] 
also reported the effectiveness of preoperative educa-
tion in significantly alleviating anxiety. Besides, another 
study reported that lack of education can cause anxiety 
among patients. 

Unawareness about illness, its prognosis, and treat-
ments, as well as hospital settings and medical equip-
ment, were among the leading causes of anxiety and 
stress among hospitalized patients [45]. Education helps 
correct misconceptions about health, illnesses, and 
treatment; accordingly, it alleviates anxiety. Patients un-
dergoing training and counseling at discharge feel ready 
for discharge. This readiness can be effective in reducing 
post-discharge anxiety. 

In patients’ arrangement in the ward, placing the el-
derly patient alongside these patients; dead, illness, de-
spair about treatment, and having a negative attitude 
toward treatment staff could increase the anxiety of 
death after discharge. 

Among the strengths of the study was death anxiety 
assessment at several measurement time-points and 
data analysis via the multiple regression analysis. On the 
other hand, the main study limitations were consecu-
tive sampling from a single hospital and excluding some 
participants due to their inaccessibility after hospital 
discharge. Thus, multi-center studies with larger sample 
sizes are recommended to evaluate and compare death 
anxiety among hospitalized elderly, nursing home resi-
dents, and community-dwelling older adults. 

Older adults experience moderate anxiety during 
and after their hospitalization. Their death anxiety sig-
nificantly exacerbates during their hospital stay and 
significantly alleviates after hospital discharge. The sig-
nificant predictors of death anxiety during hospital stay 
included the number of hospitalizations, satisfaction 
with hospital staff’s performance, spiritual well-being, 
marital status, children’s gender, satisfaction with bed 
arrangement, and age. Furthermore, its significant pre-
dictors after hospital discharge were satisfaction with 
bed arrangement and receiving education at hospital 
discharge. Therefore, developing and employing cultur-
ally-appropriate strategies to enhance hospitalized old-
er adults’ satisfaction with hospital staff’s performance 
and bed arrangement and providing them with neces-
sary educations at hospital discharge are recommended 
to alleviate their death anxiety.

Zahedi Bidgoli Z, et al. Death Anxiety among Older Adults. J Holist Nurs Midwifery. 2020; 30(2):101-110.
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