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Abstract

This research project examined changing public opinions towards euthanasia in the

United States and Canada. The method was a secondary analysis of the American General

Social Survey (1982,1988, 1991,1993, and 1994)andthe Canadian Gallup Poll (1984,

1990, and 199I). The sarnple consisted of 4"023 telephone interviews with Canadians and

35,284 with people from the United States. Seven variables were examined in relation to

euthanasia, including age of respondent, gender, income, education, religious affîliation,

comrnunity size, and marital status. The results indicated that Canadians were not more

accepting of euthanasia than Americans. Further results show that in Canada and the

United States attitudes toward euthanasia were unrelated to gender" income, community

size, and marital status. In Canada and the United States younger individuals were more

accepting of euthanasia than other age groups. In Canada, Jews were less positive towards

euthanasia than the other religions, but in the United States Jews were the most positive.

Further research is necessary to test multivariate predictors of euthanasia opinions.
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National Comparisons of Euthanasia Opinion Polls

Chapter I

Introduction

More than ever people in Canada are debating euthanasia. As people get older they

are more likely to have incurable diseases, which are often accompanied by pain. As the

older population has grown much larger than the past and continues to grow, the issue of

euthanasia is being debated within families and in society in general.

Research on euthanasia is unclear, partially due to a lack of clarity on the

definition of euthanasia by both researchers and participants. Therefore, it is necessary to

clearly define this tenn. Logue (1991b) explains that there are two forms of euthanasia,

active and passive. She explains that "active euthanasia"is a deliberate attempt to end life

and it includes suicide or assisted suicide by a friend, farnily member, or rnedical person.

Active euthanasia also includes the decision of others, such as farnily members, on the

behalf of patients to end their lives (Logue, i991b). The second type of euthanasia is

"passive" which includes the tennination or refusal of life sustaining techniques (Logue,

199ib)

Medical practitioners play alarge part in the euthanasia debate, due to great strides

in life sustaining techniques. Some euthanasia proponents think that the doctors have

forgotten how the patient is to live with the pain or a debilitated body, or they wonder
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how families are to live with a family member in a coma. Two questions to consider are:

First, is iife-sustaining technology in the patient's best interest? Second, who should have

the control over the decision of whether it is better to die or to live? Freedom of choice is

something in which Canadians and Americans pride themselves, but when it colnes to

euthanasia it is unclear whose choice it should be.

When exarnining the literature or speaking to the public about the topic of

euthanasia for humans, there is controversy over the issue in regard to medical, religious,

or legal issues. However, when it comes to the family pet the population as a whole

practices euthanasia to end the pet's suffering. The logic behind this practice is that it is

the humane thing to do. It is interestìng that action is not applied to the human population

According to some researchers there are drawbacks to \egalizingeuthanasia. There

is concern that abuse will occur to those who are incompetent (Humber, Almeder, &

Kasting, 1993). Humber, et al. (1993) believe that patients who are chronically ill may be

pressured into requesting euthanasia because they have no health insurance, which is

more of a problem in the United States than in Canada. According to Post (1990) if

euthanasia is permitted the public may begin to see the elderly as expendable, due to a

view that they are financial and emotional burdens. Logue (1991b) believes that

euthanasia is a women's issue; women will be encouraged to die because they live longer

than men, face tenninal illnesses Ínore frequently, and in the United States are more likely

to live in poverty with no health insurance thus causing a burden to society.



Euthanasia is a significant issue in the realms of law, medical ethics, religion, and

individual rights. As medical technology has extended life expectancy, medical ethical

boards are being asked to re-examine prohibitions against physician assisted suicide

(Shuman, Fournet, Zelhart, Roland, & Estes ,1992). According to Shuman, et al. (1992),

the more experience medical persons have with terminally ill individuals the more likely

they will support both active and passive euthanasia.

The general public attitude is shifting toward more positive responses regarding

euthanasia (Logue, 1991a). According to Logue (1991a) there has been an increase in

acceptability of euthanasia over the years; for example, in 1913 37% thought that a

patient could ask the "doctor to put him out of his misery" if he had a tenninal illness

(p.32).Twelve years later the response to this question increased to 610/o (Logue, 1991a).

This can be seen in other opinion surveys such as U.S. Gallup Polls (1947 ,37o/o to 1986,

66Yo), and Canadian General Social Surveys. In I97l 38% of Canadians agreed with an

individual with a terminal illness taking hisi her own life, and in 1988 50% agreed

(Logue, 1991a).



Statement of Problem

In this thesis I studied changing public opinions toward euthanasia in the United

States and Canada, using secondary analysis of public opinion polls . Although it is

recognized that public opinions have become Írore accepting of euthanasia over time in

both countries, the relationships between demographic variables and opinions are less

known. I analyzed parts of the Canadian Gallup Polls (i 984,1990,1991),to examine the

relationships between demographic factors and euthanasia opinions. A comparison of

Canadian and American opinions was made, using the American General Social Survey

(1982, 1988, l99l 
" 1993, 1994). Specifically, opinions toward euthanasia were examined

by year, keeping the countries separate through the analysis.

Current knowledge of the euthanasia debate was extended by examining the

relationships between attitudes and factors of religion, age, education, gender, income,

community size, and marital status. The area of death and dying is a relatively new

speciality of the social sciences and rnay be enhanced by this research. Furtherïnore,

family studies scholars have neglected this topic; however, euthanasia does not just affect

individuals but families as well. Theoretical frameworks have not been consistently used

to understand and explain euthanasia, and a life course perspective was used in this

research.

Terms used in this project are defined below.

Euthanasia. This is has been defined as "good death," and is derived from the Greek



words "eu" meaning "good," and "thanatos" meaning "death" (Gruman, 1982).

Euthanasia is currently defrned as relieving an individual's suffering by deliberately

causing death (Special Senate Committee, 1995).

Active Euthanasia. Logue (i99lb) explains that "active euthanasia" includes suicide, or

assisted suicide by a friend, family rnember, or medical person. Active euthanasia also

includes the decision of others on the behalf of the patients to end their lives (Logue,

1991a). It is a deliberate ending of life which could include a lethal injection of a harmful

substance that results in death.

Passive Euthanasia. Passive euthanasia includes the termination of or refusal to provide

life sustaining techniques (Logue, 1991b) This may include removal of oxygen tanks, life

support, or chemotherapy. Passive euthanasia removes any treatments that prolong the

dying process.

Ph)¡sician Assisted Suicide. This is when doctors provide patients with the medicine

needed to end their own lives (Humber, et al.,1993). This term is often used as a form of

active euthanasia.

Death with Dignity. This is defined as the ability to allow a tenninally ill individual to

choose to avoid or terminate the use of aggressive rnedical therapies (Menon, 1990).

Informed Consent/ Advance Directive/ Living Will. It is a legal document that aperson

makes while mentally competent, and it contains the wishes of the person regarding

resuscitation orders, use of excessive rnedications, or other life sustaining techniques



(Special Senate Committee, 1995).

Life Support. This is the use of technology which allows an individual to remain

physically alive even though the individual rnay die without the technology. Life supports

include artifrcial respiration, resuscitation, drugs, surgery, and blood transfusions

(Roberts & Gonnan " 1996).

Mercl¡ Killing. This occurs when a compassionate individual takes the life of an

individual, whether based on the terminally ill patient's wishes or on behalf of a

concerned individual (Special Senate Committee, 1995).

Palliative Care/ Hospices. These treatment facilities allow a patient to receive comfort and

support in the last days of life, providing patient comfort without use of aggressive

therapies (Special Senate Cornrnittee, 1995).



Chapter II

Theoretical Perspective

A life course perspective is a useful theoretical approach to study euthanasia. It

stresses the importance of context, time, process, and meaning on development of the

individual and the families Specifically, it examines how families change over tirne. The

life course perspective contains fîve themes, the first of which is time. Three different

types of tirne are addressed (Bengtson & Allen, 1993). Ontogenetic time is concerned

with the individual and how events alter behavioral processes. An exampie of this

particular time is when a person experiences a stroke which may result in an unwelcome

dependency on a farnily. A change in thoughts and behaviors towards accepting

euthanasia may occur so that the farnily might not be burdened by the dependent person.

Generational tirne explores how interactions alter as a result of events or family

transitions (Bengtson & Allen, 1993). This may cause some individuals to wish for

euthanasia because they do not want to burden their family with a debilitating disease. A

person may wish not to be dependent on family members as a result of famiiy discussions

on the issue. The dependent person may know that the family does not have the resources

or the strength to handle the debilitating disease or the dying family member.

Historical time refers to events that occur in a social context which may afflect

values of individuals and families (Bengtson & Allen, 1993). For example, the media

attention in the United States and Canada to Dr. Kevorkian's assistance with suicide mav
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affect people's opinions, some individual values may be offended and others' values

supported. Dr. Kevorkian is a pathologist who assists individuals with their dying. Death

is caused using a machine that he invented, which enables the individual to push a button

which starts a sequential release of drugs to initiate death (Roberts & Gonnan,1996).

Many individuals see Dr. Kevorkian as a hero, as someone who helped when no one else

will. This may result in values changing to accept euthanasia because the individual or

family may see the reasoning behind Dr. Kevorkian. Other individuals may be offended

because some feel that God is the only one who can decide who should die.

A second theme, context, such as social construction of meaning and cultural

attitudes is essential when examining developrnent (Bengtson & Allen, 1993). As a result

of changes in technology, specifically the medical field, it is possible to extend life.

Doctors now have the technology to apply techniques which patients might not wish.

Techniques can keep a person breathing but the brain not fully functioning.

Third, change occurs over time to individuals and families. The transition to old

age takes time and may lead some individuals to contemplate their deaths or onset of

debilitating diseases. Preparation for a debilitating disease may lead to the creation of an

advance health care directive. This may result in thoughts about euthanasia as a possible

course of action, especially if there is no cure likely with high levels of pain. Therefore,

analysis of age cohorts is irnportant to euthanasia because there tends to be a higher level

of need or likelihood of experiencing debilitating diseases or unwanted life-sustaining
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techniques among older persons.

Fourth is heterogeneity, which means that trends are examined but also diverse

patterns are explored (Bengtson & Allen, 1993). When examining the trends it is apparent

that there is more general acceptance towards euthanasia now than in the past. However,

on an individual level, there are many difflerent people with divergent views on

euthanasia. Some believe that euthanasia should only be allowed with the doctor's

approval while others believe that euthanasia should not be allowed at all. Over time

many individuals may change their opinions based on development of new or changing

ideas and life experiences.

Finally, the life course perspective is rnultidisciplinary, borrowing frorn other

disciplines such as biology, psychology, and religion to explain trends over time

(Bengtson & Allen, 1993). When examining health issues using the life course

perspective, it becomes apparent that other disciplines come into play. A biological

deterioration in health may occur in old age; therefore, many thoughts may arise

regarding death or euthanasia. In addition, psychology or psychiatry may be used to

examine motives for euthanasia. For example, in some cases as individuals become older

depression occurs because the person is unable to complete tasks as he/ she once did

when younger. Furthermore, religion is another discipline which may help explain

attitudes toward euthanasia. For example, many individuals feel that God is the only

decider for who shall die.
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Chapter III

Review of Literature

As will be shown below, there is a trend toward increasing acceptance of

euthanasia as a choice in society as a whole and within the older population in particular.

One indicator is shown by the increased use of advanced directives or living wills (Law

Reform Commission of Canada,1982). A number of factors affect euthanasia opinions,

including people's age, gender, and health concerns (Sonnenblick, Friedlander, &

Steinberg, 1993). It is essential to examine each of these, as well as the medical, legal,

religious perspectives.

Age and Religion Affecting Opinions

Leinbach (1993) found that60yo of persons between the ages of forty-five and

eighty-five years support euthanasia decisions, and it was found that the percentage of

acceptance was lowest for the youngest group and highest for the oldest group. According

to Seidlitz, Duberstein, Cox, and Conwell (1995) individuals preferences varied

according to the strength of religion. If religion was a large part of peoples' lives and they

attended church quite regularly, acceptance of euthanasia was less likely, regardless of

age.

Gender Affecting Op inions

Logue (1991a) found that if individuals had recently moved into a long term

facility or into an adult child's home and were men they were more tikelv than women to
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believe in euthanasia. This may be due to gender biased differences in socializatton

patterns, education, or religion (Ward, i980). Women are socializedto accept what

happens to them and men are socializedto act in undesirable situations (Logue, i991a).

In addition, historically, women complete lower levels of education and are more

religious than men (Logue, 1991a).

Health Concerns Afflecting Opinions

Logue (1991b) expressed the view that as more people in a society accept

euthanasia as a choice, the individuals within this society will begin to accept euthanasia

for themselves. Euthanasia tends to be a controversial topic; as an increasing number of

individuals become ûtore vocal about their individual beließ regarding euthanasia, the

issue will be less controversial. The result is that there is a higher percentage of

acceptance of euthanasia across time (Logue, 1991b).

Logue (1991b) explores the issue of having control over one's own body,

including control over one's death, and sees this as an essential argument in the debate.

Having control over one's health is as important as having control over one's death,

according to this view.

Another issue in the euthanasia debate is people's concern about being dependent,

experiencing dementia, and being in pain (Prado, 1990). Euthanasia appears to be a way

of escaping all of the negative health aspects of old age that are problematic. Furthermore,

the individuals are also concerned about a reduction in the quality of life if life sustaining
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techniques are used (Schonwetter, Walker, Krarner, & Robinson, 1994).If physicians do

not prepare patients for the debilitating consequences of life sustaining treatments they

are often left feeling much worse than if they had not received treatment (Beauchamp, &.

Veatch, 1996).

On the opposing side there is a concern that permitting euthanasia to take place

will allow society to kill disabled individuals against their will, specifically, those with

Lou Gehrig's disease (Arnyotrophic Lateral Sclerosis), Alzheimer's, or multiple sclerosis

(Ontario Consultants on Religious Tolerancq 1995).

Medical Perspective" with Comparisons between the United States and Canada

It is essential to exarnine how medical care affects the opinions towards

euthanasia. A power difference exists between physician and patient. Doctors and nurses

have knowledge of medical procedures which not only prolong life, but they can also end

the patient's pain and suffering. The medical profession comes from a perspective in

which practitioners are not only ethically bound to provide cornfort when dying, but also

they may be held criminally negligent if they assist with death. According to the Research

Branch of the Library of Parliament (1995) under Canadian legisiation the actions of

doctors can be prosecuted.

Three points in the Canadian Medical Association's Code of Ethics apply to

euthanasia. First, physicians must inform their patients when their biases may detract

from recommending certain types of therapies (Department of Bioethics, 1992). This may
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cause a physician to be unable to suggest a certain fonn of therapy which may assist in

alleviating some pain and discomfort for the patient.

Second, Canadian Medical Ethics permit death to occur without pain and with

dignity (Department of Bioethics, 1992). This means that a physician should apply

techniques or medications which assist patient comfort.

Third, physicians may provide life support to the body when the brain is dead, but

there is no need to apply any "unusual or heroic measures" to prolong life (Department of

Bioethics, 1992). The Canadian Medical Association officially stated that it does not

support euthanasia even though this is not explicitly stated in their code of ethics

(Department of Bioethics, 1992\.

The American Medical Association's Code of Ethics states that the physician's

role is "healer" and euthanasia and assisted suicide go against the physician's role

(American Medical Association,Igg6). Hadjistauropoulos (1996) found that four points

of the American code of medical ethics applied to euthanasia, it is the physician's

responsibility to be honest with patients, respect the law, guard the rights of patients

within the limits of the law, and to take part in activities that assist in a community of

choices. None of these points explicitly prohibit the physicians from assisting with death;

however, Had-jistauropoulos (1996) says that it is implied by stressing that a physician

must be lawful.

Personal beliefs of medical practitioners play alarge part regarding cessation of
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treatment or even application of aggressive therapies (Research Branch of the Library of

Parliament, 1995). If the physician believes that the treatment will be unsuccessful or if

there is no hope for survival, either may influence the physician's decision to forego

treatment (Research Branch of the Library of Parliament, 1995).

A Michigan pathologist, Dr. Kevorkian, has increased the media and public

attention to the topic of euthanasia. Dr. Kevorkian has assisted individuals with their

suicides. He built a machine to help with the suicides, called a "mercitron"(Roberts &

Gorman, 1996). An IV line is started and then the machine injects a saline solution

(Roberts & Gorman,1996). When the individual is ready, he/she pushes a button to

initiate a sleep-inducing drug and then potassium chloride, which stops the heart (Roberts

& Gorman, 1996). Dr. Kevorkian and the publicity about him and his suicide machine

have brought a certain twist to the issue (Dickinson, Leming & Mermann,1994).Dr.

Kevorkian has publicized his personal views on euthanasia or physician assisted suicide,

which is rare in the rnedical field.

As most physicians argue against euthanasia or physician assisted suicide due to

their ethical position and their code of ethics, little is known about their personal views

and their feelings about the issue without the medical ethics frame of mind (Dickinson, et

al." 1994). For example, one physician explained his relationship with one of his patients

whom he had known over many years; he appeared to understand the patient's point of

view about euthanasia (Arras & Rhoden, 1989). It was interesting because most
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physicians do not express their personal understanding of euthanasia as it contradicts the

medical ethics. As this physician understood how his patient felt and understood her

background, he expressed compassion as he assisted her death (Arras & Rhoden, i 989). It

was intriguing because the physician went against medical ethics codes and treated his

patient with the treatment that the patient requested.

According to the Research Branch of the Library of Parliament (1995) more than

half of the respondents of a 1991 survey of Alberta doctors favored legislative changes

which would permit requested active euthanasia This point demonstrates that physicians

have beliefs which conflict with their code of ethics.

A main opposing view to euthanasia is that physicians take an oath to save lives.

Some doctors are therefore uncomfortable helping people end their lives (Ontario

Consultants on Religious Tolerance, 1995).

Death with dignity is a current concern of patients and their families. To each

person and each family this term (death with dignity) means something diff,erent, but

basically it is allowing the patient to have control over his/ her death. This means a person

may die without pain, without being dependent, or without dernentia (Prado, 1990).

Furthermore, death with dignity enables patients to play apartin the decision making

process of their deaths and dying with respect. The desire to die with dignity is usually

expressed verbally to farnily and physicians, or in the form of an advance directive or

livine will.
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The advanced directive allows an individual to make his or her choices of

treatment clear by explicitly explaining it in a formal document (Special Senate

Committee, 1995). This document is produced by a competent person concerning

decisions about health care, to be acted upon when the person becomes unable to express

his or her wishes. Unfortunately, only the Canadian provinces of Quebec, Ontario,

Manitoba, and Nova Scotia have passed legislation allowing advance directives (Special

Senate Comittee, 1 995).

There are several points against euthanasia. Permitting physicians to assist with

death can give them too much power. Information doctors give patients about their

diagnosis may be mistaken, or doctors rnay be unaware of new treatments (Christian

Medical Fellowship, 1997). Furthermore, doctors' own personal beliefs may get in the

way of explaining a patient's options (Christian Medical Fellowship 
" 1997). Euthanasia

is not always the only course of action; many patients are not given all their options on

alternative solutions or treatments. Those who experience a tenninal illness are fraglle;

they experience many emotions such as, fear, anxiety, and depression which may affect

their decision to accept euthanasia (Christian Medical Fellowship " 1997).

Health care appears to be a difÊerent issue in the United States than in Canada for

physicians and their patients. In the United States physicians base decisions of who will

receive certain treatments on who can afford it (Jecker, 1994). Medical care has increased

in costs and limitation of resources has been the result (Lo &, Jonsen. 1980). Medical
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costs are more expensive during the last days of life of an individual who is terminally ill

than in other stages of life (Jecker, 1994). Sometimes if a patient does not have

appropriate medical insurance expensive treatments are not offered to the patient,

according to Jecker (1994). Health insurance in the United States is based on occupation.

It is the employee's responsibility to pay for medical insurance, and private medical

insurance without employer group plans is very expensive (Jecker, 1994). It is possible,

given high costs of medical treatments, that Americans may be more accepting of

euthanasia than Canadians.

In Canada, the health care system is supposed to follow five principles,

"portability, accessibility, public administration, comprehensiveness, and universality"

(Gray, 1996). Canadian health care is a public system funded by governments, whereas

American health care is a market driven system (Gray, 1996). According to Gray (1996),

public funds play a larger role in Canadian health care than in the American health care

system, therefore, it appears that the health care system may influence Americans to favor

euthanasia decisions more frequently than Canadians.

Legal Perspective

Legally, active euthanasia is a crime and defîned as murder. According to the

Special Senate Committee (1995), anyone practicing active euthanasia can be charged

with "offences of murder, manslaughter, or criminal negligence causing death" (p 52)

However, in current law cases it is evident that the judge and jury have based their
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decision on compassion, resulting in lenient sentencing (Smith, Alter, & Harder, 1995).

Over the years a few court cases have occurred, such as Karen Quinlan, Sue Rodriguez,

and Nancy 8., bringing euthanasia into the public arena. Karen Quinlan, suffering from

pernanent darnage to the brain and in an irreversible coma due to a drug and alcohol

accident, is an icon in the American justice system on the issue of euthanasia. In 1976 the

New Jersey Supreme Court ruled that the respirator could be removed, which was a

decision that neither the attending physician nor the hospital would not make (Smith, et

al., 1995). This case was essential in re-introducing the quality of life argument, as the

courts examined the benefits and costs of continued treatment to Karen Quinlan (Smith,

et al., 1995).

In Canada, in 1992, two court cases were underway fighting for the rights of two

women. The first was Nancy 8., who was suffering from an incurable disease and wanted

her respirator disconnected (Smith, et al., 1995). The court ruled in Nancy B.'s favor,

reasoning that her "disease should take its natural course" based on the Canadian Charter

of Rights and Freedorns (Smith, et al., 1995, p.7). Sue Rodriguez had Amyotrophic

Lateral Sclerosis and fought to receive the court's permission to have assistance with her

death. Although the courts ruled against her, Sue Rodriguez was helped to commit suicide

by a physician (Smith, et al.,1995).

These court rulings show that the courts favor individual rights. However,

according to the President's Law Commission (1983), a physician is obligated to provide
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a patient with all the treatment options, but it is the patient's decision to accept or reject

treatment.

According to the Law Reform Commission of Canada (1982) "instances in which

the law fails to penalize actions intended to tenninate human life are rate" (p. 3). The

courts appear to be showing compassion towards the patient especially when it involves

medical treatment. Areen, King, Goldberg, and Capron (1984) explain that the courts

have tried to protect human rights by keeping some essential points in mind, preserving

life, preventing suicide, protecting third parties, and maintaining the ethical point of view

of physicians. However, the court decisions are still based on the judge's view of quality

of life (Menon, 1990).

Mercy killing is a concern when examining euthanasia cases. It is important for the

public to know the motives behind those who assist with death. Currently, mercy killing is

a serious crime. When the rnercy killer is brought into the criminal justice system his/ her

motives are not examined, however, if motives were examined, it may lead to a more

lenient sentence (Wickett, 1988).

Physicians make end of life decisions every day. These are handed to the courts

when there is a question by a medical review board or the individual whose life is in

question. Courts are involved when it is unclear as to what treatment a patient wants due

to the inability of the patient to communicate his/ her wish.

Euthanasiamay need a separate law because guidelines followed by the courts
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appear to be using laws on suicide and individual rights. Formulating laws or guidelines

specifically for euthanasia should not exclude quality of life values, as they shape both the

court's and individual's decisions on the issue of euthanasia (Law Refonn Commission of

Canada,1982).Individuals believe it is essential to have their autonomy regarding their

deaths, which is provided through their "free choice'" (Menon, 1990).

Oregon has been dealing with the issue of legalizingeuthanasia under the "Death

with Dignity Act" (Ontario Consultants on Religious Tolerance, 1995). The state has

guidelines to determine acceptability of euthanasia such as: the person rnust be terminally

ill, must request assistance with death three times (two orally and one written), must

convince two physicians that heishe is sincere and is not depressed, rnust be infonned of

alternative care, and rnust wait for 15 days (Ontario Consultants on Religious Tolerance,

1995). The only way a person could receive assistance is with the method of an oral

medication suffrcient to result in death (Ontario Consultants on Religious Tolerance,

1995). New York, Florida, and Washington State express that physician assisted suicide

is a criminal offence and will not change the law (Ontario Consultants on Religious

Tolerance. 1995).

In Canada, Maurice Genereux was the "f,rst Canadian physician to be convicted of

assisted suicide" in December 1997 in Toronto (International Anti-Euthanasia Task

Force, 1998). He prescribed two HIV patients lethal doses of barbiturates because

Genereux believed they had no hope of surviving (International Anti-Euthanasia Task
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Force, 1998). Another Canadian physician, Nancy Morrison, in 1996 had her charges of

manslaughter dismissed in Nova Scotia (International Anti-Euthanasia Task Force, 1998).

Anti-euthanasia lobbyists raise an important point: If patients are told about all options of

care euthanasia would not be requested. Therefore, the decisions to make tougher laws or

laws dealing specifically with euthanasia are not necessary (International Anti-Euthanasia

Task Force, 1998).

Religious Perspectives

Many of the great philosophers of the past expressed their views of euthanasia.

Between 500 to 200 B.C. it was thought that euthanasia was acceptable, provided those

who wished to practice euthanasia received permission from an official (Roberts &

Gorman, 1996). Plato believed that it was acceptable to practice euthanasia if the

individuals were incurably ill and it was authorized by the state (Roberts & Goman,

1e96)

With the rise of Christianity by 330 A.D. it was forbidden to practice euthanasia

(Roberts & Gorman, 1996). The Christian view was that God detennined whether

individuals should live or die (Roberts & Gorman,1996). Frorn 354 to 430 4.D., St.

Augustine condemned the use of euthanasia as it went against church policies (Larue,

1985). During the Middle Ages it was considered a sin to practice euthanasia, and during

the Renaissance era, Protestants and Catholics condemned the use of euthanasia and

through the courts it became a law that euthanasia was a crime (Roberts & Gorman.
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re96).

Religion is a specific system of belief or religious affîliation, and religiosity

describes individuals who are "devout and pious, concerned with religion" (Webster's

New World Dictionary,1984) For this study religious affrliation was examined.

Roman Catholic Perspective.

Off,rcials of the Roman Catholic Church have been the rnost vocal asainst

euthanasia. Church doctrine suggests that God is the decider of who shall live and who

shall die, and an individual does not have the right or the power to make these decisions.

Catholics are taught to believe that God created all life and only God can control it.

Furthermore, Earth is a stepping stone in God's plan, and suffering on earth provides

"man" with the feeling of hurnility which purifies himiher for heaven. Therefore, the

Catholic Church officials have actively condemned euthanasia.

The Catholic Church doctrine prohibits any use of active euthanasia, however,

there is a possibility to practice some leniency: If ending a person's suffering is the "lesser

of two evils" and there is no other choice then the church officials will condone the

decision (Larue, 1985). According to Coleman (1985), Pope Pius XII declared that

individuals had the right to die when medical intervention has become extreme and a

natural death has been prolonged due to technological advances.

Greek and Russian Orthodox Perspective.

Members of the Greek and Russian Orthodox Church disagree with active
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euthanasia, but they believe that life support is not essential in God's plan (Larue, 1985).

Suffering is seen as repentance for our sins and "salvation for our souls," but God did not

intend for outside interference or artifìcial life prolongation (Larue, 1935).

Jewish Persnective.

Jewish individuals, as well as those with no affiliation, were more likely to support

euthanasia than others (Ostheimer & Moore, 198 1 ). According to Larue ( i 985), Jews

condemn the use of active euthanasia; however,they do practice leniency in special cases,

especially regarding passive euthanasia. As with the Catholic perspective passive

euthanasia is the better of the "two evils."

Lutheran and United Church Persnective.

The Lutheran Church condernns euthanasia as an unacceptable practice. It views

life as God's gift (Larue, 1985). The United Church, on the other hand, disapproves of

active euthanasia, but provides leniency towards passive euthanasia (Larue, 1985). It is

believed that it is God's will to continue physìcal existence, and life is seen as precious

and essential to God"s plan (Larue, 1985).

Religious Affiliation and Attendance.

Overall, it appears that religious affîliation is associated with euthanasia beließ. It

is generally unacceptable to practice active euthanasia, but leniency is practiced towards

passive euthanasia, especially in extreme cases, by some churches. Ostheirner (i980)

found that individuals who have more liberal religious views are more likely to be in
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favor of euthanasia. In addition, Singh (1979) found that regular church attendance

along with strong participation were inversely related to acceptance of euthanasia.

In summary, this review of literature represents the euthanasia debate among the

medical, legal, and religious areas. Each group brings to the euthanasia issue their own

divergent ethical standards and opinions. Unfortunately, there has been no real

consistency to develop unified proposals or guidelines regarding euthanasia.

Euthanasia Opinion Changes over Time

Through examining public opinions there appears to be an acceptance of

euthanasia. Gallup Polls reported an increase in acceptance towards euthanasia from 37o/o

in 1941 to 78Yo in 1990 (Logue, 1991b). The media reflects public opinion. A number of

articles in the popular press have examined euthanasia. For example, media coverage of

Dr. Kevorkian's 38 assisted suicides from 1991 to 1996 has been extensive (Roberts &

Gorman, 1996). Although this topic has come under rnedia scrutiny as a result of high

profile cases, there has been no real inquiry into the correlates of the Canadian and

American public opinions toward euthanasia. Multivariate techniques can assist

understanding of the relative influence of several variables on attitude. In addition, when

examining the research there appears to be a lack of theoretical perspectives guiding the

research of euthanasia. Using a life course perspective in this research can also clarifo our

understanding.
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Chapter IV

Methodology

Research Desisn

This study was a secondary analysis of the American General Social Survey

and the Canadian Gallup Poll. Both are national opinion polls, each of which had a

question on euthanasia. These questions form the dependent variable in this research.

They were worded as follows:

"When a person has an incurable disease that causes great suffering, do you, or

do you not think that cornpetent doctors should be allowed by law to end the patient's

life through mercy killing, if the patient has rnade a formal request in writing?" (Canadian

Gallup Poll). Possible responses included, "yes (should)," "no (should not)," "doesn't

know," or "not stated."

"'When a person has a disease that cannot be cured, do you think doctors should

be allowed by law to end the patient's life by some painless means if the patient and

his family request it?" (American General Social Survey). Possible responses included,

"yesr" "no," "don't knowr"' or "no answer."

Samples

The data for this study were derived from the 1984, 1990, 1991 Canadian Gallup

Poll, conducted annually by the Canadian Institute of Public Opinion at Carleton

University. Other data for this study were derived from the 1982,1988, 1991,1993,1994
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Generai Social Surveys of the United States, conducted annually by the National Opinion

Research Center at the University of Chicago. The surveys were conducted using a

random sample each year of households in Canada and United States respectively.

The Canadian Gallup Poli interviewed 4,023 respondents, who spoke English or

French. These telephone interviews covered a variety of variables, such as politics and

sociai issues. The subjects were 18 years of age and oider, who did not live in an

institution. Everyone interviewed was asked the euthanasia question.

The American General Sociai Survey's responcients were English speaking, 1B

years of age or older, and not living in an institution within the United States. These

telephone interviews lasted approximately I Yz hour each. Over the years chosen for this

study 35, 284 respondents were interviewe d on 2"700 variables ranging from famiiy and

the life cycle to poiitics. Not all variables were asked of every individual. The aim of the

General Social Survey was to ask questions about American public opinion. The years

which were examined were all overseen bv directors James A. Davis and Tom W. Smith

at the University of Chicago.

Variables and Hypotheses

The variables to be related to euthanasia within the American General Social

Survey and the Canadian Gallup Poll are age of respondent, gender, income, education,

religious affiliation, community size, anci marital status. These varia'bles selected for

analysis are representative of the theoretical perspective or have been found to be
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predictive of euthanasia opinions in previous research. Furthennore, the United States

and Canada were statistically compared on these variables to see if there were anv country

diflerences.

Age of Respondent.

This variable was chosen because there have been several research articles

outlining the importance of age in predicting opinions toward euthanasia. Leinbach

(1993) found that majority of individuals at the older ages (60%) supported euthanasia

and that there was the highest percentage of acceptance within the oldest age group. The

life course perspective states that individuals change over time, specifically preparing for

death or painful diseases (Bengtson & Allen, 1993). Since older individuals, as a group,

are experiencing deaths of cohort members, together with greater likelihood of their own

deaths, they will support euthanasia more than younger people. Ward (19S0) found that

the elderly had more acceptance of death than the younger generation. Older individuals

are defined in this study as 50 years and over, because this was the way the Canadian data

were categorized. The same definition of the elderly (50 years of age and older) was

carried over to the American General Social Survey for comparisons.

H1. It is hypothesized that older individuals will support euthanasia more than

younger ones over tlme.

Gender.

There has been some controversy over gender influencing euthanasia opinions.
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Ward (1980) found that women were less likely to support euthanasia. However, Logue

(1991a) found that slightly more men then women support euthanasia decisions. Logue

(199la) also goes on to explain that this is a woman's issue as women live longer than

men, therefore, they experience rnore long-tenn diseases and more dementia, which may

lead to the use of euthanasia. According to the life course perspective many individuals

will change their opinions over time as a result of experience (Bengtson & Allen, 1993)

and since there are more old women alive who may influence one another it is expected

that women will be more supportive of euthanasia than men.

H2. It is hypothesized that there will be greater support by women than men for

euthanasia over time.

Income.

Previous research has found that the lower someone's income is the more

accepting of euthanasia he or she will be (Ward, 19s0). Ward (1980), who is an

American researcher, found that persons with lower incomes may feel a sense of burden

or shame in regards to use of the medical field, particularly, if they cannot afford certain

techniques. As individuals move through the life cycle they rnay be faced with r¡edical

technology to extend their body's life but unable to afford the new technology (Bengtson

& Allen, 1993).In regards to health care,the final days of life for a tenninally ill

individual are the most expensive. According to Jecker (1994),American physicians base

decisions of who will receive certain treatments on who can afford it. Euthanasia mav
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stop a lengthy treatment thus cutting health care costs. Persons with lower incomes do not

receive the same treatment as individuals with higher incomes.This may be due to

individuals not able to afford a phone to call for help, or prqudices occurring toward

individuals with lower incomes. This treatment or lack of treatment will affect views of

individuals with lower incomes.

H3. It is hypothesized that individuals with lower incomes will be more

H4.

accepting of euthanasia than people with higher incomes over time.

In addition, with the privately funded u. s. system of health care, it is

hypothesized that Americans will be more accepting of euthanasia than

Canadians over time.

Education.

Research indicates that the higher someone's educational attainment is the trore

accepting of euthanasia he or she will be (Weiss, 1996). A person with rnore education

may better understand the debate of euthanasia. Over time an individual's knowledge

increases, suggesting as people gain understanding through the life course they will be

more accepting of euthanasia.

H5. It is hypothesized that persons with more years of education will be more

accepting of euthanasia than persons with fewer years of education over

time.
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Religious Afrrliation

Through examining the research on religion it was found that both Protestants and

Catholics hold strong views against euthanasia, therefore, the persons of these faiths,

following their church doctrine, will be more inclined to disagree with euthanasia. The

Jewish community is more likely to be in favor of euthanasia than other religions

(Ostheimer & Moore, 1981).

H6. It is hypothesized that Jewish individuals will be more favorable to

euthanasia than persons of other religions over time.

Community Size.

According to Menon (1990) those ffom smaller communities have more social

integration resulting in a lack of acceptance of euthanasia. This is because smaller

communities are lacking many resources which provide education on euthanasia and

opportunities for medical interventions, therefore, small communities rely on rumors?

churches, and family beliefs held for generations about euthanasia . Larger communities

change and develop over tirne faster than small communities. The result of change and

development in larger communities is more access to the ever-changing technology and

development of new ideas through social institutions.

H7. It is hypothesized that individuals from larger communities will be more

accepting of euthanasia than people from small communities or rural areas

over time.
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Marital Status.

According to Menon (1990) those who are married have a higher acceptance of

euthanasia. This rnay be a result of individuals believing that euthanasia may be a way to

relieve any pain that a disabling illness that he or she experiences may cause other family

members. The life course perspective examines ontogenetic time, or how events alter the

behavioral processes (Bengtson & Allen, 1993). Married individuals are expected to

support euthanasia as they may wish not to be a burden to their spouses.

H8. It is hypothesized that married individuals will be more accepting of

euthanasia than people of other marital statuses over time.

Multivariate Expectations.

Previous research has largely been bivariate, and there is a need for determining

the relative effect of the variables through multivariate techniques. It is expected that

religious aff,rliation will have the strongest effect on euthanasia opinions, relative to age,

rnarital status and education. According to Weiss (1996) and Menon (1990) religious

affiliation is the strongest predictor of euthanasia acceptance. It is further expected that

age will have a stronger effect on euthanasia opinions, when compared to gender,

community size and income. Ward (1980) found that age is a strong predictor of

acceptance of euthanasia, a finding in line with a life course theoretical perspective.

H9. When examining the predictors of euthanasia acceptance it is hypothesized

that religious affiliation will be the strongest predictor, followed by age over time.



33

Chapter V

Results

Sample Descriptions and Country Comparisons

The samples from the two countries were similar in some respects but different in

others. As can be seen in Appendix A the Canadian samples were more likely to be 30- 49

years in age, rtale, have incomes of $20,000 and over, have an education of grade 9 and

over, be Roman Catholic, live in communities over 500,000" and be married. The

American samples, as shown in Appendix B, tended to be rniddle aged (ages 30-49),

female, earn $25,000 or Írore, have attained an education of grade 9 and over, be

Protestant, live in communities of 1,000 to 10,000, and be married. The samples from the

two countries are similar in income and marital status; they diff,er in religion, size of

comrnunity, and gender.

H)¡pothesis Testing

The first hypothesis,that older individuals would support euthanasia more than

younger ones, was not supported by the Canadian Gallup poll (see Table 1) or the

American General Social Survey (see Table 2). Reading down columns of Table i, results

showed there was more acceptance of euthanasia at younger ages. These results were

unlikely to be due to chance, as shown by the X2 values, although the strength of

association was weak, as shown by À values. To analyze results over time, X2 analysis was

performed on rows of Table 1. Results showed the percentage of euthanasia acceptance



among Canadian 18-29 year olds increased ftom 72 .4Yo in 1 984 to 7 8 .2o/o in l99l (X' :

2.534, p<.002). Among Canadians ages 30-49 years the percentage of euthanasia

acceptance has increased ftom 68.60/o in 1984 to 78.7Yo in 1991 (X' : 2.616, p<.001). The

percentage of euthanasia acceptance among Canadians ages 50 years and over increased

from 56.20/o in 1984 to 66.3Yo in 1991 (X': 2.131, NS). Thus the significant increases in

acceptance were at younger ages (See Table 1).

Turning to results from the United States in regard to Hypothesis 1, reading down

columns in Table 2, significant diff,erences among age groups during each period of data

collection occurred, again in the opposite direction predicted by Hypothesis 1. Older

people in the United States, like those in Canada, were less supportive of euthanasia than

their younger counterparts. The percentage of euthanasia acceptance among Americans

ages 18-29 years increased from 61.3o/o in 1982 to 76.30/o in 1994; among Americans ages

30-49 years, acceptance increased from 62.2% in 1982 to 7 5.5Yo in 1994; and among

Americans ages 50 years and over increased support from 48.5% in 1982 to 63.70/o in

1994. Calculation across rows of Table 2 yielded X2 values that were not statistically

significant. In conclusion Hypothesis 1 was not supported within age groups for either

country and across time only for Canada.
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Table 1

Percentage of Respondents in Canadian Gallup Poll Agreeing that Doctors Can End Life.

by Age and Year

Age 1984 (nL 1990 (n) 1991 (n) X'? p

18- 29

30- 49

50 and over

x2

p

72 4(186)

68 6(217)

s6 2(212)

3r.167

( .002

80 6 (174)

8s 1 (3ee)

68 6 (2s1)

37.791

( .001

78.2 (172) 2.s34 (.002

78.7 (337) 2.616 ( .001

66 3 (248) 2.r3r NS

26328

( .001

À .000 .00s .000
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Table 2

Percentage of Respondents in American General Social Surve]¡ Agreeing that Doctors can

End Life. b)¡ Age and Yeaf

Age(years) 1982(n) 1988(n) 1991(n) 1993(n) 1994(n) X'? p

18 - 29 67 3(3rt) 16.1(118) 80 9(1s7) 79 3(161) 76.3(2s4) s 13s NS

30 - 4e 62 2(37 s) 71 r(263) 77 1(334) 72 3(3re) 7 s .s(642) 6 37 s NS

50 & over 48.s(334) 62.s(201) 6s.1(228) s7.6(216) 63.1(438) s.1s2 NS

x2 46.768 12.706 t9.366 34.515 31.070

p (.001 (.002 (.001 (.001 (.001

Â .000 .000 .000 .000 .000

Nele.u Excluded from these data are the 2I who did not answer the question . In 1982,9 individuals did

not answer; in 1988, I;I991, l; rn 1993 , 6; and in 1994, 4.

The second hypothesis, that there would be greater support by women than by rnen

for euthanasia, was not supported. Reading down columns of Table 3 no significant

gender differences were shown in Canada, reading down columns of Table 4 significant

American differences were shown in 1982 and 1 994 but not in the other years.

To assess time changes row chi square values were calculated for Canada (Table

3) and for the United States (Table 4 ). Statistically significant increases in support

occurred from 1984 to 1991 in Canada and from 1982 to 1994 in the United States. but
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those differences did not occur in a steadily increasing fashion from one year to the next.

In conclusion Hypothesis 2 was not supported for gender diff,erences but both men and

women in Canada and the United States increased their support for euthanasia over time.

Table 3

Percentage of Respondents in Canadian Gallup Poll Agreeing that Doctors can End Life"

by Gender and Year

Gender 1984 (n) 1990 (n) 1991(n) X, p

Male

Ferrale

x2

6s 6 (341)

63 e (333)

2.t50

7e 6 (4r8)

77.2 (406)

3.887

NSþNS

74.3 (382) s9.80s (.001

73.8 (37s) 71.412 (.001

1.005

NS
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Table 4

Percentage of Respondents in American General Social Survey Agreeing that Doctors can

End Life- bv Gender and Year

Gender 1982 (n) 1988(n) i991(n) 1993(n) 1994(n) X'? p

Male 62 s(464) 73.8(307) 77 s(3r3) 71 0(32s) 761(s81) 4s.639 ( 001

Female ss.0(s62) 6s.7(341) 71 2(406) 66.1(371) 67.9(741) st.s68 (.001

x2 9.908 t.tt3 4.174

o <.002 NS NS

2.716

NS

14.988

( 001

The third hypothesis, that individuals with lower incomes would be more

accepting of euthanasia than individuals with higher incomes was not supported. Chi

square values for columns in Tables 5 and 6 were not statistically significant except for

the American General Social Survey sarnple in 1982. In that case results were not in the

expected direction.

Turning to time changes in support of euthanasia by income level, and reading

across rows of Table 5, Canadian results showed a significant increase in support frorr

1984 to 1991 at income levels above $10,000 but no change in support for individuals

with low income. In the United States no significant change occurred over time. (See row

X2 results in Table 6.) There appeared to be no real trend between income and euthanasia

acceptance over time. The income groupings were chosen because the Canadian Gallup
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Poll and the American General Social Survey had already existing income groupings.

Table 5

Percentage of Respondents in Canadian Gallup Poll Agreeingthat Doctors can End Life.

by Income and Year

Income 1984 fn) 1990 ln) 1991 (n) X2

Under $10,000 63.0 (80)

$10- s14.999 s8 8 (s7)

sls- $19,999 56.3 (45)

$20"000 & over 66.8 (498)

x2 14.074

oNS

74.s(3s)

6s o(3e)

7s 8(s0)

82 2 (s82)

34.616

NS

11.r(27) 18 86s NS

7s.0(s1) 33.378 (.001

7 | .4(ss) 2r .s04 (.00 1

74.4(618) 30.016 ( 002

2.082

NS
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Table 6

Percentage of Respondents in American General Social Survey Agreeing that Doctors can

End Life" b)¡ Income and Year"

Income 1982(n) 1988(n) 1991(n) 1993(n) 1994(n) X' p

) $10,000 s9.3(267) 66.9(117) 72.s(I2r) 743(113) 70.8(192) 7 324 NS

$10- $14,999 61 s (139) 14.2(69) 78 8 (63) 627(47) 7s 2(121) 14 9s3 NS

sis- s24,99e 7r.6(197) 78 4(116) 77.r(r21) 72.2(rr4) 73 r(226) 2736 NS

s2s"000 < 67 7(90) 72 4(134) 80 7(163) 73 0(19s) 80 4(390) ls 318 NS

x2

p

36.214 t9.755 11.160 11.989 12.428

(.001 NS NS NS NS

À .024 .000 .000 .000 .000

Nele." Excluded from these data are 2189 subjects who did not answer the question . In 1982,631 subjects

did not answer the question; in 1988, 308; in 1991,348; in 1993, 333; and in 1994, 569.

The fourth hypothesis,that Americans would be more accepting of euthanasia than

Canadians was diffrcult to test since cornparable years of data collection were not

available except for 1991. The percentage of euthanasia acceptance among Canadians

increased froml2o/o in 1984 to SlYo in 1991, a significant increase across rows of Table

7.The percentage of euthanasia acceptance among Americans increased from 58% in

1982 to 71o/o in 1994, significant across rows of Table 8. By examining euthanasia

acceptance percentages in 1991, the only year of data collection in common there was
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more acceptance by Canadians (81%) than Americans (13.8%). The chi square for the

2 x2 analysis of the combined data sets is 2.000, p: .157 . For 1 991 it is concluded that

the difference between the Canadian data and the American data is not statisticallv

significant.

Tablel

Percentage of Respondents in Canadian Gallup Poll Agreeing that Doctors can End Life.

b)¡ Year

Response Year
1984 ln) 1990 ln) 1991 ln) X2 D

Yes (should) 12.2 (680) 84.9 (824) 81.0 (757) 130.88 (.001

No lshould not) 27.8 (262\ 15.0 (146) 19.0(177\

Table 8

Percentage of Respondents in American General Social Surve)¡ Agreeing that Doctors can

End Life- bv Year

Response Year
1982 (n) 1988(n) 1991(n) 1993(n) 1994(n) X'? p

Yes s8.2(r026) 69 3(648) 73.8(719) 68 3(696) 71.3(1334) 101 11 ( 001

No ar 8(.737) 30 7(.287) 26 2(?ss) 31.1 (.323) 28.7(,s37)

The fifth hypothesis , th.aT persons with more years of education would be more
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accepting of euthanasia than persons with fewer years of education was supported by the

American data but not by the Canadian, using chi square calculations by educational

group (education as a discontinuous variable due to existing groupings in the data set).

Reading down columns in Table 9 Canadian results were not significant; respondents in

the United States, shown down columns of Table 10, were less likely to support

euthanasia if they were educated to Grade 8 level or less than if they achieved secondary

or post secondary education. These results held in all 5 years studied but associations

were weak, as shown by larnbda values on Table 10.

Table 9

Percentage of Respondents in Canadian Gallup Poli Agreeing Doctors can End Life. b)¡

Education and Year

Education 1984(n) 1990(n) 1991(n) X'? p

Public Grades 1-8 57.9(Tll) 72.0(85) 63.3(76) 26.813 (.001

Secondary School 9-13 66.0 (316) 82.3(382) 75.3 (314) 60.662 (.001

Post Secondary

x2

p

76 2(242) 76 2(3s3) 7s 7(364) 28 s3s ( 001

17.099 24.078 19.013

.313 .239 .2r3

), .000 .000 .004

Looking across rows of Tables 9 and 10 to assess time changes, tn 1984,57.9o/o of
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Canadians who attained Grade I or less education approved of euthanasia, and the

percentage increased significantly to 63 3% in 1 99 1 . For Canadians in grades 9 to 1 3, a

signifîcant increase from 66Vo in 1984 to 7 5.3Yo in 1991 occurred; a significant decrease

occurred among Canadians with post secondary education (from 16.2% in 1984 Io75.7o/o

in 1991). Time changes were nonsignificant for every educational group in the United

States. as shown across rows in Table 10.

In summary Hypothesis 5 was partially supported. Americans with more education

supported euthanasia, while Canadian differences were insignificant. Over time

Canadians at lower education levels supported euthanasia more while the opposite was

true for Canadians with post secondary education. No time changes within education

levels were observed for Americans.
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Table 10

Percentage of Respondents in American General Social Survey Agreeing that Doctors can

End Life. by Education and Year"

Education 1982(n) 1988(n) 199i(n) 1993(n) 1994(nL X'? p

Public Grades 1-8 3e2(e8) 4e0(48) s2.6(41) ss l(4e) s7 1(68) 3.78s NS

Secondary School 9-12 68.0(98) 7I.s(362) 7s.9(394) 66.3(340) 70.2(684) 14.707 NS

Post Secondary

x2

p

6s e(307) 6s 0(238) 76.0(284) 74 0(306) 7s 1(s82) 4 200 NS

53.438 2t.272 19.859 t3.956 22.709

.000 .000 .000 .003 .000

À .079 .007 .000 .000 .004

NeIe.o Excluded from these data are 16 individuals who did not answer the question .In 1982,8 subjects

did not answer the question; in 1988, 1; in 1991, 1; in 1993, 4; and n 1994, 2.

The sixth hypothesis, that Jewish individuals would be more favorable to

euthanasia than persons of other religions, was not supported in the Canadian data.

Protestants accepted more than Catholics, followed by Jews. Throughout the American

General Social Survey Jews showed the highest support for acceptance of euthanasia,

followed by Catholics, and then Protestants which supported H6 (see Tables 11 and 12).

To analyze changes over time by religion row chi square results were calculated

for Tables 11 and 12.In both Canada and the United States, Roman Catholic and Jewish

individuals who agree with euthanasia were not signifìcant over time. In the case of
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Protestants, significant increases in support occurred frorn the beginning to the ending

years of the surveys, but results did not increase evenly from one year to the next (see

Tables il and 12).

In summary H6 was supported by American respondents, with Jews more

favorable to euthanasia than other religions; such differences weffe not observed in

Canada. Only Protestants showed increased support over time, in both countries.

Table 11

Percentage of Respondents in Canadian Gallup Poll Agreeing that Doctors can End Life"

bv Religion and Year

Religion 1984(n) 1990(nL 1991(n) X'? p

Roman Catholic 69(295) 83(336) 19(307) 25.026 NS

Protestant 73(286) 83(309) 82(299) 110.982 .001

Jewish 63(12) 71(10) s0(2) 6.117 NS

x2 25.295 2t.675 29.872

.013 .03s .003

)" .000 .000 .000
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Table 12

Percentage of Respondents in American General Social Surve)¡ Agreeing that Doctors can

End Life. by Religion and Yeaf

Religion 1982 (n) 1988(n) 1991(n) i993(n) 1994(n) X'? p

Roman Catholic 64.0(247) 12.4(118) 7s.7(194) 66.2(143) 70.6(350) 12.614 NS

Protestant

Jewish

x2

p

s2.8(62s) 6s 7(372) 7r.4(439) 64 6(424) 68 3(140) 87 392 < 001

84 8(28) 88 2(1s) es 0(ie) er 3(2r) 8s.7(36) 1 700 NS

59.245

.000

i3.039 14.769 32.080 39.740

.01i .00s 000 .000

À .000 .000 .000 .000 .000

NeIe.u Excluded û'om this data are 22 subjects who did not ânswer the question .In 1982, 10 indìviduals

did not answel the question; in 1988, 1; in 1991, 1; in 1993, 6; and in 1994, 4.

The seventh hypothesis, that individuals from larger communities would be more

accepting of euthanasia than people from small communities or rural areas was analyzed

using existing groups available in the data sets from both countries. Column results on

Tables 13 and 14 were nonsisnificant. Further. row differences in Tables 13 and 14 were

also insignificant. The conclusion is that H7 was not supported, that is, no differences by

community size were observed in Canada or the lJnited States or over time.
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Table 13

Percentage of Respondents in Canadian Gallup Poll Agreeing that Doctors can End Life.

bv Communitv Size and Year

Community Size 1984(n) 1990(n) 1991(n) X'? p

Over 500,000

100,000-500,000

30,000-100,000

10,000-30,000

1,000-10,000

under 1,000

x2

p

68 e(304)

s7 3(63)

66 3(se)

63 3(38)

66 0 (66)

60 0(1s0)

22.880

.087

80 4(3s2)

76 7(e2)

70 0(63)

7s.o(4s)

6e 3(10)

83 s(202)

29.794

.073

74 6(314) 4 3s2

70 8(8s) s.102

70.0(63) e 6er

63 e(3e) 6 s47

68e(62) 8742

80 8(194) 9 73s

23.863

.067

NS

NS

NS

NS

NS

NS

)" .000 .000 .000
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Percentage of Respondents in American General Social Surve)¡ Agreeing that Doctors can

End Life. b)¡ Community Size and Year

Community Size 1982(n) 1988(n) 1991(nL 1993(n) 1994(n) X'? p

Over s00,000 s6.9(149) 12.4(63) 70.s(19) 61.0(61) 68.0(138) 1.309 NS

100,000-s00,000 60.3(173) 6s 0(89) 80 7(96) 727(80) 702(224) 2369 NS

30,000-100,000 60 6(149) 71 6(1 1 1) 76 9(140) 72 9(r9r) 76.8(32r) 3 202 NS

10,000-30,000 s8 1(179) 686(1s3) 7s3(r2s) 692(128) 69.0(229) s068 NS

1,000-i0,000 s7 4(318) 69 6(172) 10 7(208) 667(164) 11.3(290) 8 812 NS

Under 1,000 54.7(s8) 6t.r(49) 69.3(62) 60.0(s7) 68.9(1ls) 7.927 NS

x2

p

r.943 4.560 10.030 11.0s8 12.075

.857 .803 263 .272 .148

,1, .000 .000 .004 .000 .002

The eighth hypothesis,ihat married individuals would be more accepting of

euthanasia than people of other marital statuses, was not supported in Canada, as shown

in column analysis of Table 15. Among United States respondents there were significant

column differences as shown in Table 16 but no consistent pattern by marital statuses was

shown.

To analyze H8 over time row chi square values (Tables 15 and 16) were
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calculated. Results showed Canadian single individuals significantly increased euthanasia

support lrom 73 .7o/o in 1984 to 71 .4Yo in 1991 ; divorced and widowed individuals

showed support in 1984 at62.10/o and in t99I at73.3o/o, a significant increase. No

significant changes were found for married or living as married over time. In United

States the results showed single individuals significantly increased euthanasia support

from59.9o/o in 1982 to75.2o/oin1994; maried individuals showed support in1982 at

61.2% and in 1994 at70.7o/o" a significant increase. No significant changes were found

for divorced or widowed over time.

Table 15

Percentage of Respondents in Canadian Gallup Poll Agreeing that Doctors can End Life,

b)¡ Marital Status and Year

Marital Status 1984(n) 1990 (n) 1991(n) X'? p

Divorced/widowed 62.1(69) 70.6(84) 73.3(85) 37.381 (.001

Living as Married 76.9(10) 90.0(45) 86.5(45) 18.378 NS

Single

Manied

x2

p

73.7(146) 83.9(162) 77.4(127) 38 906 ( 001

62 4(4ss) 77.3(s30) 12.4(4e8) 42 6e3 NS

t5.269 22.266 8.569

.084 13s .739

), .000 .000 .000
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Table i6

Percentage of Respondents in American General Social Survey Agreeing that Doctors can

End Life. b)¡ Marital Status and Year

Marital Status 1982(n) 1988 (n) 1991(n) 1993(n) 1994(n) X'? p

Single

Married

s9 9(199) 71 8(140) 7s 1(rs3) 76 0(300) 7s.2(149)2t.1s3 < 001

61 2(s80) 7r s(347) 7s i(386) 66 3(8se) 70.7(366) 38 s40 ( 001

x2

Divorced/widowed 61.1(121) 68.9(84) 77.9(9s) 73.0(402) 73.8(103) 18.584 NS

3 i.0s6 9.908 11.396 14.sr8 9.896

.000 .042 .022 .006 .042

À .019 .000 .000 .000 .000

The ninth hypothesis was that when simultaneously examining all the predictors of

euthanasia acceptance religious affiliation will be the strongest predictor, followed by age

over time. When planning multivariate analysis to test Hypothesis 9, age, gender, income,

education, religion, community size, and marital status were were considered as

predictors. In preparation of variables for the analysis, it was noticed that there were some

difficulties. First, a large number of missing responses made the income variable

unusable. Second, age was not a continuous variable in the original data set; age was

categorized as "50 and over" for Canada. Age groupings, therefore, did not permit

meaningful rnultivariate analysis. Third, bivariate results for marital status were
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inconsistent between countries and across years within a country. Fourth, the small

number of Jews, especially in Canada, meant that multivartate analysis would be unstable.

Based on the lack of meaningful variables for input into multivariate analysis, it was

decided not to test Hypothesis 9. There are therefore no results for Hypothesis 9 to report

using these data; a need still exists for further research to test the relative effect of

predictors of euthanasia acceptance.
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Chapter VI

Discussion

In this section results from each of the eight hypotheses will be discussed. It is

irnportant to recognizethatthe euthanasia question was not worded exactly the same in

the United States as in Canada, and therefore interpretation of the question by participants

may have influenced their responses. Some individuals may interpret the question with

only active euthanasia definition in mind when terms such as "mercy killing" are used,

while others rnay think about passive euthanasia. Individuals may be lead to specific

responses by how the questions are phrased.

First, when examining age, there was more support for euthanasia from younger

individuals than older ones, which contradicts previous research. A reason may be that

younger people may be in transition, exploring new life opportunities, which may assist

in forming opinions. An explanation of these fîndings may be found by using a life course

perspective. Perhaps young people observe what is happening to grandparents or parents,

which may affect their opinions. As older members of the family contemplate their own

deaths or deaths of their peers, young people may feel that euthanasia is an acceptable

alternative. Another reason for these results may be older individuals are more religious

(Seidlitz, et al,1995). If religion plays alarge part in the older person's life there may be

less support for euthanasia, particularly for Protestants and Catholics. Additionally, when

examining the effects of age, it is important to note age categories existed in the
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Canadian Gallup Poll in groups. It was not possible to disaggregate the "50 and over"

group. By having more categories, specifically within the older age category, a more

accurate portrayal of the senior cohort could have been analyzed.

Second, gender was unrelated to euthanasia attitudes except for the American data

in 1982 and 1 994,where more men than women were in favor. This supports some

literature. Ward (1980) examined the I9l7 American General Social Survey and found

that men are more likely than women to believe in euthanasia. In addition, Menon (1990)

examined the 1988 American General Social Survey and found that more men were likely

to support euthanasia attitudes than women. It contradicts previous research frorn Logue

(l99ia) who explains that euthanasia is a woman's issue as women live longer than men'

A reason may be that both Ward (1980) and Menon (1990) used American data for one

year only, and they both used small sample sizes. Another reason for the American results

may be that women are not as educated as men (Logue, 1991a). If education plays a

smaller part in a woman's life than a Íran's, there may be less support for euthanasia.

According to the life course perspective individuals will change their opinions over time

as a result of experience. If women are not furthering their education, they may not get as

much experience, thus changing their opinions over time.

Third, income was not found to be significant in regard to euthanasia acceptance

in either the United States or Canada except tn 1982, where results were not in the

expected direction. A reason may be the high number of non-responses which may affect
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results. The lack of significance of income does not support the literature. Leinbach

(1993) found that income was an important variable when examining independent

variables and their importance on euthanasia attitudes. A reason may be that being able to

afford or not aff,ord a rnedical treatment is not an issue. Income may not be as important to

individuals as quality of life or faith, for example (Menon, i990). Furthermore, persons

who cannot affiord certain techniques may decide to use experimental treatments at a

reduced cost. Therefore" individuals with lower incomes may find unconventional

sources, outside the established medical system, to either assist with death or prolong

living.

Fourth, Canadians appeared to be more accepting of euthanasia than did residents

of lJnited States by exarnining percentages, however, 1991 diflerences did not appear to

be statistically signifrcant. Because of Canadian public health policies, Canadians do not

worry about how to finance their final illness, and may feel they have more control over

their own deaths than Americans do (Gray, 1996).In this study, 1991 was the only year

that could be statistically compared between Canadians and Americans, therefore, more

research needs to be done on comparing countries.

Fifth, the results of the American data in regard to education in this study

supported previous research, where the higher the education, the more support shown for

euthanasia. Weiss (1996) stated the higher a person's educational attainment the more

accepting of euthanasia he or she will be. The Canadian results showed no significant
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diflerence in regard to education. This may be because Canadians in these samples were

highly educated (see Appendix A). The life course perspective provides a useful reason

for the increase in support of euthanasia as educational attainment increases for

Americans. As an individual's knowledge increases over time, people gain understanding

of serious illness and its effects, so that they are rnore accepting of euthanasia.

Sixth, the American data supported the expectation that Jewish individuals would

favor euthanasia more than Catholics or Protestants. The Canadian data contradicted

previous research and expectations. However, these results may be unstable due to the

small sample size of Jews in both countries (see Appendices A and B).

Seventh, community size was not related to euthanasia attitudes. This result may

be because srnaller communities are being influenced by the larger communities through

rnedia and travel. Larger communities change and develop over time but with the ability

to commute to larger communities it is likely that changing technology and development

of new ideas spread to smaller communities. However, sorne of the beliefs of people in

small communities rnay continue to influence euthanasia attitudes, such as church and

family values. Existing literature (Menon, 1990) was not supported by this study in regard

to larger communities accepting euthanasia more than smaller communities.

Eighth, the results of marital status did not support previous research. Menon

(i990) found that marital status was significantly related to euthanasia. Menon's (1990)

finding may be a result of one euthanasia question being asked in Menon's (1990) study.
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Individuals may interpret the question differently than the 1993 or 1994 euthanasia

questions or the euthanasia question asked through the Canadian Gallup Poll. Another

reason may be that Menon (1990) used a smaller sarnple size, therefore, the results may

be unstable.

Other family variables may be important to predict euthanasia attitudes. Future

research should use other variables such as number of persons in household and number

of children to indicate how integrated people are into a social network. This is irnportant

because a mother may not want to leave her children, thus disagreeing with the use of

euthanasia. Another possibility is that a mother may not want to burden her children with

having to take care of her with a debilitative disease.

Finally, when examining the predictors of euthanasia simultaneously there were

problerrs with some predictor variables in the data set. There were many individuals who

did not respond to the income variable, age datawere grouped and the category "age 50

and over" was too indistinct, and there were an insufficient number of Jewish individuals.

Based on the problems with the predictor variables, rnultivariate analysis was not done. In

addition, there may be interactive effects among variables, such as age, gender and

marital status. In future studies it is essential for researchers to examine predictors of

euthanasia using multivariate techniques.

Limitations

There are limitations of this research. First, only one question was used to examine
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active euthanasia and passive euthanasia was not explored. Second, the quantitative

nature of the question meant there was no room for explanation on behalf of the

researcher or respondent. Third, definitions of mercy killing or euthanasia were not given

to respondents, resulting in their own interpretations. Fourth, the results of this study may

not be generahzable to individuals from subcultures within the United States or Canada.

For example the Canadian data were gathered from English and French speakers,

excluding other language groups. In the United States Spanish-speaking Americans were

excluded.

Suseestions for Further Research

Much more needs to be learned about people's opinions toward euthanasia.

Longitudinal research may give a more accurate picture of the effects of growing older on

acceptance of euthanasia. Longitudinal research may also more accurately test the life

course perspective as a theoretical base for the euthanasia opinions. As a person gets

older a researcher may be able to test for changes in euthanasia opinions and be able to

note whether changes occurring throughout the individuals life has an efflect on

euthanasia attitudes.

Examining those individuals who report that they are apart of no religious

affîliation is important to further research. Those individuals with no religious affiliation

were neglected within the samples used and they can add an opposite comparison group

to research that states that individuals with a strong religious affrliation do not support
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euthanasia opinions.

Finally, an analysis of media coverage of euthanasia is another aspect to be

explored. For example, Dr. Kevorkian has been in the media in regards to active

euthanasia. It appears to be a negative portrayal of euthanasia as he is portrayed as a

vigilante. Currently, Dr. Kevorkian has been convicted of second degree murder and

sentenced to 10 to25 years in jail as the result of his assistance with death (Deathnet,

lggg).The link between media coverage and increasing public opinion acceptance should

be studied.

Implications

Therapists could use the results of this study to fonnulate questions about

euthanasia with their clients. When presented with full histories of their clients, therapists

rnay begin to learn how to treat individuals who wish to use euthanasia. Since many

individuals lack education in this fîeld, therapists can assist with decision rnaking.

Therapists can educate on many aspects of death and dying. Therapists can provide

support to their clients with the decision the individual has made for their final days,

whether it is euthanasia or not.

Family researchers can use these results for further testing. Since the data are in

the public domain replication can be done using the same data sets and by adding more

current years. This would be useful, since this study showed a change over the years and

across two countries. There may be a future transition towards positive opinions towards
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euthanasia, which could be used in setting public policy.
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Chapter VII

Conclusions

In conclusion, life-sustaining techniques have played a large part in bringing the

euthanasia debate to life. Specifically, prolongation of life is a concern for many

individuals within society. Society's reactions towards lifb-sustaining techniques have

been primarily focused on the medical, legal, and religious concerns about life and death.

This research has added to our knowledge about variables that influence public opinion

on euthanasia.

The data for this study were derived from the 1984" 1990, and 1991 Canadian

Gallup Poll, conducted annually by the Canadian Institute of Public Opinion at Carleton

University. Other data for this study were derived frorn the 1982,1988, 1991,1993, and

1994 General Social Survey of the United States, conducted annually by the National

Opinion Research Center at the University of Chicago.

The Canadian Gallup Poll samples consisted o14,023 respondents who were

English and French speaking, 18 years of age or older, and not living in an institution

during the years of study. The American General Social Survey sample consisted of 35,

284 respondents who were English speaking people, 18 years of age or older, and not

living in an institution within the United States. The data were collected through a

telephone interview.

For this research nine hypotheses were developed. To analyze eight of them the
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statistical procedures used were cross classification tables, with X2 and À for each. The

ninth hypothesis was not tested. Multivariate analysis was not performed, since several

variables were not suitable for analysis. Furure research ought to test the relative effects

of predictors of euthanasia opinions.

The results of this study indicated that in 1991 Canadians showed greater

acceptance of euthanasia than did Americans, however, that difference did not appear to

be statistically significant. Further results show that in Canada and the llnited States

attitudes toward euthanasia were uffelated to gender, income and community size. In

Canada and the United States younger individuals (18- 29 years) were more accepting of

euthanasia than middle aged individuals (30- 49 years) and older (50 and over years). In

Canada, education was unrelated to euthanasia attitudes, but in the United States the

more educated people were more likely to be favorable towards euthanasia. In Canada

there was no relationship between marital status and attitudes towards euthanasia; in the

United States there was an unclear relationship as it differed among the years of polling.

In Canada, Jews were less positive toward euthanasia than Catholics and Protestants, but

in the United States the Jews were the most positive of the three religions. It is suggested

that further research link public opinion poli results to public policy changes and that

multivariate predictors of euthanasia opinions be tested.
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Appendix A

Sample Description for Canadian Gallup Poll in Percentages

Allowing Doctor's to End Life i984 (n) 1990 (n) 1991 (n)

64 8 (680) 78.4(824) 741(7s7)Yes

No

Age

18-29 Years

30-49 Years

50 and Over

2s 0 (262) 18 0(146) 11 3(177)

rotal (N) (i0s0) (10s1L (1022)

24 s(r86)

38 s(277)

3s e(2r2)

20.6(114) 2r s(nz)

44 6(3ee) 4I.e(337)

34 2(2sr) 3s 7(248)

Total lN) (10s0) û!5ll-----(]02Ð

Gender

Male

Female

s0.4(347)

4e 6(333)

s0.0(418) s0 3(382)

s0 0(406) 4e 7(37s)

rotal (N) (10s0) (10s1) (1022)
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Appendix A - continued

Income 1984(n) 1990(n) 1991(n)

Under 10,000

r0-14,999

l5-r9,999

20,000 and Over

12 1(80) 4 s(3s) 3 7(21)

e2(s7) s1(3e) 74(s1)

16(4s) 63(s0) 7s(ss)

s4 e(4e8) 67 3(s82) 64 3(618)

Education

Public Grades 1-8

Secondary School 9-13

Post Secondary

No Formal Schooling

Roman Catholic

Protestant

Jewish

Other

le3(117) 113(8s) 118(76)

4s 6(316) 44 r(382) 40 8(314)

34.6(242) 44 r(3s3) 47.2(364)

2(2) 2(2) 1(1)

44.2(29s) 420(336) 41 1(307)

42 s(286) 38 2(30e) 3e 6(29e)

2 3(r2) 1 4(10) 7(2)

1 1 0(s7) 18 4(1e3) 18 6(1e0)

rotal (N) (10s0) (10s1) (1022)

Relision

rotal (NL (10s0) (10s1) (1022L
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Appendix A - continued

Over 500,000

100,000-500,000

30,000-100,000

10,000-30"000

1,000-10,000

Under 1,000

42.0(304)

10 s(63)

8 s (se)

s.7 (38)

e s(66)

23 8(1s0)

417(3s2)

r1.4(e2)

8 6(63)

s.7(4s)

e 6(10)

23 0(202)

4r.2(314)

1 r 7(8s)

8 8(63)

6 0(3e)

B 8(62)

23 s(re+)

Marital Status

Single

Married

Divorced/widowed

Living as Married

105

r8 e(146)

10 s(6e)

1 2 (10)

t8.4(r62) 16.0(121)

6e 4(4ss) 6s 3(s30) 67 3(4e8)

1 1 3(84)

4.8 (4s)

11 4(8s)

s 1(4s)

rotal (NL (10s0) (10s1) (1022)
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ApPendix B

Sample Description for the American General Social Survey in Percentages

Yes

No

s8 2(1026) 69 3(648)

41 8(731) 30.1(287)

73.8(1re)

26.2(2ss)

68 3(6e6)

31 1(323)

1r.3(1334)

28.1(s37)

Age

18-29 Years

30-49 Years

50 and Over

26.e(317)

34.0(37s)

3e 1(334)

24.1(r78)

48 e(263)

27 0(207)

20 r(rs7)

43.8(334)

36.r(228)

I

18 8(161)

44.s(3te)

36.1(21,6)

11.4(2s4)

46.1(642)

36 s(438)

Gender

Male

Female

4r.9(464)

s8 1(s62)

43 1(307) 41 e(313)

s6.9(34r) s8 1(406)

42.1(32s)

s7 3(37r)

43 1(587)

s6 e(t4t)

t7 1019 7
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Appendix B - continued

Income 1982(n) 1988(n) 1991(n) 1993(n) 1994(n)

rotal (N) (1132) (627) (626) (686) (1302)

Education

Public Grades 1-8 i4 s(e8) 10 6(48) 8.0 (41) 1 e(4e) 6 s(68)

secondaryschoolg-13 s9.2(98) s4.9(362) s3.4(394) s1.3(340)s2.4(684)

Post Secondary 26.0(307) 34.4(238) 3S.s(284) 40.6(306)41.1(582)

No Formal 4(1) 1(i) 1(1) 2(2) r(2)

rotal (N) (1763) (e3s) (e7a) (101e) (1871)

Religion

Under 10,000

10,000-14"999

15,000-24,999

25,000 and Over

Roman Catholic

Protestant

Jewish

Other

3s 4(267) 28.4(117) 2s 2(121) 21 0(1 13) 20-8(1e2)

le e(l3e) 14 e(69) i2 s(63) rr 2(41) 11-6(121)

24 r(re7) 24.0(116) 24 3(121) 23.e(r14) 23.2(226)

12 1(e0) 28.2(134) 33 7(163) 3e 4(1es) 38 e(3e0)

2r.6(247) 2s e(r78) 2s s(re|) 22 0(143)2s s(3s0)

68.1(62s) 61 2(312) 63 S(43e) 642(424)se.s(740)

2.r(28) 2 0(1s) 2.1(1e) 2 r(21) 2.0(36)

8 2(42) r0 8(24) 8.6(2e) tl 7(118)13 t(r44)

rotal (N) (1763) (e34L (e73) (i013) (1867)



72

Appendix B - continued

communiry size 1982(n) 1988(n) 1991(n) 1993(n) 1994(n)

Over 500,000

100,000-500,000

30"000-100,000

10,000-30,000

1,000-10,000

Under 1,000

Single

Married

Divorced/ Widowed

rotal (N) (1763) (e3s) (e7a) (101e) (1871)

Marital Status

ls 1(14e) e 7(63) 12 4 (7e) 10 e(61) 1 1 4(i38)

16 3(173) 16 6(8e) 1s.S(e6) 12 4(80) 17 s(224)

13 7(r|e) 16 6 (1 1 1) 16.3(140) 2s  (rer)22 1(32r)

17 s(17e) 231(rs3) 1e.0(12s) 17 3(128)17.8(22e)

31 s(3 rS) 2s 2(112) 2e.1(208) 24 e(r64) 22.s(2e0)

6 0(ss) 8 3(4e) s.4(62) e.t(s7) 8 7(1ls)

18 e(lee) 20 1(140) 21 4(rs3) 18 7(300) 20.s(14e)

s3 4(s80) s3.2(347) s3 0(386) s3 s(8s9) s1.s(366)

27.1(121) 26.1(84) 2s 6(es) 21 7(402) 21.e(103)

rotal (NL (1763) (e3s) (e7a) (101e) (1871)


