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Abstract
Background: This study tests how various kinds of trust impact attitudes toward euthanasia among the general
public. The indication that trust might have an impact on euthanasia attitudes is based on the slippery slope
argument, which asserts that allowing euthanasia might lead to abuses and involuntary deaths. Adopting this
argument usually leads to less positive attitudes towards euthanasia. Tying in with this, it is assumed here that
greater trust diminishes such slippery slope fears, and thereby increases euthanasia acceptance.
Methods: The effects of various trust indicators on euthanasia acceptance were tested using multilevel analysis,
and data from the European Values Study 2008 (N = 49,114, 44 countries). More precisely, the influence of people’s
general levels of trust in other people, and their confidence in the health care system, were measured—both at the
individual and at the country level. Confidence in the state and the press were accounted for as well, since both
institutions might monitor and safeguard euthanasia practices.
Results: It was shown that the level of trust in a country was strongly positively linked to euthanasia attitudes, both
for general trust and for confidence in health care. In addition, within countries, people who perceived their fellow
citizens as trustworthy, and who had confidence in the press, were more supportive of euthanasia than their less
trusting counterparts. The pattern was, however, not true for confidence in the state and for confidence in the
health care system at the individual level. Notably, all confirmative effects held, even when other variables such as
religiosity, education, and values regarding autonomy were controlled for.
Conclusions: Trust seems to be a noteworthy construct to explain differences in attitudes towards euthanasia,
especially when drawing cross-country comparisons. Therefore, it should be added to the existing literature on
correlates of euthanasia attitudes.
Keywords: Euthanasia, End-of-life-decisions, Public opinion, Slippery slope, Trust, Health care, European Values Study
Legal and public discussions about the permissibility of
end-of-life-decisions like euthanasia, i.e. the intentional
ending of another person’s life upon his or her request,
are widespread [1-5]. While many people acknowledge
the right for a self-determined death in certain circumstances, as in the case of a terminal illness [6], one common topic in these discussions is the fear of potential
abuses and involuntary deaths, or at least that ill and old
people might feel pressured to die [7]. In trying to
connect this risk theme with the scientific literature on
determinants of euthanasia attitudes, this paper analyses
whether people are more willing to accept the idea of
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euthanasia when they think their fellow citizens and
important medical and legal institutions are trustworthy.
Using data from the European Values Study [8], the
influences of three kinds of trust on euthanasia attitudes
are examined: trust towards other people in general;
trust in the health care system; and confidence in monitoring institutions such as the press and the state. Trust
in other people in general covers the perception of a
benevolent human nature: this is the belief that other
people in the society will abide by common ethical rules
[9] and will not deliberately or knowingly do other
human beings avoidable harm, but, if possible, will look
after their interests [10]. Trust in in the health care
system refers to having confidence that ill people are
provided with all the therapies they need, thereby
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making involuntary euthanasia due to financial reasons
less likely (c.f. [11]). Finally, confidence in the press and
the state, especially with regard to their abilities in terms
of justice and impartiality, might be important, because
both institutions should guarantee that no abuses of
euthanasia take place [12,13].

Background
Background: determinates of euthanasia attitudes

Debates about euthanasia are by no means a new
phenomenon. Whether the intentional ending of person´s life for his or her own good is permissible or not,
has been discussed by philosophers, medical practitioners, legal professionals, and belletrists for hundreds
of years [14]. In contrast, widespread discussions among
members of the general public are a relatively new
phenomenon. These discussions began in the 1970s, and
have been especially pronounced since the start of the
new millennium. Paralleling this development, polling
institutes, the media, and citizen movements have been
documenting levels of support and rejection for euthanasia more frequently (e.g. [15]). However, not many studies
go beyond assessing opinions, to explaining them.
When it comes to the question of what influences
whether individuals accept or oppose the moral and legal
notion of euthanasia, only a small number of factors are
known. To a large extent, religiosity and sociodemographic features such as age, ethnicity, and education have
been considered as key factors, and sometimes caregiving
experiences and permissiveness towards other morally
loaded behaviours like abortion (see [16] for a literature
review). Education and general moral permissiveness have
been found to increase euthanasia acceptance, while
advanced age and ethnic minority status have been found
to reduce it. Religiosity usually shows a pronounced negative effect on euthanasia acceptance, for both individual
religiosity and for a country’s religious climate. In addition
to religious commitments, denomination effects have been
found—mostly in terms of Protestants and Protestant
cultures being less opposed to euthanasia than Catholics
and Muslims, or Catholic and Muslim cultures, respectively. The results have been mixed with regard to gender
and personal experience.
While these factors have been validated several times,
few attempts have been made to analyse correlates of
euthanasia attitudes systematically, and to connect the
potential determinants with arguments brought forward
by experts who favour or oppose euthanasia. One exception
is a study by Rietjens and colleagues [17], which assessed
the impacts of individuals’ perceptions of a good death,
thereby establishing a connection to the pro-euthanasiaargument of ‘death with dignity’. In addition, Kemmelmeier
et al. [18] liaised the pro-euthanasia-argument of selfdetermination by showing that individualists (people who
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value being unique and independent) had rather positive
opinions with regard to euthanasia acceptability, and
those with authoritarian mindsets (people who value
strict discipline and order) had more negative attitudes.
Especially noteworthy, Verbakel and Jaspers [19] tried
to derive potential attitude correlates from the four
main pro- and anti-euthanasia arguments—the right for
self-determination, death with dignity, religiosity, and
slippery slope fears—with the latter describing the fear
of abuse and involuntary deaths [20]. They found that
people consenting to moral relativism (deeming guidelines about what is good and evil to be context-specific
instead of applying to everyone and to all circumstances, which is a kind of moral autonomy [21]), and
also people living in countries with a high level of moral
relativism, were more supportive of euthanasia. So were
people with an internal locus of control [22], which was
understood by the authors as a factor counteracting
personal slippery slope fears. Their approach is laudable; however, it did not consider the defensive effect
trust might have on slippery slope fears.
The slippery slope argument

The slippery slope argument is the most prominent objection to euthanasia, with the exception of the religious
demur that only God should interfere in issues of life
and death. Slippery slope means that allowing, accepting,
or practicing a desirable or at least neutral action A,
might, in the long run, logically or practically lead to
one or more undesired action(s), B. As a result, to
prevent B from occurring, one has to prevent A from
occurring [20,23,24].a Concerning euthanasia, the slippery slope argument asserts that accepting one kind of
euthanasia, that might be considered beneficial, will lead
to other kinds, that are deemed to be unacceptable, which
in turn, results in the rejection of the first kind [25].
What is considered a beneficial kind of euthanasia,
and what is considered an unacceptable kind, differs
between persons and cultures. Hence, the conception of
what constitutes a slippery slope differs as well. The
form of euthanasia often considered acceptable among
the general public is that for people with a terminal
illness, unbearable suffering, low life expectancy, and in
response to a direct request by the patient [6]. The most
condemned kind, in contrast, is clearly involuntary euthanasia, which means euthanasia against the wishes of
the person going to die, or without that person’s consent
[7]. This would probably constitute then end point of a
potential slippery slope for almost everybody (c.f. [26,27]).
Quite similar are fears regarding what one might call
pushed euthanasia, or a duty to die, describing the possibility that ill or old people might be pressured to seek
euthanasia, because society or their families make them
perceive themselves as a burden [28]. In-between is the

Köneke BMC Medical Ethics 2014, 15:86
http://www.biomedcentral.com/1472-6939/15/86

acceptance of euthanasia for non-terminally ill people,
old people without any severe illness, and people with
psychiatric illnesses [29] (c.f. [30]), and the acceptance
of so-called non-voluntary euthanasia, meaning euthanasia
for people who are thought to wish to die, but who cannot
request it, due to dementia for example [6,29] (c.f. [31]).
Although poorly integrated into the research of attitudes among the general public, many papers have been
written about a slippery slope in the context of euthanasia—including both theoretical ones (e.g. [25,26,32-34]),
and empirical ones, describing conditions in countries
where euthanasia has been legalised (e.g. [35-37]). Notably,
countries that have legalised euthanasia have established
safeguards to prevent the slippery slope from occurring. For
example, in Belgium, Luxemburg, and the Netherlands it is
legally required that at least two physicians have to confirm
that the wish to die is voluntary and well-considered, and in
all three countries a review committee has to audit granted
euthanasia cases post hoc [12,38] (c.f. [39]). Establishing
legal requirements of due care is not in general a necessity, but surprisingly, the prevention of euthanasia’s slippery slope has only been looked at from this perspective
of formal control (e.g. [40]). In many other fields of life,
however, it has been acknowledged that whenever control
is considered important, trust might offer a different way
of considering the situation [41,42].
Trust and euthanasia

Trust is an important topic in medical ethics and end-oflife care, but has been given waning credit due to the increasing focus on autonomy [43]. Some authors dealing
with slippery slope arguments generally have mentioned
trust, but they have done so casually, without really analysing it. For example, Enoch [44] mentioned that proponents
of the slippery slope argument mistrust others to make a
distinction between A and B (e.g. voluntary and involuntary euthanasia). Similarly, Volokh [24] asked whether we
should ‘accept the immediate benefits of A, and trust that
even after A is enacted B will be avoided’. Van der Burg
[20] remarked that people with a high level of trust in
existing political and legal institutions are more confident
that future developments could be stopped, should they be
heading in a negative direction.
Precisely, with regard to euthanasia, several Dutch authors
referred to the high level of trust in physicians felt by people
in the Netherlands as one factor explaining why euthanasia
has been legalised there, but not in other countries (e.g.
[20,45,46]). Similarly, regarding the legalisation of euthanasia
in Belgium, some experts pointed to the importance of high
levels of trust in physicians and the health care system
[47,48]. By the same token, Cohen et al. [49] reasoned that
euthanasia can be discussed seriously only in situations
where there are high levels of trust in the health care
system, and Battin [50] also mentioned that a rejection of
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euthanasia might be associated with distrust of physicians.
For Turkey, opposition to euthanasia has been ascribed to a
lack of confidence in health care, as well as to a lack of
confidence in the political and juridical system [51].
However, links between the general public’s trust and
attitude toward euthanasia has not been studied systematically. There is one study dealing with the effect of
perceived discrimination by the medical system on attitudes toward euthanasia [52], and two studies dealing
with the effect of trust in the health care system and in
physicians, on attitudes toward physician-assisted suicide
and the forgoing of life-sustaining medical treatment
(not active euthanasia) [53,54]. None of them found any
effects associated with trust. However, none of these
studies targeted the broader general public, and instead,
included only the subgroup of ethnic minorities—one
was furthermore based on cancer patients only. Incorporating a more diversified sample from the general public in the United States (US), Ward [55] found that when
people over 60 years of age had confidence in medicine,
there was a positive effect on euthanasia attitudes, but
these findings did not apply to the whole sample population. Similarly, in another study, trust in the National
Health Service (NHS) did not impact United Kingdom
residents’ euthanasia attitudes [56]. In a study among
the Dutch [57], trust in physicians even led to decreased
acceptance of assistance in dying, which the authors
explained in terms of more trust meaning less perceived
need to take over control for end-of-life-decisions oneself.
In the same vein, another study from the Netherlands,
which dealt only with people over the age of 64, found the
elderly were even more likely to consider euthanasia as an
option for themselves when they did not trust their physicians to follow their end-of-life care wishes [58]. Although
these studies seem to indicate that trust does not play the
role hypothesized in this study, they have two basic shortcomings: First, they were only concerned with people’s trust
in the medical profession or system, and not with their trust
in other people in general, or their confidence in monitoring institutions. Second, and most notably, none of
these researchers performed a cross-country comparison to account for the potential effects of trust at the
country level. However, the mention of high levels of
trust in Belgium and the Netherlands might indicate
that in the context of euthanasia, trust might be important as a cultural factor, rather than as an individual’s characteristic.
An anecdotal comparison of studies from trust research with studies on end-of-life-attitudes indicates
that countries with a liberal attitude toward euthanasia,
i.e. Scandinavian countries [19,49,59,60], indeed also exhibit high trust levels (e.g. [61]). In contrast, in countries
with low trust, a rather conservative stance toward euthanasia can be observed (e.g. in Eastern Europe).
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Also media coverage of end-of-life decisions like
euthanasia, assisted suicide, or the forgoing of medical
treatment, has reported rather sceptical attitudes in
low-trust countries like Italy ([3] p.396), Croatia [62],
and Portugal ([63] p.78f ). In contrast, in Denmark and
Finland, both ranging among the top countries with
regard to high trust climates, the media have taken a
positive stance on self-determined end-of-life decisions
[64,65]. Similarly, they have proposed a pro-assisteddying opinion in the medium to high trust countries of
Australia [66], the USA [67], Canada [68], Britain [69,70]
and Belgium (c.f., [71]).c
To summarize, it might be more important to compare the effect of trust on euthanasia attitudes across
countries, rather than just looking for an effect of trust
at the level of individuals, as has been done to date.
The current study
Trust objects of interest

The current study gathers new information concerning
the role of trust on euthanasia approval among members of the general public. It does so by reporting on the
results of a cross-country study analysing the impact of
trust on four different actors: 1) the health care system,
2) people in general, 3) state institutions, and 4) the press,
and addressing general trust and confidence in health care
at the individual level and at the country level.
Trust in the health care system was used, since this
perception should reflect the strength of belief that the
health care system will provide adequate and affordable
treatment [11,72]. This belief should in turn reduce the
fear of involuntary or pushed euthanasia for financial
reasons, and lead to more supportive euthanasia attitudes.
Trust in its generalized form, i.e. trusting people in general, including strangers [73], was studied, because involuntary and pushed euthanasia might be caused by a lot of
people, or even by the society as a whole; either by acting
accordingly in one´s personal sphere or by electing corresponding pro-euthanasia political parties.
As one main purpose of the study was to account for
cross-cultural differences, trust in health care and general trust were also included as country indicators. It
was assumed that the aggregate perception of trustworthiness and health care adequacy affect euthanasia
attitudes beyond the impact of a person’s own level of
trust. This might occur, for example, by shaping public
debates and media coverage about euthanasia, which is
in turn likely to shape individual attitudes [64,74-76]. To
explain, even if an individual does not genuinely think
other people are trustworthy, he or she probably derives
his or her impression of the permissibility of euthanasia
at least partly from public debates, which might, in a
high-trust-country, be dominated by assurances of the
beneficial aspects of euthanasia, instead of by worries
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about abuse and social pressures to die (c.f. [77]). A
similar indirect effect of public debates has been found
for attitudes toward genetically modified food [78], and
has also been proposed in the cited 33-country study of
Verbakel and Jaspers [19], as an explanation for the fact
that personal religiosity and a country´s religious culture
impact euthanasia attitudes. Notably, the same study
also found euthanasia approval to be higher in countries
with a responsive health care system.d
Considering other independent variables related to trust,
confidence in the already mentioned safeguarding and
control mechanisms might be important. Therefore, trust
in the state is accounted for, since the state should prohibit the possibility of a slippery slope in which accepted
forms of euthanasia transition to unaccepted forms [12].
Similarly, with regard to trust in the state, the perception
of the media as being an adequate monitoring institution
was analysed, since the media is often understood to be a
‘watchdog’ or ‘fourth estate’, guarding the public interest
[13]. Notably, in other (bio)ethical fields, which imply
benefits and risks, like genetically modified food, the role
of trust in regulators and watchdogs has already been
acknowledged as a strong predictor of attitudes towards
the issue among the general public [79-81].
Finally, cross-level interactions between the trust variables were considered, since a cultural climate of trust
might even increase the effects of a person´s level of trust
regarding his or her opinion of euthanasia. A similar
cross-level reinforcement effect on euthanasia attitudes
has been found for religiosity [19]. Trust at both the individual and the individual country levels have also been
found to interact, for example, in affecting health [82,83].
Control variables

The sociodemographic factors of age, education, and
gender, as well as religiosity and religious denomination
were introduced as control variables, not only because
they are generally common control variables, but because
they have also frequently been associated with euthanasia
attitudes (see above). In addition, values concerning autonomy were controlled for because, as already mentioned, they have been found to affect euthanasia attitudes
as well. Autonomy was thought of in three different
ways: a) as valuing independence, b) as moral-relativism
(c.f. [19]), and c), in terms of an internal locus of control
[22] (c.f. [19]). Aggregated responses of moral relativism
and postmaterialism [84] were regarded as indicators for
values of autonomy at the national level. Postmaterialism
was only included as a macro level variable, and not at the
individual level, since research indicates that postmaterialist values lack validity at the micro level [85].
Notably, controlling for sociodemographia, religiosity,
and various value constructs was additionally important,
since these factors have also been associated with trust.
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For example, moral permissiveness (toward divorce, homosexuality, etc.) and trust are often understood as being part
of the broader value construct of postmaterialism or selfexpressive values, both being very similar to autonomy
values [86]. Controlling for these factors made sure that the
posited effects of trust on euthanasia attitudes were really
ones of trust, and not of any other underlying phenomenon
or confounding factor.

Methods
Data and sample

Data describing 49,114 randomly selected individuals in
44 countries were derived from the European Values
Study: Wave 4, 2008 [8], hereafter referred to as EVS.
The EVS is considered the most comprehensive research
project on values that has been conducted in Europe. It
is a large-scale, cross-sectional survey research program
repeated every nine years, which provides insights into
the beliefs, preferences, and attitudes of citizens all over
Europe. The EVS is primarily a Social Science survey;
ethical approval has not been required. Data are always
collected anonymised, and all participants have to give
informed consent to data collection. Guidelines about
standards and specifications on sampling, fieldwork, data
processing and documentation have been developed at
Tilburg University in collaboration with CEPS/Instead
Luxemburg and the GESIS Data Archive for the Social
Sciences in Cologne. The board of the EVS Foundation
and National Program Directors in each of the participating countries have assured adherence to the guidelines. For the current purpose, the EVS data were
obtained at the GESIS Data Archive for the Social
Sciences in Cologne through their online download facilities. For the analyses, data were weighted to ensure the
representativeness of the national samples concerning
age, gender, and region.e
Measures

Dependent variable Attitudes toward euthanasia were
measured with the item ‘Please indicate if euthanasia
(terminating the life of the incurably sick) can always be
justified, never be justified, or something in between’
(10-point-Likert-scale).
Trust measures General trust was assessed with the
commonly used dichotomous question, ‘Generally speaking, would you say that most people can be trusted or that
you can’t be too careful dealing with people?’ Answers
were coded with 1 indicating a lack of trust (‘you can’t be
too careful’), and 2 indicating trust (‘most people can be
trusted’). To get national trust rates the answers were
recoded to 1, indicating trust, and 0, indicating a lack of
trust, and aggregated by country; due to this recoding, the
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resulting variable can also be interpreted as the percentage of people in each country perceiving others to
be trustworthy.
Trust in the health care system was quantified in terms
of how much confidence participants had in the health
care system of their country of residence (‘Please tell me
how much confidence you have in the health care system’). Answers were coded with 1 indicating not at all, 2
indicating not very much, 3 indicating quite a lot, and 4
indicating a great deal. This item was introduced as a
quasi-metrical variable. Again, an additional averaged
country variable was built by aggregating individual data.
Perceptions regarding the competence and integrity of
the press were quantified in the same fashion as trust in
the health care system, using a single item.
Trust in the state was captured by four items—confidence
in the parliament, the police, the juridical system, and the
government—and combined into a single trust-in-the-statescale (Cronbach’s α = .79).
Control variables Education was assessed in a sevenstep categorization process ranging from none or preprimary education (=0), to second stage tertiary education
(=6), and introduced as a continuous variable. As further
sociodemographia, age and gender were noted. Religiosity
was measured by asking participants how important religion was for them, with 0 indicating not at all important,
1 indicating not important, 2 indicating quite important,
and 3 indicating very important. Answers were aggregated
to the country level, to get a variable for the level of religiosity within a country. Questions concerning religious
denomination allowed participants to choose between ‘no
denomination’ (which served as a reference category in
the following analysis), Roman Catholic, Protestant, Free
Church/Evangelical, Jewish, Muslim, Hindu, Buddhist,
Orthodox, or others. Since very few participants described
themselves as Hindu or Buddhist, both denominations
were grouped together with ‘other denomination’. To control for denominational context at the country level, the
percentage of people of Protestant denomination was
used. Protestantism was chosen since Protestant cultures
are linked to higher general levels of trust [61], and therefore—paralleling the inclusion of value constructs—using
Protestantism should also ensure that the impact of trust
is not the impact of a broader cultural construct.
Regarding appreciation and feelings of autonomy, autonomy as valuing independence was measured in the form
of a dummy variable, by whether participants chose
independence as a quality children should be encouraged to learn, out of a list of eleven qualities. Moralrelativism was assessed by asking whether participants
thought there are absolute, universal guidelines (coded
1), absolute, universal guidelines with exceptions (coded
2), or no absolute, universal guidelines (coded 3). Locus of
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control was measured by asking participants how much
freedom of choice and control they feel they have over the
way their life turns out, using a 10-point-Likert-scale. One
indicated none at all, and 10 indicated a great deal. Finally,
postmaterialism was measured by asking individuals
which of the following country aims is most important to
them: (1) maintaining order in the nation, (2) giving the
people more say in important government decisions, (3)
fighting rising inflation, or (4) protecting freedom of
speech. Respondents who chose responses 1 and 3 were
classified as materialists; those who chose responses 2 and
4 were classified as postmaterialists, and the remaining
combinations were classified as mixed. The final countrylevel-variable was developed by calculating the proportion
of postmaterialists in each of the countries.

Method
Data were introduced into a multilevel analysis using
SPSS mixed models. Multilevel analyses in general are
advisable when there are two (or more) levels of analysis,
with one level (here individual people) nested in level
two aggregates (here countries). Using this research
method allows us to exclude the variability between
higher units (countries) when observing the variability of
subordinate levels (individual people). Therefore it leads
to more accurate results, when independent variables are
to be analysed at both the individual and the country level
(for a detailed description of multilevel analysis see [87]).
As recommended for multilevel models [87], country
level variables were mean-centred for the regression analysis, that is, the regression intercepts show the value for
a country with average levels of trust, confidence in
health care, religiosity, Protestantism, moral relativism and
postmaterialism, and the regression coefficients of the five
variables indicate the increase or decrease relative to this
hypothetical mean country. Indicators at the individual level
were not centred, to make the trust/not-trust-dummy-variable easier to interpret.
Different models were tested by adding further variables to each former model, using a stepwise method
(see below).f
Results
Descriptive analysis

On average, participants indicated a euthanasia acceptance
value of 4.50 (SD = 3.22), thereby being at mean, slightly
against, rather than in favour of euthanasia. However, attitudes varied widely between individuals, as well as between countries (see Tables 1 and 2). The highest approval
ratings for euthanasia could be observed in Denmark
(M = 6.79; SD = 2.84) and Belgium (M = 6.76; SD = 2.60),
with similar high levels of acceptance in the other Benelux
and Scandinavian countries. The lowest levels of permissiveness were reported in Kosovo (M = 1.52; SD = 1.67)
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and Cyprus (M = 2.00; SD = 2.05), with comparably low
rates in other Eastern-Mediterranean and Balkan countries.
Similar to euthanasia attitudes, levels of trust varied,
with the Eastern Mediterranean and Balkan countries,
and the Scandinavian/Benelux countries again presenting the most extreme cases. For example, in Cyprus only
9 per cent (SD = .29), and in Kosovo only 11 per cent
(SD = .31) of all participants thought other people in
general were trustworthy, which contrasted sharply with
76 per cent of the people in Denmark trusting other
people (SD = .43). Trust in the health care system was at
a medium to high level overall (M = 2.63; SD = .85).
Nevertheless, again it was highest in countries like
Belgium (M = 3.23, SD = 62) and Luxemburg (M = 3.22,
SD = .72), while being relatively low in Eastern European
countries like Bulgaria (M = 1.85; SD = .72). As Figure 1
shows, euthanasia acceptance and levels of trust have a
remarkably similar distribution across countries, with
those showing high levels of trust often also being quite
permissive concerning euthanasia.
Multilevel regression

The multilevel analysis tested five different models
(see Table 3). In model 1, only individual level variables
of interest were introduced (general trust, confidence in
the state, the health care system, and the press). The effects of general trust and trust in the press were significant
and in the assumed direction: Participants who thought
most others could be trusted rated euthanasia to be more
justifiable than did participants who felt that one cannot
be too careful concerning other people (B = .14, p < .01).
Similarly, participants believing in the competence of
the press showed slightly more favourable euthanasia
attitudes (B = .09, p < .01). However, in contrast to the
study’s hypotheses, euthanasia acceptance decreased
slightly, the more participants perceived the health
care system to be reliable (B = −.05, p < .01). The same
counter-hypothesized trend held for confidence in the
state, which was negatively related to euthanasia attitudes as well (B = −.58, p < .01).
Model 2 took account of the sociodemographic control
variables, i.e. age, education, and gender, as well as religiousness and religious denomination. As in other studies,
euthanasia acceptance decreased with age, although only
slightly (B = −.01, p < .01), while it increased with education (B = .14, p < .01). No differences were found due to
gender. Also mirroring prior studies, the more religious
participants said they were, the less permissible they perceived euthanasia to be (B = −.57, p < .01). An additional
effect emerged for denomination, such that self-defined
Catholic, Muslim, Jewish, and Free Church/Evangelical
participants were less supportive of euthanasia than nondenomination participants, with no differences evident
for Protestants, and surprisingly also not for Orthodox
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Table 1 Descriptiva for variables of main interest
Health care confidence
Euthanasia acceptance General trust
Confidence in health care
Confidence in state
Confidence in press General trust
country aggregate
(possible range 1–10) (possible range 0–1) system (possible range 1–4) scale (possible range 1–4) (possible range 1–4) Country aggregate
(possible range 0–1) (possible range 1–4)
Mean (SD) 4.39 (3.22)

.31 (.46)

2.61 (.86)

2.38 (.68)

2.26 (.80)

.31 (.16)

2.61 (.32)

Table legend: Means and standard deviations of euthanasia attitude and trust items.
Data source: European Values Study, 2008. Missing data were dealt with using pairwise deletion.
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Table 2 Euthansia acceptance, general trust and trust in health care by country; Mean (SD)
Euthanasia acceptance
(possible range 1–10)

Trust rates
(possible range 0–1)

Trust in health care system
(possible range 1–4)

Albania

2.69 (2.54)

.10 (.31)

2.07 (.81)

Armenia

2.57 (2.43)

.21 (.41)

2.68 (.41)

Austria

4.51 (3.07)

.36 (.48)

2.88 (.78)

Azerbaijan

3.14 (2.80)

.45 (.50)

2.81 (.93)

Belarus

4.78 (2.81)

.45 (.50)

2.72 (.72)

Belgium

6.76 (2.60)

.36 (.48)

3.23 (.62)

Bosnia Herzegovina

2.90 (2.80)

.27 (.44)

2.66 (.87)

Bulgaria

4.29 (3.13)

.18 (.39)

1.85 (.85)

Croatia

4.06 (3.16)

.20 (.40)

2.35 (.76)

Cyprus

2.00 (2.05)

.09 (.29)

2.61 (.86)

Czech Republic

5.33 (2.95)

.31 (.46)

2.34 (.83)

Denmark

6.79 (2.84)

.76 (.43)

2.88 (.66)

Estonia

4.67 (2.87)

.32 (.47)

2.50 (.75)

Finland

5.91 (2.88)

.65 (.48)

2.81 (.67)

France

6.75 (2.80)

.27 (.45)

2.93 (.70)

Georgia

2.42 (2.21)

.23 (.42)

2.58 (.85)

Germany

4.69 (2.94)

.39 (.49)

2.24 (.85)

Greece

3.37 (2.78)

.22 (.41)

2.24 (.84)

Hungary

4.45 (3.24)

.21 (.41)

2.17 (.80)

Iceland

5.78 (2.87)

.50 (.50)

3.31 (.59)

Ireland

3.86 (2.79)

.38 (.49)

2.12 (.87)

Italy

4.53 (3.24)

.31 (.46)

2.54 (.79)

Kosovo

1.52 (1.67)

.11 (.31)

2.91 (.88)

Latvia

4.76 (3.05)

.26 (.44)

2.51 (.81)

Lithuania

4.94 (2.98)

.30 (.46)

2.19 (.66)

Luxembourg

6.09 (3.35)

.33 (.47)

3.22 (.72)

Macedonia

3.14 (2.80)

.19 (.40)

2.51 (.86)

Malta

2.64 (2.70)

.23 (.42)

3.09 (.76)

Moldova

2.64 (2.61)

.12 (.33)

2.52 (.79)

Montenegro

3.06 (2.97)

.25 (.44)

2.58 (.88)

Netherlands

6.67 (2.79)

.63 (.48)

2.79 (.68)

Norway

5.62 (2.91)

.74 (.44)

2.86 (.68)

Poland

3.37 (2.75)

.28 (.45)

2.34 (.86)

Portugal

4.71 (3.00))

.20 (.40)

2.54 (.78)

Romania

3.20 (2.84)

.18 (.38)

2.53 (.90)

Russia

4.36 (3.11)

.29 (.46)

2.44 (.85)

Serbia

3.54 (3.15)

.12 (.33)

2.34 (.82)

Slovak Republic

4.43 (3.13)

.13 (.33)

2.55 (.75)

Slovenia

5.51 (3.28)

.24 (.43)

2.71 (.67)

Spain

6.08 (3.20)

.35 (.48)

2.96 (.74)

Sweden

6.54 (2.90)

.70 (.46)

2.85 (.69)

Köneke BMC Medical Ethics 2014, 15:86
http://www.biomedcentral.com/1472-6939/15/86

Page 9 of 17

Table 2 Euthansia acceptance, general trust and trust in health care by country; Mean (SD) (Continued)
Switzerland

5.05 (3.11)

.55 (.50)

2.95 (.69)

Ukraine

3.69 (3.20)

.28 (.45)

2.29 (.91)

United Kingdom

5.64 (3.06)

.40 (.49)

3.04 (.76)

Table legend: Country means and standard deviations for euthanasia attitude, general trust and confidence in health care by country.
Data source: European Values Study, 2008. Missing data were dealt with using pairwise deletion.

believers (for actual coefficients see Table 3). Despite the
control variables, the trust variables stayed substantially
the same, and decreased only slightly in magnitude. The
only difference was trust in health care, which lost
significance.
Model 3 also included the additional control variables of
autonomy values. All three autonomy variables pointed in
the expected direction. People explicitly valuing independence were more supportive of euthanasia than participants
who did not (B = .26, p < .01). Similarly, euthanasia acceptance increased slightly with the perception of an internal
locus of control (B = .03, p < .01), and also with viewing
moral guidelines not as absolute and universal, but rather

as relative (B = .48, p < .01), or at least as allowing for exceptions (B = .34, p < .01). Again, general trust, trust in the
press, and confidence in the state did not lose significance,
despite the control variables.
In the next step, model 4 also included the two country characteristics of primary interest, namely country
level general trust and confidence in the health care system. Both trust rates at the country level showed a pronounced effect beyond individual’s trust levels for both
general trust (B = 3.82, p < .01) and confidence in the
health care system (B = 1.00, p < .05). The latter was notably the case, despite the initially contradictory negative
impact of health care trust on the individual level.

Figure 1 Average acceptance of euthanasia and trust rates by country. The scatter plot and the corresponding regression line show that
high trust countries usually exhibit also a rather high acceptance of euthanasia, while citizens in low trust countries have a more restrictive
euthanasia attitude. Data source: European Values Study, 2008.

Independent variable

Null
Modell 1 (individual-level Model 2 (model 1 plus Model 3 (Model 2 plus control Model 4 (model 3 plus Model 5 (model 4 plus country
model trust variables)
sociodemographic
for autonomy values)
country level trust
level control variables)
control variables)

Intercept

5.71** (23)

7.10** (20)

5.39** (.20)

6.35** (.15)

6.37** (.13)

Individual level variables

.14** (.03)

.06* (.03)

.06* (.03)

.06* (.03)

.06* (.03)

Confidence in health care system

- .05** (.02)

- .03 (.02)

- .03 (.02)

- .03 (.02)

- .03 (.02)

Confidence in press

.09** (.02)

.07** (.02)

.07** (.02)

.07** (.02)

.07** (.02)

Confidence in state scale

- .58** (.03)

-. 43** (.03)

- .42** (.03)

- .42** (.03)

- .42** (.03)

Age

- .01** (.00)

- .01** (.00)

- .01** (.00)

- .01** (.00)

Education

.14** (.01)

.13** (.01)

.13** (.01)

.13.** (.01)

Gender male

- .01 (.03)

- .01 (.03)

- .01 (.03)

- .01 (.03)

- .57** (.02)

- .55** (.02)

- .55** (.02)

- .55** (.02)

General trust
Reference: not trusting
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Table 3 Multievel-regression on individual level euthanasia acceptance

Reference female
Religiousness
Religious denomination:
Catholic

- .30** (.04)

- .27** (.04)

- .27** (.04)

- .27** (.04)

Muslim

- .79** (.07)

- .76** (.07)

- .76** (.07)

- .76** (.07)

Jewish

−1.05** (.32)

−1.02** (.32)

−1.02** (.32)

−1.02** (.32)

Protestant Free Church

−1.21** (.18)

−1.16** (.18)

−1.16** (.18)

−1.16** (.18)

Orthodox

- .05 (.05)

- .04 (.05)

- .04 (.05)

- .03 (.05)

Protestant

- .05 (.06)

- .05 (.06)

- .06 (.06)

- .06 (.06)

Other denomination

- .62** (.10)

- .56** (.10)

- .56** (.10)

- .56** (.10)

.26** (.03)

.26** (.03)

.26** (.03)

.03** (.01)

.03** (.01)

.03** (.01)

Moral relativism

.48** (.03)

.48** (.03)

.48** (.03)

Moral exceptionalism

.34** (.03)

.34** (.03)

.34** (.03)

3.82** (.81)

2.36* (0.98)

1.00* (.42)

1.09** (.32)

Reference: non-denominational
Valuing independence
Reference: not mentioned
Internal locus of control
Moral relativism

Reference: moral absolutism

General trust
Health care confidence
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Country level variables

Religiousness

−1.09** (.24)

Denominational share protestants

- 1.85* (.69)

Moral relativism country mean

1.23* (.56)

Postmaterialism

1.15 (.74)

Covariance Parameters
Residual (individual level variance)

8.35**
(.05)

8.22** (.05)

7.73** (.05)

7.67** (.05)

7.67** (.05)

7.67** (0.5)

Intercept (country level variance)

2.01**
(.43)

2.10** (.46)

1.46** (.33)

1.36** (.31)

.68** (.15)

.33** (.08)

Model Fit Parameters

1.68%

7.43%

8.14%

8.14%

8.14%

0.00%

27.36%

32.34%

66.17%

83.85%

Variance explained at the individual
level (compared to null model)
Variance explained at the country level
(compared to null model)

-

AIC

-

253955.181

250792.121

BIC

-

253972.872

250809.811

Deviance (−2LL)

-

253951.181

250788.121

Χ2(df) (comparison with previous
model)

-

Χ2 (4) =774.63 **

Χ2(4) =3162.06 **

250460.903

250427,692

250478.593

250445,382

250456,903
Χ2(3) =331.22 **

250423.692
Χ2(2) =33,21**
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Table 3 Multievel-regression on individual level euthanasia acceptance (Continued)

250393,525
250411,215
250389,525
Χ2(4) =34.17 **

Unstandardized coefficients with standard errors in parentheses.
Table legend: Data source: European Values Study, 2008, N = 49.114.
Variables of main interest in bold. **significance at 1% level; * significance at 5% level.
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Table 4 Significant cross-level interactions
General trust x country
level trust

Confidence in health care x
country level trust

Confidence in state x
country level trust

Main effect individual Level

07* (.03)

-.03 (.02)

-.43** (.03)

Main effect country level

2.50* (.98)

3.17** (1.01)

3.82** (1.04)

Cross-level interaction

-.35* (.18)

-.31** (.10)

-.57** (.13)

Unstandardized coefficients with standard errors in parentheses.
Table legend: Data source: European Values Study, 2008.
**significance at the 1% level; * significance at the 5% level.

Model 5 also showed that other country characteristics
like religiosity (B = −1.09, p < .01), denominational context
(B = −1.85, p < .05), and moral relativism (B = 1.23, p < .05)
predicted euthanasia attitudes, only postmaterialism did
not add further explanation. Still, all trust variables held
up to give direction to euthanasia acceptance. The impact
of country level confidence in health care even increased.
Finally, cross-level interactions between the trust indicators were tested (see Table 4). It turned out that a cultural climate of general trust was less important for
generally trusting individuals (B = −.35, p < .05). Turned
the other way around, general trust at the individual
level only had a positive effect on euthanasia attitudes in
countries with average or below average levels of general
trust, but it had a negative effect in countries with above
average general trust levels. A cultural climate of general
trust similarly interacted with individual’s levels of confidence in the health care system, such that the main
effect of trust in health care, i.e. the effect in countries
with an average level of general trust, was still insignificant, but in countries with above average general trust,
confidence in health care decreased euthanasia acceptance
(B = −.31, p < .01). Finally, the contra-intuitive negative
impact of confidence in the state was increased in countries with above average general trust (B = −.57, p < .01).
Turning to the explanatory significance of the models,
it should be noted in advance that assessing absolute
model fits and explanatory powers in multilevel models
is much more complicated than in single-level regressions, since the commonly used R-square statistic cannot
be applied directly because variance in the dependent
variable can originate from variance between level-one
units (individual people) as also from variance between
level-two units (countries) (for a detailed discussion see
87). Therefore, the first thing to do is to analyse how much
of the variance is attributed to which of the levels. This is
done by looking at the so-called null model (the model
with no independent variables only accounting for variation between countries), and calculating so called interclass correlation coefficients (ICC), which state how
much of the variance in the dependent variable of interest
is caused by variance between level two units, rather than
by variance between level one units (individuals). In the
current dataset it turned out that overall 19.4 per cent of

the variance in euthanasia attitudes could be attributed to
between-country difference; meaning the attitude toward
euthanasia differed more between individual people within
countries than between countries, but to a considerable
extent a person’s euthanasia attitude is influenced by the
country he or she lives in.
Knowing this, the final model (model 5) explained
about eight per cent of the within-country variance in
euthanasia attitudes, and 84 per cent of the betweencountry variance. Comparing model 3 with the null
model furthermore showed that about one third of the
initial between-country differences in euthanasia attitudes were explained by the individual level variables included (model 3), and, as such, were compositional
effects rather than real country characteristics. Very important for the study was the finding that individual level
trust variables (model 1) accounted for only about 2 per
cent of within-country differences in euthanasia attitudes, thereby having rather little impact. However, the
two country level trust variables introduced in model 4
turned out to be highly relevant for explaining betweencountry differences in euthanasia acceptance, since they
explained half of the between-country variance which
had remained after the inclusion of all individual level
variables (model 3). Further model fits for comparing
the different models like deviance and Akaike’s Information Criterion (AIC) can be derived from Table 3. These
criteria should not be interpreted absolutely, but only
for the purpose of selecting the model that fits best by
searching for the lowest values. As can be seen, independent of the criterion used, each model is able to improve the data fit.

Discussion
This study has helped to answer the question of what
leads people to either favour or oppose euthanasia, by
showing that trust at the individual level, and especially at
the country level, is linked to a more permissive euthanasia attitude. By analysing data from over 40,000 individuals in 44 countries, it was shown that, as hypothesized,
people indicate that they have more favourable opinions
on euthanasia when they believe that most other people
can be trusted, and when they have confidence in the
press. At the country level, high levels of trust in other
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people, as well as high levels of confidence in the health
care system, increased euthanasia acceptance. This response held beyond individual level trust, i.e. even if a person did not think others could be trusted and was not
confident about the health care system, his or her attitude
toward euthanasia was more favourable when he or she
lived in a country where many other people were trustful
and confident. The pronounced effect of country level
trust is consistent with previous research findings, which
have shown acceptance of euthanasia to be higher in countries with responsive health care systems [19], and to be
strongly influenced by country characteristics in general
(e.g. [49,88,89]).
While the effects of trust at the country levels, and of
confidence in the press at the individual level, supported
the proposed hypotheses, the findings with regard to
trust in the state, and in health care at the individual
level, did not, since they reduced, rather than increased,
the acceptance of euthanasia.
The seeming paradox that people who do not put much
confidence in the state are more lenient towards euthanasia might in turn be due to problems of operationalization. As other authors noted, asking for ‘confidence in the
state’ might not measure an estimate of the state’s competence, but rather provide a measure of the extent to which
the state is being rejected as an authority [86]. Given that
euthanasia is illegal in most countries, both rejecting the
state´s authority and supporting euthanasia may be caused
by protest proneness, which might not have been captured
by the autonomy control variables included.
To explain the negative effect of individual level confidence in the health care system is less straightforward.
The negative effect was contrary to the reasoning provided in the introduction since trust in the health care
system was assumed to increase acceptance of euthanasia. However, it might indeed also be reasonable that
trust decreases euthanasia acceptance. To clarify, on the
one hand it was assumed that trust increases euthanasia
acceptance, because trust should render fear of abuses
less likely. On the other hand believing the health care
system does not provide adequate care might as well
shed a more positive light on euthanasia, as euthanasia
might become more desirable in times of serious illness,
if no adequate health care is available (c.f. [90]). This
connection is one that some proponents of palliative
care have also been drawing, namely those who expect
better palliative care (as part of the health care system)
to render the need for euthanasia less necessary [91].
Both effects have been found in the current study—a
cultural climate of confidence in health care was related
to more permissive euthanasia attitudes, but regarding
differences between individual people, low confidence
was related to slightly more permissive euthanasia
attitudes (notably after having removed cross-country
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differences from the individual level due to using multilevel analysis). Hence, it seems that confidence in the
health care system plays a different role at the country
level than at the individual level. As already suggested in
the introduction, a cultural climate of trust might shape
euthanasia attitudes rather unconsciously through public
debates, with the media paying no heed to risks and the
potential slippery slope, so that those risks are not salient
to the citizen. At the individual level however, the slightly
negative effect of heath care confidence on euthanasia
attitudes might rather be attributable to conscious perceptions of health care confidence. Thereby, the findings of
the current study do also not contradict the studies mentioned in the introduction, which found either no effect or
a negative effect of trust on euthanasia [55-57] since those
have only considered confidence in the health care system
as an individual person´s characteristic.
Limitations and future studies

The basic shortcoming of this study is that the mechanisms behind the effects of trust on euthanasia attitudes
could not be examined using the current dataset. It has
been assumed that having trust affects attitudes towards
euthanasia by reducing slippery slope fears, i.e. the fear
of euthanasia abuses and expansions or even involuntary
deaths [20]. However, no indicators of slippery slope fears
had been included in the dataset used. Future research
might be strongly encouraged to clarify the relationship
between euthanasia attitudes and trust by having a look at
the cause-effect direction, and testing whether the impact of trust on euthanasia attitudes is really mediated
by slippery slope fears.
Concerning the strong country effect of general trust,
detailed consideration might also be given to potential
explanations in light of social capital theory, since trust
can also be understood as a constituent part—or at least
a very closely linked consequence or antecedent—of
social capital [92], and high levels of trust and social
capital at the country or community level have been
shown to go together with solidarity between people
[93] and to decrease crime, and fear of crime [94-96].
Similarly, further studies should clarify why confidence
in the health care system has a different effect at the
country level and at the individual level, such that people
living in countries with a culture of high health care trust
have much more positive attitudes toward euthanasia, while
within the countries people who have confidence in the
health care system are less in favour of euthanasia acceptance than people with less confidence, and whether the
effect at the country level is indeed moderated by the
valence of media reports and public debates as considered
in the introduction. Ideally, a longitudinal study should
be conducted to shed some more light on the causal
relationships.
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Notably, a longitudinal study would also be worthwhile
for looking at possible trust-euthanasia-loops, in terms of
thinking not only of the effect of trust on euthanasia
acceptance, but also the effect of euthanasia practices on
trust. This reversed relationship would seem interesting as
well, since prior to the current study the euthanasia-trustdebate had been pursued on exactly that reversed relationship, i.e. on potential decreases in trust (especially regarding trust in physicians) because of euthanasia [97-99]. The
(still) high levels of trust in the health care system in
Belgium, Luxemburg, and the Netherlands might suggest
that legalisation has not eroded trust. However, social
climates of trust need a long time to change [61]. It would
be a worthwhile, although lengthy, endeavour to clarify
how trust and euthanasia attitudes and practice, respectively, shape each other, and whether the potential negative,
positive, or non-existing effect of legal euthanasia on trust
depends on the initial levels of trust.
Further suggestions for future studies include performing a cross-cultural study with the inclusion of trust in
physicians [100], and replicating the findings of this paper
using more sophisticated measures of trust and euthanasia
attitudes than the abstract one-item measures included in
the EVS (e.g. [101,102] c.f. [103]). In addition, future studies might differentiate between the moral justification for
euthanasia (as included in this study), and attitudes toward its legalisation, since the latter should matter even
more in the slippery slope context.
Possible normative implications

This article has taken a socio-empirical approach to a
normative-philosophical issue (c.f. [104,105]. Despite the
currently intensive normative debate about end-of-life
issues, the paper is not supposed to take any position on
the question as to whether euthanasia should be legalised or not. However, it is quite undisputed that slippery
slope fears lead to ‘inefficiencies’ [24]. In the case of euthanasia, adhering to the contra-argument of possible
abuses leads to prohibiting euthanasia in general—and
therefore also to cases in which most people would consider euthanasia to be reasonable. Since uninformed
judgments of others´ trustworthiness are often erroneous [106,107], this paper might encourage reflection on
the question of whether attitudes toward trust or distrust regarding euthanasia are well grounded or not, and
to adopt attitudes and policies accordingly.

Conclusion
By showing that trust and a cultural climate of trust go
hand in hand with permissive euthanasia attitudes, this
paper concludes that trust seems to be a noteworthy construct to explain differences in attitudes towards euthanasia, especially when drawing cross-country comparisons.
Whether the effect of trust is really mediated by the
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counteracting of slippery slope fears must be considered
in future studies. In any case, this paper hopes to enrich
theoretical and empirical encounters during end-of-lifedecisions, and supposes that trust should be added to the
existing literature of correlates of euthanasia attitudes.

End notes
a

Slippery slope arguments can arise in two ways—a logical and a practical form [20,24,35]. The logical argument refers to the assumption that allowing for an act A
(one kind of euthanasia, respectively) will lead to allowing for another act B (or kind of euthanasia) as well, because A and B are theoretically not different, or the
justification for A might also apply to B. (c.f. [108-110]).
The practical slippery slope argument—also called the
empirical or psychological slippery slope argument—in
contrast, states that acceptable and unacceptable forms
of euthanasia (A and B, respectively) are logically distinguishable, but might nevertheless merge in practice.
b
Notably, different levels of trust have also been shown
to explain cross-country differences in attitudes towards
other bioethical fields, which imply benefits and risks,
such as biotechnology [111].
c
For the Netherlands, the media tenor had been described as being very uncritical of euthanasia [112] although this seems to have changed recently [113].
d
Health care system responsiveness has been defined
by the World Health Organization (WHO) as respect
for the dignity of the person, autonomy to participate in
health decision-making, quality of care, and confidentiality [114].
e
The EVS 2011 included 47 countries with 67,786 participants, but applying listwise deletion of missing values
led to a reduced number of participants, and to the exclusion of Northern Cyprus, Northern Ireland, and
Turkey.
f
Notably, many of the independent variables might
have been correlated, which could have biased the results, but including all variables seemed theoretically appropriate. Furthermore, multicollinearity was not an
empirical problem, since the variance inflation factor
(VIF) ranged from 1.02 to a maximum of 3.90, thereby
being below any critical value [115]. The VIF gives evidence of the magnitude of collinearity by analysing how
much of the variance in one independent variable can be
explained by the other independent variables, and how
far this inflates the standard error of that variable’s regression coefficient. It is disputable from which factor
onwards collinearity is problematic, but usually only VIF
higher than 10 are considered critical [115].
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