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Abstract
This study described the views of older New Zealand adults toward assisted dying 
and specifically the End of Life Choice Act (2019), an Act making assisted dying 
legal. An anonymous postal and online survey of 636 adults 60 years and older was 
conducted. The majority of respondents did not support legalization (85.7%), while 
8.8% were in favor (5.5% did not specify a view). Weighted binary logistic regres-
sion indicated that the odds of support for legalization were lower in those respond-
ents with a religious affiliation (OR = .020, S.E. = 0.60, p = .00), and there were 2.66 
times greater odds in those identifying as male (S.E. = 0.34, p = .005). On the other 
hand, those respondents under 65 years had increased odds of supporting legaliza-
tion (OR = 1.89, S.E. = .029, p = .045). Results indicate that most participants were 
concerned about potential abuses and coercive practices if assisted dying became 
legally available in New Zealand.

Keywords Assisted dying · End of Life Choice Act · Euthanasia · New Zealand · 
Older adults

Introduction

Euthanasia and assisted suicide are controversial and complicated social, ethical, 
and medical issues. In the UK (Jaye et al., 2021), many assisted suicide bills have 
been advanced to Parliament, with none being successful. In some jurisdictions, 
euthanasia has been legalized, including the Netherlands and Belgium in 2002, Lux-
embourg in 2009, Colombia in 2015, and Canada in 2016. Assisted suicide is more 
widely available than euthanasia. Among the locations where people can choose 
to end their lives in this manner are Switzerland and several US states, including 
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California, Colorado, Hawaii, New Jersey, Oregon, Washington State, Vermont, and 
the District of Columbia. Laws permitting assisted suicide came into effect in the 
Australian state of Victoria in 2019 (Luzon, 2019).

The terminology related to euthanasia and assisted suicide has yet to be inter-
nationally standardized. Euthanasia and assisted suicide (EAS) refer to two differ-
ent practices (Dixon, 1998; NHS, 2020). According to the European Association for 
Palliative Care (EAPC), euthanasia is defined as "the process by which a medical 
professional actively ends a patient’s life by some medical means in response to a 
patient’s voluntary and competent request" (Radbruch et al., 2016, p. 108). In con-
trast, assisted suicide refers to "a person intentionally helping another person to ter-
minate his or her life at that person’s voluntary and competent request" (Radbruch 
et al., 2016 p. 108).

In Aotearoa, New Zealand, "assisted dying" is a blanket term for assisted sui-
cide and voluntary euthanasia. The End of Life Choices Act was first entered into 
a Parliament members’ bill ballot in October 2015 (ACT, 2015). After a lengthy 
process, it passed its third and final reading in November 2019 (Cooke, 2019). On 
November 16, 2019, the End of Life Choice (EOLC) Act (2019) was given Royal 
Assent.1 At the 2020 General Election, New Zealanders voted in a binding referen-
dum on whether the End of Life Choice Act 2019 (the Act) should come into force. 
A majority of voters supported the Act (MOH, N.Z., 2021). Research by Crothers 
(2020) synthesizing nationwide poll results before the General Election found that 
the majority of respondents across all aged groups supported the Act (77.7%), with 
the highest level of support among 31–45-year-olds (81.3%).

Under the Act, New Zealanders eighteen years or older, with a prognosis of death 
in less than six months, have the right to: have medication administered by a medi-
cal practitioner or nurse practitioner (s 3(a)), or self-administer medication (s 3 (b)) 
to "relieve the person’s suffering by hastening death" (ss 3(a), (b)).2 Following the 
2020 Referendum, the Act comes into effect in November 2021.

Vulnerability. A key issue in the debate is the literature suggesting that socially 
marginalized populations may potentially be at risk of overutilization of EAS if both 
were to become legalized (Lamers & Williams, 2016). Yet, the attitudes of vulner-
able populations toward EAS have not been widely studied. Vulnerable groups can 
include but are not limited to older adults, the mentally ill, the physically disabled, 
persons in low socioeconomic brackets, refugees, and drug and alcohol abusers 

1 For a detailed description see: New Zealand Parliament (2016) How a bill becomes a law. Wellington, 
NZ: NZ Parliament.
2 The Act’s purpose, pursuant to s 2, is:

(a) to give persons who have a terminal illness and who meet certain criteria the option of lawfully 
requesting medical assistance to end their lives; and

(b) to establish a lawful process for assisting eligible persons who exercise that option.
 Pursuant to s 3, assisted dying, in relation to a person, means—

(a) the administration by an attending medical practitioner or an attending nurse practitioner of medi-
cation to the person to relieve the person’s suffering by hastening death;  or

(b) the self-administration by the person of medication to relieve their suffering by hastening death
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(Jecker, 1991; Morrow, 1997). The opinions of these marginalized and/or potentially 
at-risk groups toward assisted death are important precisely because they are the 
people for whom it has been hypothesized that assisted dying could be seen as oblig-
atory rather than a choice (Malpas et al., 2014). Indeed, research by Koenig et al. 
(1996), conducted with elderly outpatients and their families in the USA, found that 
patients who would be considered vulnerable to the misuse of physician-assisted 
suicide (e.g., elderly persons, women, minority individuals, and poor, uneducated, 
and persons with dementia) were those persons who were most opposed to it. Lord 
Sumption of the High Court of England and Wales observed in Nicklinson (10a), 
"the legalization of assisted suicide would be followed by its progressive normali-
zation, at any rate among the very old or very ill. In a world where suicide was 
regarded as just another optional end-of-life choice, the pressures … are likely to 
become more powerful." The New Zealand Disability Rights Commissioner (Teso-
riero, 2019) highlights the issue of coercion, which "can come not just from indi-
viduals but from broader messages in society at large, be that advertising, be that the 
ablest world we live in, and attitudes around disability." In four nations where eutha-
nasia has been legalized, the original criteria at first legalization have been broad-
ened (Gale & Barak, 2020). Others in Canada lament the insufficient attention given 
to making assisted dying and other palliative care services accessible to vulnerable 
populations (Wright & Shaw, 2019). Thus, those whose lives are most likely to be 
affected by the Act may be isolated, marginalized, and politically invisible.

Older age is often accompanied by multi-morbidity (Aarts et  al., 2015). Also, 
as people age, they tend to rate their health more poorly (Gunzelmann et al., 2006) 
and are more likely to receive institutional care (Broad et  al., 2013). Thus, living 
longer in old age could more frequently be accompanied by complex conditions 
requiring special care (Boyd et al., 2009; Broad et al., 2013). Furthermore, in indus-
trialized societies, ageism is entrenched in social institutions (Lamers & Williams, 
2016). There is growing international literature on the paternalistic and ageist ways 
that older adults are treated within health care systems (Dobrowolska et al., 2019; 
Inouye, 2021; Wyman et  al., 2018). Increased health risks, environmental pres-
sures, and the economic stresses associated with advanced age and the aging process 
have meant that older persons are a "vulnerable population" (Kane & Kane, 2005). 
Studies from the USA, Netherlands, and Belgium, where voluntary assisted dying 
is legal, show that most patients who access voluntary assisted dying are over 65 
(Gomes et al., 2011). Studies highlight that loss of autonomy, dignity, and engage-
ment in enjoyable activities are the predominant motivators for people choosing vol-
untary assisted dying (Downar et al., 2017). A New Zealand study further found that 
healthy older adults who supported euthanasia or assisted dying nevertheless had 
concerns about possible future impairment and dependency on others, as well as 
fears around becoming a burden (Jaye et al., 2021). Considering the implications of 
euthanasia or assisted dying for this population in particular and the zeitgeist any law 
change would introduce, this represents an area that needs empirical investigation.

Of course, older adults are not a homogeneous group, and many factors may 
influence their attitudes concerning euthanasia and assisted suicide (EAS). Con-
cerns have also been raised that women, as a marginalized group, are at risk of 
requesting assisted dying due to gendered circumstances rather than personal choice 
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(Hammond-Thrasher, 2020). Previous research supports some gender differences 
in the endorsement or use of EAS. Men favor physician-assisted dying when alive 
(Espino et al., 2010), and more women have died by physician-assisted dying (Steck 
et al., 2014, 2016). The reluctance of females to seek life-prolonging medical inter-
ventions has been ascribed to older women’s wish not to be a burden on others 
(Arber et al., 2008). Therefore, this variable was also investigated.

Research supports the view that religion and spirituality are essential resources 
for older adults when facing death and further is associated with patients’ medical 
decision-making (Karches et  al., 2012; Puchalski, 2010). Concerning EAS, Bul-
mer et al. (2017), in a US study of 1598 participants ranging from 18 to 96 years, 
reported that higher levels of religiosity (how religious they consider themselves) 
uniquely predicted lower levels of support for physician-assisted suicide. Earlier 
research has also shown similar results for both religious affiliation and religious 
commitment in uni- and multivariate analyses for support of euthanasia or physi-
cian-assisted suicide (Burdette et al., 2005; Carter et al., 2007; Cohen et al., 2014; 
Espino et al., 2010; Güell et al., 2015; Televantos et al., 2013). Fortuin et al. (2020) 
propose that for older adults, who grew up in a more traditional society, religion 
may still hold existential authority.

Older people may qualify as vulnerable in the context of the Act, and their views 
are vital. Although all individuals 60 years of age and older are not at risk per se 
(Curran, 1997), many experience physical, sensory, and cognitive decline as they 
age. These characteristics, combined with the cost of care, may render them rela-
tively at risk. The study sought to illuminate older people’s views of the End of 
Life Choice (EOLC) Act (the Act) in New Zealand and other life-ending practices, 
namely assisted dying.

Methodology

An anonymous postal and online survey of adults 60 years and older was conducted. 
The questionnaire was adapted from international public surveys of attitudes toward 
proposed euthanasia and assisted dying legislation (Malpas et al., 2014) and consul-
tation with clinical and legal experts. Survey responses were collected from July to 
November 2020 before the New Zealand vote on the referendum.

Questionnaire—The questionnaire consisted of two sections. Section One 
requested demographic information (e.g., gender, age, ethnicity, occupation). In 
addition, one question identifying religious affiliation and two items on the strength 
of religious belief and spiritual belief on a five-point Likert scale (1 extremely to 5 
not at all) adapted from Frommelt (1991) were included. Finally, two open-ended 
questions requested the respondents’ definition of assisted dying and their under-
standing of the distinction between assisted dying and suicide.

Drawing on Kouwenhoven (2012) in Section Two, respondents were asked about 
their understanding of the Act’s applicability, presented in four different vignettes 
in a multiple response format. Definitions of assisted dying "a practice whereby a 
doctor provides the medication to enable a competent patient to take their own life 
if they have made explicit and repeated requests to die’ and voluntary euthanasia 
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"a practice whereby a doctor intentionally ends a competent patient’s life after 
they have made explicit and repeated requests to die" were presented before each 
vignette. A filter item identifying support/non-support of the Act was included. One 
item requested whether the respondent’s choice was influenced by the COVID-19 
pandemic (yes/no). Two multiple-choice items followed, developed in consultation 
with clinical and legal researchers, to identify the reason for support/non-support. 
Finally, an item requested whether the respondent had been a carer of another person 
at the end of life (yes/no) (Table 1).

Sample and Sampling

Organizations with a predominantly older adult membership were purposively 
recruited for this study. These organizations included media, health, and social ser-
vice, and registered non-profit groups. The organizations either had no official posi-
tion or represented a diversity of opinion on the Act’s passage based on published 
statements. None of the participating organizations had a stated religious affiliation. 
To protect their members’ rights to privacy and in line with local ethics require-
ments, participating organizations sent out the invitation and participant information 
sheet to their membership. As the organizations’ membership lists were private and 
not accessible to the researchers, there was no possibility of drawing a probabil-
ity sample. Purposive and convenience sampling was by necessity utilized to recruit 
participants. A response rate calculation was not possible based on the sampling 
methods (including privacy requirements related to organization membership list 
numbers).

Postal Questionnaire

Interested members contacted researchers directly (e.g., by phone or email) to 
request a copy of the questionnaire, a consent form, and a self-addressed envelope. 
Participants posted the survey and consent form back to the researchers.

Online Questionnaire

Participants to the online survey were provided with a link to a page with further 
information about the study. The researcher’s contact details were provided if they 
wished to ask further questions. Those who continued to the questionnaire were 
directed to a consent page to complete before being allowed to proceed.

Data Analysis

Quantitative data were coded into SPSS (vers. 25). Both descriptive (frequen-
cies, mean, standard deviation) and inferential statistics (Chi-square, t-tests, binary 
logistic regression) were employed. The level of statistical significance was set at 
p < 0.05. Data were weighted according to the sex/age (60–64/65 +) /religious affili-
ation (yes/no) structure of the New Zealand population using data from the 2018 
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Table 1  Demograhic characteristics of participants (n = 636)

Variable Frequency Percent

Gender
 Male 228 35.8
 Female 404 63.5
 Other 3 .5
 Unknown 1 .2

Age
 60–70 305 48.0
 71–81 273 42.9
 82+ 58 9.1

Ethnicity
 NZ European 515 81.0
 Maori 11 1.7
 Pacific 3 .5
 Asian (Chinese, Korean, Other Asian) 9 1.4
 Southeast Asian (Indian, Pakistani, Sri Lankan) 9 1.4
 Middle Eastern, Latin American, South African 2 .3
 Other European (e.g., English, Australian, South African) 66 10.4
 Other ethnicity 19 3.0
 Unknown 2 .3

Occupation
 Retired 342 53.8
 Professional or Govt. Official (doctor, physicist, civil engineer, teacher, nurse, 

etc.)
80 12.6

 Business owner or self-employed 42 6.6
 Clerical, service or sales 18 2.8
 Full-time home-maker 18 2.8
 Business manager or executive 11 1.7
 Social welfare beneficiary or unemployed 10 1.6
 Other skilled worker 8 1.3
 General manager or specialized manager 7 1.1
 Farm owner or manager 7 1.1
 Police or other service worker 1 .2
 Skilled tradesperson (e.g., builder, electrician, etc.) 1 .2
 Laborer, manual farm, or domestic worker 1 .2
 Student 1 .2
 Other occupation 87 13.7

Do you work in healthcare?
 Yes 87 13.7
 No 540 84.9
 Unknown 9 1.4

What is your religious affiliation?
 Christian 553 86.9
 Buddhist 2 .3
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census to reduce the risk of biased estimates (Statistics New Zealand, 2018). Some 
item response categories were collapsed into dichotomous categories (e.g., religious 
affiliation/no religious affiliation; age under 65/ 65 yrs; and over) to ensure adequate 
cell sizes for comparative analyses. Analysis of the vignettes and open-ended ques-
tions is the subject of another article in progress.

Ethical Considerations

The study received approval from the University of Auckland Human Participants 
Ethics Committee (Ref 024560). Participant information was offered, as well as an 
opportunity to ask questions of the researcher before taking part in the study. The 
online survey was fully anonymized, and the information was kept private in secure 
and password-protected files at the University of Auckland. Consent forms were 
stored separately from questionnaires in the paper-based format. Participation in the 
study was voluntary, and all participants provided consent to participate either in 
written or electronic form.

Results

Overview of Participants

Responses were received from 636 eligible respondents (64% female, 36% male, and 
0.5% other), the majority of whom identified as N.Z. European (81%) followed by 
other European (10%) (Table 1). Ages ranged from 60 to 91, with an average age of 
71(95% CI 70.2–71.3). Slightly over half (53%) reported that they were retired. Only 
14% said they were working in healthcare; however, 63% reported they had accom-
panied someone in death. Ninety percent reported a religious affiliation (Table 1).

Support Legalizing Assisted Dying

Participants were asked, "Do you think assisted dying should be made legal in New 
Zealand?" The majority of respondents did not support legalization (85.7%), while 

Table 1  (continued)

Variable Frequency Percent

 Jewish 2 .3
 Other (e.g., Mormon, universalist, catholic, etc.) 21 3.3
 No religion 50 7.9
 Unknown 8 1.3

Have you ever been involved in the care of someone else at the end of his or her life?
 Yes 437 68.7
 No 98 15.4
 Unknown 101 15.9
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8.8% were in favor (5.5% did not specify a view). The strength of religious beliefs 
may have shaped this opinion. Those who did not support legalization were signifi-
cantly more likely to have reported being very religious t(570) = −8.56, p = 0.000. 
Most of the 569 participants who responded to the question felt that the experience 
of COVID-19 had not changed their opinion about legalizing assisted dying (98.9%). 
One percent said it had an impact.

Why?

Respondents were asked to select the reasons for their support or opposition to 
legalization. For those against legalization, the top three reasons included the expec-
tation of vulnerable groups to use the Act to save resources (95.5%), expectations of 
the vulnerable to use the service (95.4%persons), and the belief that a doctor’s role 
is to heal (94.4%) (Fig. 1). The minority (56 persons/ 8.8%) in support of legaliza-
tion reported preventing pain and suffering (94.6%) and inability to control pain by 
palliative care (84.5%), and ability to still make the decision (75.1%) as the most 
frequent responses (Fig. 2).

Predictors of the Support for Legalizing Assisted Dying

Weighted binary logistic regression was undertaken to assess the association 
between the predictors (gender, age, religious affiliation (yes/no)) and support for 
legalizing assisted dying. Initial Chi-square analyses of the independent variables 
indicated no significant relationships (p < 0.05). Therefore, no interaction terms 
were included in the final model. When the predictor variables were considered 
together, they significantly predicted support, (x2 = 58.57, df = 3, N = 592, p < 0.001). 
Prediction success overall was 92.1% (23.8% for yes, 99.2% for no). Results for the 
final model show that the odds of support for legalization were lower in those partic-
ipants with a religious affiliation (AOR = 0.020, 95%CI 0.006-0.064), and there were 
increased odds in those identifying as male (AOR = 2.66, 95% CI 1.35–5.24). Those 
participants 64 years or younger also had increased odds of supporting legalization 
(AOR = 1.89, 95% CI (1.01–3.54) (Table 2).

Discussion

The survey results shed some light on the complicated and emotionally charged 
issue of assisted dying, reflecting ordinary people’s perspectives. For some New 
Zealanders, the consideration of assisted dying will be more than an academic exer-
cise given the 2020 Referendum result. The majority of participants cited concern 
over potential abuses and coercive practices if assisted dying became legally avail-
able in New Zealand. Their concerns reflect those found in several studies (Golden 
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Fig. 1  Which of the following options reflect why you think assisted dying should not be available in 
New Zealand? (multiple response) (N = 540)

Fig. 2  Which of the following options reflect why you think assisted dying should be available in New 
Zealand? (multiple response) (N = 80)
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& Zoanni, 2010), particularly where the participants were considered vulnerable 
(George et al., 2005; Morrow, 1997).

However, for the minority of older adults in this study supporting assisted dying, 
they wanted to retain control of their own lives or death and avoid suffering or bur-
dening their families. A systematic review of the views of patients, carers, and the 
public on assisted dying by Hendry et  al. (2013) found that the relief of unbear-
able suffering was a key construct in the literature. Supporters also reported assisted 
dying as a possible means of contributing to the quality of death by respecting the 
person’s wishes, relieving potential suffering, and preserving dignity. A national sur-
vey by Vilpert et  al. (2020) in Switzerland (where assisted suicide is legal) found 
that control over the end of life and the ability to maintain essential capabilities at 
the end of life were positively associated with support for assisted suicide.

Older adults who described themselves as affiliated with a religion were more 
likely to disagree with legalizing assisted dying. This finding supports previous 
research indicating that religious affiliation is associated with a lower wish for 
assisted death (Burdette et  al., 2005; Steck et  al., 2018). Analysis of responses of 
1066 individuals in the US General Social Survey found that religiosity, belief in the 
afterlife and heaven, and religious denomination were significantly associated with 
opposition to euthanasia (Sabriseilabi & Williams, 2020). Finally, a review of the 
literature by Castelli Dransart et al. (2019) reported that religious affiliation was not 
associated with support for euthanasia or physician-assisted suicide in Switzerland 
or Connecticut, and Indiana in the USA.

In line with Gendall’s (2002) results, men were more likely to support assisted 
dying than women. In contrast, several studies have found similar levels of support 
of euthanasia or assisted dying by both men and women, and other studies found 
overall support and opposition to be highly similar according to gender (Colmar 
Brunton, 2008; Gendall, 2009; Horizon Research Limited, 2012; Lee et al., 2017). 
It may be that the lived experience of gender roles in society provides a possible 
explanation for the observed differences in attitude toward assisted dying. Previous 
research has demonstrated that men and women experience aging differently (Can-
ham, 2009; Panek et al., 2014; Smith et al., 2007; Wehrle, 2020). These differences 
extend to the experience of end-of-life (Hilário, 2015). Western masculine norms 
requiring the portrayal of strength, autonomy, and action may in part underlie their 
attitudes toward assisted dying (King et al., 2020).

Table 2  Binary logistic regression showing the statistically significant predictors of support for legal-
izing assisted dying (N = 592)

There were no interactions among independent variables. No multicollinearity detected
*Significant at the .05 level, **significant at the .001 level

Variables B (SE) Wald Df p value AOR (CI)

Age [60–64 = 0, 65+ = 1] .64 (.029) 4.03 1 .045* 1.89 (1.01–3.54)
Religious affiliation [no = 0, yes = 1]  − 3.93 (0.60) 42.29 1 .000** .020 (.006–.064)
Gender [male = 0, female = 1] .98 (0.34) 8.06 1 .005* 2.66 (1.35–5.24)
Constant 1.88 (0.23) 66.87 1 .000**



1615

1 3

Journal of Religion and Health (2022) 61:1605–1620 

Results indicated that persons under 65 years of age were more likely to support 
assisted dying. These results are corroborated by previous research. Using cumula-
tive 1977–2016 General Social Survey (US) data, Attell (2020) concluded that sup-
port for euthanasia and suicide generally decreases as people age. Results by Lee 
et al. (2017) to the 2014/2015 New Zealand Attitudes and Values Study (NZAVS) 
survey similarly reported a negative relationship between support for euthanasia and 
age. Although supported by previous research, the results do not provide the reasons 
underpinning this support. One possible explanation is that these results represent a 
cohort effect, with younger generations holding less conservative attitudes than pre-
vious generations (Twenge et al., 2015). Future research should explore an in-depth 
understanding of the basis of this support.

Concern has also been raised internationally that COVID-19 pressures may 
impact older adults’ decision to seek assisted dying. A 2020 report by Médecins 
Sans Frontières (Doctors without Borders) that included a survey of people’s mental 
health in aged care facilities in Belgium found that their contemplation of eutha-
nasia had increased. In contrast, our results found that COVID-19 was not a sig-
nificant consideration in participants’ decisions about assisted dying support. Future 
research on the impact of COVID-19 should be undertaken once the Act comes into 
force in 2021.

Limitations

The study utilized purposive and convenience sampling making generalizability 
difficult. Convenience sampling has well-known methodological shortcomings, 
particularly concerning bias (Etikan et al., 2016). In this study, these shortcomings 
have been lessened by (1) providing detailed participant demographic descriptions 
(see Table 1), (2) weighting the survey data based on Statistics New Zealand (2018) 
census data (to make statistics calculated from the data more representative of the 
population) and (3) ensuring that the participants who were recruited were theoreti-
cally relevant to the study (i.e., purposively selected organizations whose member-
ship were 60 years or older), so that selection was not based on convenience alone 
(Waterfield, 2018). A second limitation concerned the ethnic makeup of the sample, 
which underrepresented the primary New Zealand ethnic minority groups (Māori, 
Asian, and Pacific people) as identified in the 2018 census (European 70.2%, Māori 
16.5%, Asian 15.1%, and Pacific people 8.1%) (Statistics N.Z., 2018). However, pre-
vious New Zealand research has found lower support for EAS among ethnic minor-
ity groups (Young et al., 2019). In addition to the above, and even though this study 
identifies attitudes about assisted dying by religion, the authors acknowledge that 
such group classifications (e.g., religious affiliation, no religious affiliation, etc.) 
would be simplistic and unsophisticated given the variation within each group.
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Conclusion

Results demonstrate that majority of participants were concerned about potential 
coercion and abusive practices once EAS is legalized. These attitudes were further 
shaped by religious faith. Given the nature of the sampling, these results may not 
reflect the broader New Zealand populations’ attitudes, beliefs, and experiences. 
Nevertheless, study results add to existing quantitative research and form a signifi-
cant historical context regarding legislative changes. These results may provide val-
uable information that can inform lawmakers, health professionals, lawyers, advo-
cates, and the broader public of older adults’ concerns as New Zealand moves to 
implement the EOLC Act in 2021. It may also inform future generations of people 
who may face the prospect of EAS across ages and impairment groups.
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