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Title:  Educa�onal inequali�es in euthanasia use in Spain during the �rst three years a�er 
legalisa�on: a popula�on-based study 

ABSTRACT: 

Background: In Spain, euthanasia has been legally recognised as a healthcare right since 2021. 
However, liFle is known about its socioeconomic distribu�on. This study examined educa�onal 
inequali�es in euthanasia use during the �rst three years a�er legalisa�on. This ques�on is 
grounded in diHusion of innova�ons theory, which suggests that new prac�ces may ini�ally be 
adopted more by socially advantaged groups. 

Methods: We conducted a na�onal mortality study using individual-level data on all deaths in 
Spain between 2021 and 2023. Age-standardised death rates (ASDRs) and rate ra�os (RRs) with 
95% con�dence intervals using Poisson regression with robust variance were es�mated by 
educa�onal aFainment, sex and age group. Analyses compared euthanasia deaths with non-
euthanasia deaths, both overall and from euthanasia-related condi�ons, followed by speci�c 
analyses of malignant neoplasms and diseases of the nervous system. 

Results: We iden��ed 643 euthanasia deaths and 1,342,700 non-euthanasia deaths. Euthanasia 
rates were higher among people with upper secondary and university educa�on than among 
those with primary educa�on, in both men (RR=2.35[1.49-3.71]; RR=2.14[1.29-3.55]) and 
women (RR=2.32[1.72-3.13]; RR=2.08[1.56-2.76]). The educa�onal gradient was par�cularly 
pronounced among adults aged over 80 years. Conversely, all-cause mortality and mortality from 
euthanasia-related condi�ons showed the expected inverse educa�onal gradient. Similar 
paFerns were observed for malignant neoplasms and diseases of the nervous system. 

Conclusion: During the early implementa�on of euthanasia in Spain, its use showed a clear 
educa�onal gradient opposite to that observed in all-cause mortality, indica�ng unequal access 
to euthanasia. Monitoring systems should incorporate socioeconomic indicators across the 
en�re euthanasia process to iden�fy inequali�es and inform policies aimed at ensuring equitable 
access to this right. 

Keywords: euthanasia, assisted dying, educa�onal inequali�es, socioeconomic inequali�es, 
euthanasia use 

 

 

 

 

 

 

 

 

 

 



BACKGROUD 

Assisted dying (both euthanasia and assisted suicide), de�ned as the deliberate medical act of 
ending a pa�ent’s life at their request, with the aim of allevia�ng irreversible suHering, has 
undergone a process of increasing legalisa�on and regula�on in various countries over recent 
decades (1). In Spain, assisted dying was legally regulated through Organic Law of Euthanasia 
Regula�on, which entered into force in June 2021 (2). The term “euthanasia” is used in the 
Spanish legal and policy context to refer to both euthanasia, in which the healthcare professional 
administers the medica�on, and assisted suicide, in which the person self-administers it. 
Accordingly, throughout this ar�cle, we use “euthanasia” as an umbrella term to refer to both 
prac�ces in the Spanish context, while recognising that they cons�tute dis�nct modali�es of 
assisted dying.  

This phenomenon has interna�onally opened a signi�cant �eld of study not only in bioethics and 
law, but also in public health where whether it is used equally across social groups remains an 
open ques�on. This ques�on arises because socioeconomic determinants of health shape health 
trajectories throughout the life course and inUuence health-related outcomes, including 
morbidity and mortality (3). These inequali�es are evident not only in health outcomes, but also 
in healthcare access. Previous studies have shown that socioeconomic diHerences in healthcare 
u�lisa�on persist beyond diHerences in healthcare needs, sugges�ng that equal access for equal 
needs is not consistently achieved (4) . While lower socioeconomic groups tend to use primary 
and emergency care more frequently, they are less likely to use specialist services, indica�ng 
persistent socioeconomic barriers to accessing specialised healthcare (5,6). Indeed, previous 
research has iden��ed socioeconomic inequali�es in access to pallia�ve and end of life care, 
with people experiencing socioeconomic disadvantage facing barriers related to informa�on, 
naviga�on of health services, and access to care; although the magnitude and manifesta�on of 
these inequali�es vary across seVngs and care models (7,8). Consistent with these �ndings, 
qualita�ve studies have highlighted the need for equity-focused policies and tailored 
interven�ons to improve access to end-of-life care and advance care planning among structurally 
vulnerable popula�ons (9).  

In this context, assisted dying may also replicate these broader social gradients. Beyond its 
ethical and legal implica�ons, assisted dying can also be understood as a healthcare innova�on. 
According to DiHusion of Innova�ons theory (10), the adop�on of innova�ons is rarely neutral 
on a social level. People with more social, economic and educa�onal resources o�en adopt them 
earlier, while those in more disadvantaged situa�ons may take longer because they have less 
access to informa�on, lower health literacy, lower trust in ins�tu�ons or because they face more 
barriers. Applied to health, this idea is supported by health capital models, which suggest that 
educa�on plays an important role in shaping people's health knowledge and health-related 
behaviours (11,12). Although access to assisted dying is formally determined by legal and clinical 
eligibility criteria (2,13), receiving euthanasia involves several steps, including understanding the 
law, communica�ng with healthcare professionals, naviga�ng the healthcare system, and 
comple�ng administra�ve and clinical procedures. These steps may be inUuenced by social 
factors. As a recently introduced healthcare prac�ce, assisted dying may therefore ini�ally prove 
more accessible to socially advantaged groups, in line with the framework for the DiHusion of 
Innova�ons theory (10).  

Some support for this hypothesis comes from the limited evidence available so far, largely 
because comprehensive individual-level socioeconomic data are rarely collected or reported and 



systema�cally updated na�onal databases are not consistently available (14) and assisted dying 
remains legally permiFed in rela�vely few countries. Compared with non-treatment decisions, 
assisted dying and other life-shortening prac�ces have been reported less frequently among 
older adults, women and individuals with lower educa�onal aFainment (15,16). In the same 
direc�on but with other metrics, previous studies have also reported a higher use of assisted 
dying among individuals with higher income, and residence in socioeconomically advantaged 
areas (17–20). However, most of this evidence is based on area-level measures of socioeconomic 
posi�on derived from pa�ents' place of residence or on aggregated data reported in annual 
na�onal monitoring reports, rather than on individual-level socioeconomic informa�on. To our 
knowledge, only one previous study has examined educa�onal inequali�es in Switzerland using 
individual-level educa�onal aFainment (21). 

This lack of evidence has important implica�ons for health policy. If socioeconomic inequali�es 
are not iden��ed, they may not be considered when developing laws, monitoring systems or 
implementa�on strategies, even though assisted dying is a legally recognised healthcare right in 
an increasing number of countries. In Spain, euthanasia is a rela�vely new legally recognised 
healthcare right. Spain therefore provides a valuable seVng in which to examine whether 
socioeconomic inequali�es emerge during the early implementa�on of euthanasia. Accordingly, 
this study aimed to examine educa�onal inequali�es in euthanasia use in Spain during the �rst 
three years a�er legalisa�on, by age group and sex and to compare these gradients with those 
observed in all-cause mortality and in non-euthanasia deaths from condi�ons associated with 
euthanasia. In addi�on, disease-speci�c analyses were conducted to assess whether these 
paFerns were consistent across diagnos�c groups. 

 

METHODS 

A na�onal based study of mortality rates was conducted using deaths recorded between 2021 
and 2023, corresponding to the �rst three years following the legalisa�on of euthanasia in Spain. 
Individual-level mortality data by cause of death was obtained from the Spanish mortality 
Sta�s�cs by Cause of Death from the Na�onal Ins�tute of Sta�s�cs (INE) in Spain for the period 
2021-2023. These sta�s�cs are based on informa�on recorded in Medical Death Cer��cates. 
These data also include informa�on on educa�onal aFainment, obtained from the INE and linked 
to various sources, including municipal popula�on registries. Popula�on denominators were 
obtained from the Annual Popula�on Census (Educa�on and Labour Force Status) for 2021–
2023. 

Educa�onal aFainment was recoded into four categories based on Interna�onal Standard 
Classi�ca�on of Educa�on (ISCED-2011): primary or less (ISCED 0–1), lower secondary (ISCED 2), 
upper secondary (ISCED 3), and higher educa�on (ISCED 4+). For age- and cause-stra��ed 
analyses, these were collapsed into two groups (low: ISCED 0–2 and high: ISCED 3+) to ensure 
su[cient case numbers. 

Iden$%ca$on of euthanasia related deaths 

According to the INE, Spain uses ICD-10 code Z418 to iden�fy euthanasia cases due to the 
absence of a speci�c ICD-10 code (22). However, under the methodology of the Spanish 
Mortality Sta�s�cs, Z418 cannot be recorded as the underlying cause of death but should be 
recorded as immediate cause of death on the Medical Death Cer��cate following the “Good 
prac�ce manual on euthanasia” developed by the Spanish Ministry of Health (23). Instead, the 



underlying cause should correspond to the disease or condi�on that led the pa�ent to request 
euthanasia [see euthanasia underlying causes’ disease groups in Addi$onal %le 1]. Deaths were 
classi�ed as euthanasia deaths when code Z418 appeared in any of the men�oned cause-of-
death �elds. All remaining deaths were classi�ed as non-euthanasia deaths.  

Sta$s$cal Analysis: 

Age-standardised death rates (ASDR) were calculated by educa�onal level for men and women, 
dis�nguishing between (1) deaths due to euthanasia, (2) deaths from causes other than 
euthanasia (overall mortality), and (3) non-euthanasia deaths from condi�ons that had led to at 
least �ve euthanasia procedures during the period 2021-2023.  

In addi�on to analyses of all-cause mortality (2), we performed analyses of non-euthanasia 
deaths by underlying disease groups to compare educa�onal gradients between euthanasia and 
mortality for the same causes (3). These analyses were restricted to underlying disease groups 
that accounted for at least �ve euthanasia cases between 2021 and 2023, represen�ng 63.14% 
of all euthanasia cases during the study period [see Addi$onal %le 1]. Age-speci�c rates were 
also es�mated, CI was calculated with the following formula: 

 

Poisson regression models with robust variance es�ma�on were used to es�mate rate ra�os (RR) 
and 95% con�dence intervals. The models for the overall popula�on were adjusted for age and 
es�mated separately for men and women. Analyses were carried out for all ages combined 
across the three mortality groups described (1-3). These analyses were subsequently repeated, 
stra��ed by age group. In addi�on, speci�c analyses were carried out for malignant neoplasms 
(ICD-10 chapter C) and diseases of the nervous system (ICD-10 chapter G). Underlying causes 
associated with at least �ve euthanasia procedures were grouped into ICD-10 chapters C and G 
and compared with non-euthanasia deaths from the same underlying causes. The complete list 
of underlying causes included in these analyses is provided in Addi$onal %le 1. In all analyses, 
the corresponding reference popula�ons were used as the denominator for calcula�ng rates and 
as an oHset in the regression models. Sta�s�cal signi�cance was set at P<0.05. Data processing 
and sta�s�cal analyses were performed using R Studio 2024.12.1. 

Ethics: 

The study used secondary con�den�al microdata provided for scien��c research under 
controlled access condi�ons. The dataset did not include any direct personal iden��ers. Access 
to con�den�al mortality microdata was authorized through the Spanish Na�onal Sta�s�cs 
Ins�tute's (INE) con�den�al data access procedure for scien��c research (reference BE119-
2025). The project received a favourable assessment from the INE Sta�s�cal Secrecy CommiFee, 
and all analyses were conducted within a secure research environment from which results could 
only be extracted a�er veri�ca�on by the INE that they complied with sta�s�cal secrecy 
requirements. Only MB and UM had access to this secure research environment a�er signing 
con�den�ality commitments. 

RESULTS 

A total of 643 euthanasia deaths and 1,342,700 non-euthanasia deaths were recorded between 
2021 and 2023 [see Addi$onal %le 2]. Among euthanasia deaths, 51.32% occurred in men and 



48.68% in women, while the distribu�on of non-euthanasia deaths was similar (50.73% men and 
49.27% women). Most individuals who died by euthanasia had an upper secondary level of 
educa�on (30.64%) and were aged 65–79 years (44.01%). In contrast, most non-euthanasia 
deaths occurred among individuals with a primary level of educa�on (54.04%) and those aged 
80 years or older (61.67%). The study popula�on had a similar distribu�on by sex and three 
highest educa�onal levels, whereas individuals with primary educa�on accounted for only 6.03% 
of the popula�on. The largest age group was 25-64 years, represen�ng 73.72% of the study 
popula�on. 

Figure 1: Age-standardised death rates by educa�on, sex and cause of death. Spain, 2021-2023. 

Age-standardised death rates (ASDR) for euthanasia showed higher rates among individuals with 
upper secondary and university educa�on than among those with primary or lower secondary 
educa�on. This paFern was observed in both men and women (Figure 1). In contrast, ASDR for 
non-euthanasia deaths showed the expected inverse gradient, with mortality rates decreasing 
progressively as educa�onal aFainment increased in both sexes. A similar, although less 
pronounced, paFern was observed for non-euthanasia deaths from condi�ons that had resulted 
in euthanasia procedures. Crude mortality rates are presented in Addi$onal %le 3. 

Table 1: Age-adjusted rate ra�os by educa�on, sex and cause of death. Spain, 2021-2023. 

  Men Women 

  RR (95% CI) p-value RR (95% CI) p-value 

Euthanasia Primary ref.  ref.  

Lower secondary 1.08 (0.70-1.65) 0.73 1.45 (1.04-2.00) 0.026 

Upper secondary 2.35 (1.49-3.71) <0.001 2.32 (1.72-3.13) <0.001 

University 2.14 (1.29-3.55) 0.003 2.08 (1.56-2.76) <0.001 

Non-euthanasia 
deaths 

Primary ref.  ref.  

Lower secondary 0.87 (0.77-0.98) 0.024 0.78 (0.73-0.85) <0.001 

Upper secondary 0.71 (0.63-0.80) <0.001 0.70 (0.63-0.72) <0.001 

University 0.58 (0.44-0.76) <0.001 0.57 (0.44-0.74) <0.001 

Non-euthanasia 
deaths from 
euthanasia-
related 
condi�ons 

Primary ref.  ref.  

Lower secondary 0.95 (0.86-1.06) 0.349 0.91 (0.82-1) 0.05 

Upper secondary 0.78 (0.72-0.86) <0.001 0.86 (0.79-0.95) 0.0027 

University 0.65 (0.54-0.80) <0.001 0.73 (0.59-0.91) 0.0049 

 

Compared with individuals with primary educa�on, men with upper secondary educa�on and 
university educa�on had signi�cantly higher euthanasia mortality rates (upper secondary: 
RR=2.35[1.49-3.71], university: RR=2.14[1.29-3.55]), whereas no signi�cant diHerence was 
observed for lower secondary educa�on (Table 1). Among women, euthanasia mortality rates 
were signi�cantly higher in all educa�onal groups above primary educa�on, including lower 
secondary (RR=1.45[1.04-2.00]), upper secondary (RR=2.32[1.72-3.13]), and university 
educa�on (RR=2.08[1.56-2.76]). 

In contrast, overall mortality showed the opposite educa�onal gradient. Compared with primary 
educa�on, mortality rates decreased progressively with increasing educa�onal aFainment, 
reaching sta�s�cal signi�cance for the two highest educa�onal levels among men (upper 
secondary: RR=0.71[0.63-0.80]; university: RR=0.58[0.44-0.76]) and for all educa�onal levels 



among women (lower secondary: RR=0.73[0.73-0.85]; upper secondary: RR=0.70[0.63-0.72]; 
university: RR=0.57[0.44-0.74]). A similar paFern was observed for non-euthanasia deaths from 
the main euthanasia-related condi�ons. Among both men and women, signi�cantly lower 
mortality rates were found for individuals with upper secondary educa�on (RR=0.78[0.72-0.86] 
and RR=0.86[0.79-0.95], respec�vely) and university educa�on (RR=0.65[0.54-0.80] and 
RR=0.73[0.59-0.91], respec�vely), whereas no signi�cant associa�on was observed for lower 
secondary educa�on. 

Figure 2: Age-standardised death rates by educa�on, age group, sex, and cause of death. Spain, 
2021-2023. 

For euthanasia deaths, ASDRs were consistently higher among individuals with high educa�onal 
aFainment across all age groups (Figure 2). This educa�onal gradient was more pronounced in 
the two oldest age groups (65-79 and over 80 years) in both men and women, with the largest 
diHerence between educa�onal levels observed among men aged over 80 years. In contrast, for 
total deaths, ASDRs were generally higher among individuals with low educa�onal aFainment 
than among those with high educa�onal aFainment in both sexes. A similar paFern was 
observed for non-euthanasia deaths from the main euthanasia-related condi�ons, although 
rates were similar among educa�onal groups women aged 65-79 years.  

Table 2: Rate ra�os by educa�on, age group, sex and cause of death. Spain, 2021-2023. 

     Men  Women  
      RR (95% CI) p-value RR (95% CI) p-value  
Euthanasia  25-64  Low  ref.    ref.    

  High  1.34 (0.87-2.05) 0.1854  1.41 (1.23 -1.61)  <0.001  
65-79  Low  ref.    ref.    
  High  2.19 (2.09 -2.30)  <0.001  1.77 (1.64 -1.92) <0.001  
80  Low  ref.     ref.    
  High  3.70 (3.12-4.39) <0.001  2.62 (1.56-4.40) <0.001  

Non-
euthanasia 
deaths  

25-64  Low  ref.    ref.    
  High  0.49 (0.35-0.68)  <0.001  0.49 (0.35-0.69) <0.001  
65-79  Low  ref.    ref.    
  High  0.72 (0.60-0.87)  <0.001  0.77 (0.59-0.99) 0.042  
80  Low  ref.    ref.    
  High 0.81 (0.73-0.91)  <0.001  0.76 (0.68-0.85) <0.001  

Non-
euthanasia 
deaths from 
euthanasia-
related 
condi�ons  

25-64  Low  ref.    ref.    
  High  0.54 (0.42-0.70)  <0.001  0.63 (0.51-0.78)  <0.001  
65-79  Low  ref.    ref.     
  High  0.76 (0.67-0.87)  <0.001  1.01 (0.93-1.10) 0.8111  
80  Low  ref.    ref.    
  High 0.86 (0.79-0.93)  <0.001  0.86 (0.80-0.94) <0.001  

 

For euthanasia deaths, the educa�onal gradient became more pronounced with age in both 
sexes (Table 2). Among men, the associa�on was signi�cant in the two oldest age groups, being 
more than three �mes higher in the oldest one (65-79 years: RR=2.19[2.09-2.30]; 80 years or 
more: RR=3.70[3.12-4.39]), but not among those aged 25-64 years. Among women, signi�cantly 



higher euthanasia mortality rates were observed for those with high educa�onal aFainment 
across all age groups (25-64 years: RR=1.41[1.23-1.61]; 65-79 years: RR=1.77[1.64-1.92] and over 
80 years: RR=2.62[1.56-4.40]). 

Conversely, for non-euthanasia deaths, compared with individuals with low educa�onal 
aFainment, those with high educa�onal aFainment had signi�cantly lower mortality rates across 
all age groups in both men (25-64 years: RR=0.49[0.35-0.68]; 65-79 years: RR=0.72[0.60–0.87]; 
and over 80 years: RR=0.81[0.73-0.91]) and women (25-64 years: RR=0.49[0.35-0.69]; 65-79 
years: RR=0.77[0.59–0.99]; over 80 years: RR=0.76[0.68-0.85]). A similar paFern was observed 
for non-euthanasia deaths from the main euthanasia-related condi�ons among men (25-64 
years: RR=0.54[0.42-0.70]; 65-79 years: RR=0.76[0.67-0.87]; over 80 years: RR=0.86[0.79-0.93). 
Among women, lower mortality rates were also observed for those with high educa�onal level 
in the youngest (RR=0.63[0.51.0.78]) and oldest age groups (RR=0.86[0.80-0.94]), whereas no 
signi�cant diHerence was found among those aged 65-79 years. 

Table 3: Age-adjusted rate ra�os by educa�on, sex and causes of death. Spain, 2021–2023.  

     Men   Women   

      RR (95% CI) p-value RR (95% CI) p-value  
Underlying 
cause: disease 
of the nervous 
system *a  

Euthanasia  Low  ref.    ref.     
High  2.29 (1.61-3.26)  <0.001  1.44 (0.96-2.15)  0.08  

Non-
euthanasia  

Low  ref.     ref.     
High  0.91 (0.84-0.98)  0.02  0.78 (0.72-0.84)  <0.001  

Underlying 
cause: 
malignant 
neoplasm *b  

Euthanasia  Low  ref.     ref.     
High  2.97 (1.74-5.05)  <0.001  2.71 (2.50-2.95)  <0.001  

Non-
euthanasia  

Low  ref.     ref.     
High  0.76 (0.66-0.88)  <0.001  0.91 (0.72-1.14)  0.42 

* All rate ra�os in disease groups were adjusted for broad age groups 

a The diseases of the nervous system group (ICD-10 chapter G) included the following underlying causes: 
G122, G20, G35, G111, G231, G232, G959, G301, G10, G300 

b The diseases of the malignant neoplasms group (ICD-10 chapter C) included the following underlying 
causes: C349, C20, C189, C719, C169, C259, C509, C679, C61, C710, C56. 

For both malignant neoplasms and diseases of the nervous system, individuals with higher 
educa�onal aFainment showed a higher rate of euthanasia than those with lower educa�onal 
aFainment, whereas the opposite paFern was generally observed for non-euthanasia deaths 
(Table 3). Among men, the euthanasia rates were higher for diseases of the nervous system 
(RR=2.29[1.61-3.26]) and for malignant neoplasms (RR=2.97[1.74-5.05]) among those with 
higher educa�on. Among women, similar inequali�es were observed for malignant neoplasms 
(RR=2.71[2.50-2.95]), whereas the associa�on for diseases of the nervous system did not reach 
sta�s�cal signi�cance. In contrast, higher educa�onal aFainment was associated with lower 
rates of non-euthanasia deaths for both disease groups, except for malignant neoplasms among 
women, where no signi�cant educa�onal diHerences were observed. 

 

DISCUSSION 

Our �ndings show a clear educa�onal gradient in the use of euthanasia in Spain during the �rst 
three years following its legalisa�on. Individuals with higher educa�onal aFainment were more 



likely to use euthanasia than those with lower educa�onal aFainment. The inverse educa�onal 
gradient in euthanasia was consistent across age groups and remained evident when analyses 
were restricted to malignant neoplasms and diseases of the nervous system. 

Our results are consistent with other cross-sec�onal studies that showed that individuals with 
higher levels of educa�on, higher income and residence in socioeconomically advantaged areas 
are more likely to access assisted suicide or euthanasia (16–18,20,21). Our study adds to exis�ng 
evidence in two ways. First, we use individual level educa�onal aFainment to examine 
socioeconomic inequali�es in euthanasia use, whereas most previous studies have relied on area 
level measures of socioeconomic posi�on derived from pa�ents' place of residence or on 
aggregated data from na�onal monitoring reports. Second, we compared educa�onal gradients 
in euthanasia with those observed in all-cause mortality and mortality from the diseases most 
associated with euthanasia. This laFer comparison suggests that the higher use of euthanasia 
among people with higher educa�onal aFainment cannot be explained solely by diHerences in 
the distribu�on of the underlying causes of death. This social gradient is consistent with the 
DiHusion of Innova�ons Theory, which suggests that individuals with greater socioeconomic 
advantage are more likely to adopt innova�ons earlier (10).  

Similar socioeconomic diHerences have also been reported in requests for assisted dying among 
pa�ents receiving pallia�ve care, with requests appearing less frequent among individuals from 
lower socioeconomic backgrounds (19). More broadly, our �ndings are consistent with evidence 
showing that social inequali�es extend across end-of-life care (7,9,15,16). As with pallia�ve care, 
the existence of a legal right does not necessarily guarantee equitable access across all social 
groups (7,8).  

Several mechanisms may contribute to these �ndings. Rather than viewing assisted dying solely 
as the �nal clinical act, we understand it as a process in which social inequali�es may accumulate 
across successive stages, from awareness and informa�on to request, assessment and provision. 
These steps may be related to the stages of Rogers' innova�on-decision process, whereby 
adop�on unfolds through successive stages of knowledge, persuasion, decision, 
implementa�on, and con�rma�on (10). Previous research on educa�onal inequali�es in 
euthanasia requests has yielded heterogeneous �ndings, while some studies have reported 
fewer requests among socio-economically disadvantaged popula�ons (24), others have found 
higher request rates among vulnerable groups (25). In the same direc�on, previous qualita�ve 
research shows that assisted dying is shaped by ins�tu�onal context, professional support, 
communica�on, and the ability of pa�ents to navigate the process (26). 

Evidence from Belgium, where assisted dying was legalised in 2002, suggests that educa�onal 
inequali�es may evolve over �me. Between 2007 and 2013, the propor�on of assisted dying 
requests that were granted increased signi�cantly among individuals with lower educa�onal 
aFainment, although it remained lower than among those with higher educa�onal aFainment 
(27). This suggests that the educa�onal advantage in assisted dying use may persist in the short 
and medium term, as the diHusion and normaliza�on of this innova�on are likely to unfold 
gradually over �me (10). In contrast, other research has shown that there is not a shi� over �me 
in socioeconomic factors associated to assisted suicide (28). 

Our �nding of stronger educa�onal inequali�es in euthanasia use among people aged 80 years 
and over, par�cularly men, may reUect the diHerent impact of innova�ons in end-of-life across 
age groups. Because euthanasia use remained par�cularly uncommon among older adults [see 
Addi$onal %le 2], those who accessed it may represent a more socially selected group of 



adopters. Consistent with Rogers’ DiHusion of Innova�ons Theory, early adop�on may be 
concentrated among individuals with greater educa�onal and social resources (10). Higher 
educa�on may also be associated with greater health literacy and cultural health capital (11,12), 
facilita�ng knowledge of euthanasia, communica�on with healthcare professionals, and 
naviga�on of the healthcare system (29,30). Thus, the stronger educa�onal gradient among 
older adults may partly reUect the selec�ve nature of euthanasia use at this early stage of the 
legalisa�on. 

Further, other intermediate mechanisms may also help explain inequali�es in the use of 
euthanasia. Previous studies suggest that cultural factors, including religious beliefs, gender 
norms and broader cultural values and expecta�ons, shape end-of-life preferences, aVtudes 
towards assisted dying, and other end-of-life care decisions (31–34). Although these factors 
could not be examined in this study, they may also contribute to the socioeconomic diHerences 
observed in euthanasia use. Future studies should examine the role of religiosity, cultural values 
and end-of-life preferences in explaining these socioeconomic diHerences.  

Beyond documen�ng educa�onal inequali�es in euthanasia deaths, our �ndings highlight the 
need to translate evidence into policies that promote equity in the implementa�on of assisted 
dying legisla�on. This evidence should inform targeted policy interven�ons to ensure equitable 
access to informa�on, support and delibera�on, regardless of socioeconomic posi�on. Such 
interven�ons should also consider healthcare professionals involved in the euthanasia process, 
given their responsibility to provide informa�on and their poten�al role in iden�fying and 
reducing inequali�es (35). More broadly, our �ndings underscore the importance of embedding 
an equity perspec�ve into the monitoring and evalua�on of assisted dying policies, both in Spain 
and in other jurisdic�ons, so that emerging inequali�es can be iden��ed and addressed as these 
prac�ces become integrated into healthcare systems (14). 

This ar�cle has a number of strengths and limita�ons that must be taken into account when 
interpre�ng the results. One of the study’s main strengths is its use of na�onwide popula�on 
microdata, which enables the analysis of a liFle studied social paFern using individual 
educa�onal aFainment. Furthermore, the consistency of educa�onal gradients across overall, 
age stra��ed, and disease speci�c analyses supports the robustness of the �ndings. This 
approach also allows comparisons with overall mortality and mortality from related diseases, 
providing a relevant empirical basis for incorpora�ng the dimension of equity into the 
assessment of euthanasia in Spain and for guiding future monitoring systems that include not 
only the procedures carried out, but also the various stages of the process. 

However, some limita�ons must be taken into account when interpre�ng the results. Previous 
studies have highlighted discrepancies between assisted dying cases iden��ed through death 
cer��cates and those reported through o[cial assisted dying monitoring systems, sugges�ng 
poten�al underrepor�ng or misclassi�ca�on in death cer��cates (36). Using this microdata from 
Spanish Mortality Sta�s�cs by Cause of Death, 643 euthanasia related deaths were iden��ed 
between 2021 and 2023. However, o[cial reports from the Ministry of Health documented 690 
euthanasia procedures during the same period. Although this discrepancy indicates some degree 
of underrepor�ng mortality records, we have no reason to expect this underrepresenta�on to 
be systema�cally associated with educa�onal aFainment.  

Finally, given that the data reUect the euthanasia procedures ul�mately carried out, but not the 
preceding stages of informa�on provision, requests, assessment and approval, the results 
demonstrate educa�onal inequali�es in euthanasia access but do not allow us to determine at 



which stage of the process these inequali�es emerge, including whether they arise in access to 
informa�on, the decision to request euthanasia, clinical assessment, or approval of the request. 
In addi�on, although the rela�vely small number of euthanasia deaths restricted cause-speci�c 
analyses to broad groups (malignant neoplasms and diseases of the nervous system), the 
associa�ons iden��ed were sta�s�cally robust.  

CONCLUSION 

During the early years of the implementa�on of euthanasia in Spain, mortality rates following 
this procedure were higher amongst people with high educa�onal levels, in contrast to the 
educa�onal gradient observed in all-cause mortality and in mortality from related diseases. This 
paFern highlights educa�onal inequali�es in the use of euthanasia and indicates unequal access 
to this legally recognised healthcare right. However, mortality data capture only completed and 
registered procedures, without informa�on on the preceding stages of awareness of the law, 
delibera�on, applica�on, assessment approval or withdrawal. Consequently, the inequali�es 
observed may reUect a combina�on of clinical circumstances, preferences, health and legal 
literacy, social support and the ability to navigate the healthcare system, as well as possible 
ins�tu�onal barriers. These �ndings support the need to incorporate socio-economic indicators 
into the assessment of euthanasia throughout the en�re process, to determine whether a legally 
universal service also provides eHec�ve and equitable opportuni�es for informa�on, 
delibera�on and access. The main transferable �nding of the study is that social equity should 
be considered an explicit criterion for implemen�ng and evalua�ng assisted dying. 
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