
 
 

“I Have Questions to All 
Your Answers”- Woody Allen 
 
 
Final report on my study tour to undertake research into 
legislation, and the regulation and administration of 
euthanasia in Switzerland, the Kingdom of the Netherlands 
and Belgium 
 
 

2013 

Mary Porter AM MLA 
ACT Government 

19/08/2013 

Submission 1010



P a g e  | 2 

Table of Contents 
 
Study Tour ................................................................................................................ 3 
 
Purpose ..................................................................................................................... 3 
 
Program .................................................................................................................... 4 

Switzerland ............................................................................................................. 4 
Netherlands ............................................................................................................ 5 
Belgium ................................................................................................................... 6 

 
Preliminary Findings ................................................................................................ 8 

Switzerland: ............................................................................................................ 8 
Organisations providing assisted suicide services in Switzerland: ...................... 9 

Netherlands: ......................................................................................................... 11 
Belgium ................................................................................................................. 12 

 
Other Options ......................................................................................................... 15 

Palliative care: ...................................................................................................... 15 
End of life advanced care directives and counselling ........................................... 15 

 
Challenges .............................................................................................................. 16 
 
Other Concerns ...................................................................................................... 17 
 
Note ......................................................................................................................... 18 
 
Legalisation in Australia ........................................................................................ 19 
 
Bibliography ........................................................................................................... 23 

In text references: ................................................................................................. 24 
 
Appendix A ............................................................................................................. 26 
Appendix B ............................................................................................................. 40 
Appendix C ............................................................................................................. 41 
Appendix D ............................................................................................................. 53 
Appendix E ............................................................................................................. 56 
Appendix F .............................................................................................................. 58 
Appendix G ............................................................................................................. 66 
Appendix H ............................................................................................................. 68 
 
 
 
 
 
 

Submission 1010



P a g e  | 3 

Study Tour 
Research into Legislation and the Regulation and Administration of 
Euthanasia in Switzerland, the Kingdom of the Netherlands and Belgium 
 
Purpose 
 
In June 2013 I undertook a study tour in order to research aspects of the law and 

practice in relation to end of life issues in three countries in Europe, that is  

Switzerland, the Kingdom of the Netherlands and Belgium, all of which have either 

legislated voluntary euthanasia or amended the penal code to allow assisted suicide. 

 

In examining the different forms of legislation and codes I met with nearly 40 experts 

including members of the medical professionals, lawyers, ethicists, parliamentarians, 

policy makers and other stakeholders.  I also undertook several site visits and 

examined the regulation and administration of the different models where they occur. 

 

I was fortunate to also meet with palliative care practitioners and patients, those 

involved in developing and improving palliative care policy and advising 

Governments in this area. 

 

I learnt about the long history of discussion and debate that has taken place in 

relation to end of life issues and the emerging debates in relation to calls to amend 

the legislation, particularly in Belgium. Also I looked at the role of palliative care in 

each country and the use of and validity of end of life directives, or Advanced Care 

Directives (ACD) - E.g. the role of medical practitioners in relation to ACD’s. 
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I was motivated to undertake the study as members of the community raise end of 

life issues with me and the question of voluntary euthanasia, a choice that many in 

our community wish to have, is mentioned as their preference, if faced with 

prolonged unbearable suffering with no prospect of recovery.  

Program 

Switzerland 
 
Monday, June 10 

10. 00 am Meeting in Zürich, with General Prosecutor Mr Andreas Brunner. 

2.00 pm Meeting with Mr Ludwig A Minelli, founder of DIGNITAS. 

Tuesday June 11  

10.00 am Meeting with Board Member of EXIT, Zürich, Mr Bernard Sutter.  

4.30 pm Dr Ruth Burmann-Holzle Member of the Council of Ethics, met at Dialog 

Ethik, Interdisiplinary Institute Zurich. 

Wednesday Jun 12  

11.00 am  Meetings at the Federal Office for Health, Berne with Dr Margaret Duetz 

Smicki, Senior Policy Advisor Palliative Care, Ms Michelle Novak National Strategy 

Palliative Care and Ms Lea von Wartburg Palliative Care Project, representing the 

Cantons, and Dr Steffen Eychmuller , Vice President Palliative Treatment, 

Switzerland. 

Thursday June 13  

Meeting with Mr Alexis Schmoker, Senior Policy Advisor to Vice Director of Federal 

Office of Justice, Berne. 
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Meeting with two MPs of High Chamber (similar to Federal Senate) who have tabled 

proposals in the matter, unfortunately these meetings were cancelled that day due to 

the 2 MPs being called away. 

Friday June 14 Visit Swiss Parliament 

Netherlands 
 
Monday 17th June  

4.30 pm Mrs Linda Voortman, Green Party Member of Dutch Lower House, The 

Hague. 

Tuesday June 18th  

Meetings with with the following Senators, all legal experts in the area of euthanasia, 

at Parliament House, The Hague.  

- 10.30 am Senator Ruard Ganzevoort, Green Senator and Chair of Religion in 

Politics committee of his party. 

- 2.00 pm  sat in chamber for historic resignation speech of the then Chair ( 

President) of Senate, first time such a resignation in the History of this 

Parliament. 

- 3.30 pm Senator Heleen Dupuis, Liberal and Professor of Medical Ethics, and 

Senator Dr Tineke Slagter, Socialist Party, Member of Health Commitee, GP 

and President of GPs Associatiin:  

-  4.30 pm Senator Maria Martens Christian Democrate.Former Member of 

European Parliament. 

Wednesday 19 June 

10.00 am Dr Gert van Dijk Royal Dutch Medical Association "House of Medicine" 

Mercatorlaan  

Submission 1010



P a g e  | 6 

3.00 pm Ms Dr Elise van Hoek- Burgerhart and Ms Charlotte Ariese-van Putten 

MCS, members of NPV, Christian lobby organisation. 

5.00  Wednesday 19 Ms Tellegen, new member of Dutch Parliament, The People's 

Party for Freedom and Democracy,  the Parliament at the Hague. 

6.00 pm Dr Henk van Gerven, Member of Dutch Parliament for Socialist  Party. 

Thursday 20th June 

10:30 to midday Nicole Visée, General Secretary to the Regional Review 

Committees, The Hague. 

1.00 pm, Dr J Hilbert Fleddérus and Mrs. (Hilbert) Fleddérus, L.LM, MSc., Ministry of 

HWS , Ms Judith van den Berg H.D.K. Directorate Public Health Ethics section  

Rijnstraat 50, The Hague. 

3.00 pm Mrs. Keizer Member of Parliament for Christian Democtrates Parliament 

House, The Hague   0031621703427. 

Friday 21 June 

2.00 pm meeting with Dr de Wildt, advisor and assistant Reformed Political Party 

Members of Lower House.  Parliament House The Hague . 

Tour of Parliament House, The Hague. 

Belgium  
 
Monday 24 June 

10.00 am Meeting with Dr. Benoît Beuselinck Algemene Medische Oncologie 

Supervisor of the General Oncology Service of the Universitair hospital of Leuven. 

3.00 pm Meeting with Dr. Dominique Biarent Unité de Soins Intensifs Pédiatriques, 

Head of the Intensive Care Unit at the Queen Fabiola Children's University Hospital, 

Hôpital Universitaire des Enfants Reine Fabiola. 
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Tuesday 25 June 

9.30 am Meeting with Ms Carine Brochier, European Institute for Bioethics.  

5.00 pm Meeting with Michel Ghins, Professor of Philosophy at the Université 

Catholique de Louvain-la-Neuve.  

Wednesday 26th June 

11.00 am Meeting with Etienne Montero, Dean of the Law faculty of the University of 

Namur, and Virginie Niyonsaba (interpreter).  

2.00 pm Visit of the Topaz Daycare Centre (Day Hospice) meeting with Ms 

Jacqueline Herremans  and the rest of the team, and meet with day residents. Ms 

Jacqueline Herremans is a lawyer and President of the Association for the Right to 

Die with Dignity, and also meet Professor Distelmans, an expert in this field who 

works at Topaz, both sit on the Review Panel. 

Thursday 27 June  

11.00am Meeting with Senator Francis Delpérée at Senate:  

!.00 pm Lunch with Senator Dirk Claes, Flemish Social Democrats, and Head of the 

Belgium-Australia parliamentary friendship group, at Senate. 

2.30 pm Guided tour of the parliamentary precincts in English. 

4.00 pm Meeting with Senator Philippe Mahoux, Francophone Socialists, former 

surgeon, a member of the Senate Commission for Justice and Social Affairs and a 

well known expert on the issue. 

Friday 28 June 

9.45 am Meeting with Senator Jacques Brotchi, Francophones Liberals, Senator and 

Professor of Neurosurgery, 67, Rue du Lombart. 

2.00 pm Meeting with Professor Marc Englert, Retired Professor of Cardiiology in his 
home. 
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Preliminary Findings 
 
To do justice to this experience, or to try to pay full respect to those who shared their 

knowledge and expertise with me, is not possible in this brief report, however I hope 

to give readers a small  snapshot of what I have learnt.  

Switzerland: 
 
In Switzerland there is no actual legislation which legalises voluntary euthanasia or 

assisted suicide, however under the Swiss Criminal code the penal code 115 says 

that it is not punishable by law to assist a person to commit suicide if the motivation 

to assist the person is not a ‘selfish’ one, ie. for the personal gain of a person or 

person’s assisting, it must be seen as an ‘act of a friend’. Other relevant Acts are the 

narcotics Act, last amended 1996, the Therapeutics Act and another relevant is the 

code of Ethics, see appendix A. The person who wishes to commit suicide must 

obtain a prescription from his general practitioner, a person who knows the patient 

and their medical history well. It must also be verified by a second doctor. (The 

prescription is held by the body which will “assist”). The patient must be able to make 

a ‘conscious decision’, not mentally impaired and not be suffering from clinical 

depression. All reports of assisted suicide go to the Coroner and the Public 

Prosecutor. To my knowledge there have been no prosecutions. The Chief 

Prosecutor told me that at first the assistance to commit suicide was only available to 

the severely ill, for example a person expected to die within two weeks, gradually this 

has come to included those who have impending death and those not necessarily 

terminally ill, for instance those “sick of life”. 

 

I was informed that, whilst the numbers of assisted suicides are growing they are not 

growing rapidly. 
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That is, in 2003 there were 1,400 suicides and 272 assisted suicides, i.e. 19.56% in 

2009 the figures show 1105 suicides, 395 assisted suicides equalling 35.7%, 2010 

there were 4445 assisted suicides, 576 in 2011 and 698 in 2012.  

Organisations providing assisted suicide services in Switzerland: 

Exit and Dignitas 
There are 2 major organisations in Switzerland, and some smaller affiliated 

organisations, which provide assisted suicide services. 

• Exit is a not for profit member based, and has a democratically elected board 

of governance and office holders, formed in 1982. Their booklet published in 

2012 says they had 60,000 members at that point.  

• Exit does not provide the service to non members and people who live 

overseas. They have based this decision on their belief that countries should 

introduce their own legalisation and shouldn’t rely on Swiss services. The 

Board members I met also said they don’t want to encourage “death tourism”. 

Exit says that they do not to make a profit but do cover costs through 

membership and through people who donate or leave bequests.  

• This website may be of interest :-

http://www.worldrtd.net/sites/default/files/newsfiles/WF%20Newsletter%2061.

pdf  

• Dignitas was set up in 1998 by Ludwig Minnelli, a former member of Exit who 

disagreed with the decision to not provide the service to persons from 

overseas. Dignitas now provides this service for overseas clients on a ‘fee for 

service’ which is a number of thousands of dollars, but it also offers 

assistance to those who cannot afford the full fee. 
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• People do not necessarily become a member of Dignitas in order to have an 

assisted suicide. I was told some sign up because they simply want to support 

the work. Others, especially in Switzerland, sign up in order to have our 

Patient’s Instructions, (what we call an Advanced Care Plan).  

• Figures as per December 2012 were 6595 members against 198 

accompanied suicides, demonstrating that people do not join as a member 

just to have an assisted suicide.  

• Dignitas report some people believe membership is like an insurance policy, 

in the sense of “knowing to be part of something where you can call upon if 

the worst comes to the worst. Also a central point: their work is not about 

“doing it” but about “having the possibility of doing it” and most of all having 

the possibility to talk about these issues, “it’s something like an emergency 

exit door”: “it’s comforting to know it’s there but you hope that you will never 

need it….” 

• There are those (non-members and members) who ask Dignitas for 

information and advice, (I was told around one third of the daily “telephone 

work” is free-of-charge counselling work for people who are not even 

members). 

• A smaller number than before decides to become a member. A smaller 

number again decides to send a formal request for the preparation of an 

accompanied suicide and a smaller number than that gets a “provisional 

green light” 

• A smaller number still decides to see the Dignitas entirely independent Swiss 

physician who grants the “provisional green light” for a first consultation, and 

then an even smaller number than before decides to have the second 

consultation. Note: two consultations are mandatory. 
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• A smaller number again decides to set the date for the assisted suicide and to 

attend Dignitas that day; however they reported that a smaller number still 

actually takes the lethal medication. 

• A research paper by a German student who undertook research in 2007, into 

387 files of members of Dignitas and found that of those members who 

actually completed their formal request for an assisted suicide and who 

actually received a “provisional green light”, only some 14 % actually made 

use of an assisted suicide with Dignitas. The study is in German, however 

published on the English section of the  website: 

http://www.dignitas.ch/index.php?option=com_content&view=article&id=33&It

emid=73&lang=en  

• The Swiss Association for the European Convention on Human Rights 

published figures in February 2011, on suicides for 2008, which showed 

assisted suicides are far fewer than those committed alone in that year, and 

more than 98% of those who attempted suicide were unsuccessful. i.e. more 

than 64.000 were unsuccessful, appendix B. 

Netherlands: 
 
In the Netherlands the law was introduced in 2002 to legalise euthanasia by a 

general practitioner, this occurred after many years of debate.  

 

There are a number of criteria, it was stressed to me the most important of which 

are: to be able to make a conscious decision, to have unbearable suffering and no 

prospect of recovery.  
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The person’s family general practitioner must be the person to make the decision 

based on the criteria and this must also be reviewed by an independent specially 

trained SCEN Doctor. The family GP may not be comfortable to carry out the 

procedure for religious or other reasons, so is not required to do so but should refer 

the person to a Doctor who will consider the request. 

 

Nurses may not carry out the procedure, however can be present or and may be 

excused from being present. Once the euthanasia has been carried out the reports 

from both doctors go to the coroner and the cantons regional review committee. If a 

lawyer, doctor and ethicist detect any irregular reports they are referred to the public 

prosecutor. 

 

Useful documents to refer to are FAQ Euthanasia 2010, The Termination of Life on 

Request and assisted Suicide (Review procedure) Act in practice, published by the 

Netherlands Ministry of Foreign Affairs, and the Knmg position paper, The role of the 

physician in voluntary termination of life, June 2011. 

Belgium 
In Belgium the legislation is very similar to the law in the Netherlands, introduced in 

2002. Belgium legalises euthanasia on similar criteria, which again is approved by 

the family’s general practitioner. I was told that if the family GP is unhappy to carry 

out the procedure, as in the Netherlands, the GP is morally obliged to refer on to 

another Doctor.  
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Again nurses are not obliged to be present if they do not want to be party to the 

procedure. The procedure can be carried out in the person’s home with family 

present or just carried out by the family Doctor, at the person’s request, with no one 

else present. The Doctor’s decision to be able to approve and carry out euthanasia is 

also reviewed and verified by an independent Doctor, who is not the person’s usual 

Doctor. Belgium has one review committee to which all reports must go, these 

reports must also go to the Coroner as well as the regional review committee. Again 

all irregular reports are referred to the Public Prosecutor. 

 

 It is interesting to note that there have been no prosecutions in any of the countries. 

The impetus for the introduction of the laws, to allow assisted suicide in Switzerland 

and euthanasia it the Netherlands and Belgium, grew out of a concern about people 

wanting to ‘die with dignity’, to have control over the way they die and to regulate 

“illegal acts” of assisted suicide and euthanasia which were believed to be being 

carried out in these countries anyway, under the radar (based on anonymous 

surveys of members of the medical profession). 

 

I was informed that initially the introduction of this legislation was resisted by the 

political parties with strong Christian foundation, particularly Catholic. Note: Belgium 

is basically two countries in one, for example there is a Flemish speaking part, 

closest to the Netherlands, and the French speaking part which has a strong 

connection to France and the Catholic Church. There is also a small German 

speaking area.  
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Later the more conservative members of parliament backed the legislation which has 

strict criteria’s and safeguards, but some conservative members tell me they are 

unhappy with regards to current moves to amend the laws to allow for greater 

access by groups not currently covered by the legislation. 

  

Interestingly, I was told that 80% of euthanasia cases that are reported are from the 

Flemish speaking part of Belgium, with the other 20% reported from the French 

speaking cantons. However the population is roughly 65% Flemish and 35% French. 

Most cases of euthanasia are from people suffering from terminal cancer in all 

countries. It is therefore not reasonable to assume that less people in the French 

speaking cantons suffer from and are terminally ill with cancer. The reasons for the 

discrepancy have variously been proffered by those interviewed and appear to be 

based mostly on 2 factors: 

• The Flemish speaking cantons are closer to the Netherlands and the practice 

is more ‘familiar’ and ‘accepted’ by medical practitioners and the public in 

those cantons. 

• In the French speaking cantons medical professionals are often trained in 

French or Catholic institutions and practice in Catholic hospitals. There may 

be some “under reporting” by doctors who don’t want to be identified as 

carrying out euthanasia by their peers and/or their hospital. There may also 

be some other methods being used to relieve severe symptoms such as pain, 

which leads to death occurring in a shorter time than perhaps would normally 

occur. 
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Other Options 

Palliative care: 
 
 This does not seem to be well developed in Switzerland. I was told by a senior 

official in the Federal Swiss Health Department, Canton representatives and a 

palliative care senior executive, that the law allowing assisted suicide preceded 

resources being made available to develop better palliative care services. I was told 

that palliative care is still not embedded in the curriculum of the trainee doctors and 

nurses. The Federal Health Department and the cantons are working together on a 

Palliative Care Strategy at the moment, appendix C. 

 

In the Netherlands and Belgium palliative care*, palliative treatment ** and hospice 

services exist side by side with the euthanasia legislation and regulation. 

 
End of life advanced care directives and counselling 

People in these three countries are encouraged to access counselling and to draw 

up their own end of life directives, advanced care plans. All people who are 

requesting assisted suicide or euthanasia must receive counselling and have all 

options explained to them. Switzerland reports that only a small percentage of 

people who actually make enquiries regarding assisted suicide finally ‘go through 

with it’. In all countries I visited I was told that people believe that by having made 

arrangements to choose the time of their death and being enabled to do that, they 

can undergo treatment that possibly they would otherwise refuse because of the 

uncertain outcome, and believe it’s an opportunity to “choose life”.  
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Challenges 
 
There were concerns expressed in all countries about movements gathering 

momentum to expand the criteria. For example the Chief Public Prosecutor in 

Switzerland said he would like the criteria to be more stringent, clearer and better 

defined, because “there are too many grey areas” and “it is too subjective”. In June 

2011 an Assisted Suicide Report was produced in response to desire to achieve 

more objectivity and more explicated guidelines. The concern regarding needing 

clearer guidelines or more objectivity was also expresses by ethicists in all three 

countries and some politicians and lawyers. 

 

Others want more freedom of choice for the individual to make his or her decision 

about his or her death and to have advanced care directives carry more weight.  

There are strong lobby groups, some with high profile members such as lawyers, 

writers and artists, who want euthanasia and assisted suicide to be allowed for 

younger people under 18 years, mentally ill, those with clinical depression, those 

diagnosed with Alzheimer’s and dementia and who have become unable to make 

informed decisions. 

 

The equivalent to the AMA, The Royal Dutch Medical Association, advises their 

members that they don’t have to honour any “advanced care directives” which state 

that once “I no longer recognise my family,  I am to be euthanized”. As when a 

person has reached that stage of Alzheimer’s or dementia the person will no longer 

be able to make a conscious decision, an important criteria, and it can’t be proven 

that the person is in unbearable suffering, another important criteria. 
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Online research undertaken by ISOPublic in 2012,into the views of Europeans in 

relation Assisted Suicide found 56 -78% can imagine considering assisted suicide 

when suffering serious illness, serious disability or uncontrollable pain. Also the 

same research shows 76-89% thinks that assisted suicide should only be realised by 

Doctors or trained practitioners. 

 

It appears there is a growing body of thinking , , by people who say that one has the 

human right to have control over ones own body and therefore a Doctor should not 

refuse a request to assist, or at least must refer you to a Doctor who will. Still others, 

I was informed, claim no Doctor should be involved at all. 

 

In the Netherlands I was told there is a relatively new “mobile service” through which 

one can access Doctors who will perform voluntary euthanasia, obviously adhering 

to the strict regulations and criteria 

Other Concerns 
 
Some parliamentarians and experts, such as lawyers and ethicists, that I spoke to, 

maintain that assisted suicide and euthanasia could become the “default” position 

unless the community and government don’t pay due attention to the human 

condition and our social responsibility.  

 

They say that this is not a medical matter but a social matter. They strongly maintain 

that society must not let the most vulnerable in the community become more 

vulnerable, financially, physically, emotionally or mentally.  
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They cite examples of older or younger people who become isolated in the 

community through poverty, lack of access to work/ education or basic services, also 

people who face unpalatable choices or don’t feel loved or cared for from their 

society or family. 

 

Others suggested that the “popularity” or “acceptance” of these end of life options is 

creating a situation where people may feel ashamed or and may believe they have 

the moral responsibility to choose to die, and if they choose otherwise can be 

accused of “lacking courage”. However the strong counter argument, by those who 

have been involved in formulating legalisation and regulating these regimes for many 

years, is that people should be given the choice to end their life and not to have to 

endure a “bad death”. 

Note 
 
Palliative care and palliative treatment are seen as two different stages of a 

continuum in the Netherlands and Belgium. Palliative care* is seen as a service one 

can access quite early in the process, where one can access home based or day 

hospice based, counselling, remedial massage, physio, pain management, social 

events, skills development and a chance to consider end of life decisions. One 

oncologist describes this as “putting life into ones day not days into one’s life”. 

Palliative treatment** is seen as the treatment one receives in the last two weeks of 

life, usually heavily sedated to control pain. 
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The Swiss Palliative Care Association cites research undertaken by the Harvard 

University USA, in 2010, which showed that palliative care vs businesses as usual, 

for patients with advanced lung cancer, resulted in those who received the palliative 

care, living longer than expected, with better quality of life and costs the health dollar 

less. Those who choose to continue with their tertiary intervention die within the 

expected timeframe with less quality of life, according to the study, appendix D p 3. 

Legalisation in Australia 
 
As you know the last time a bill on euthanasia came into law in Australia in the N.T in 

1995. However the Federal Parliament then passed the Euthanasia Laws Act 1997, 

also known as the Andrews Bill, which to prevent the Territories passing legislation 

allowing euthanasia. Under this legislation, the ACT, under the Self Government Act, 

is expressly forbidden from enacting such legislation. 

 

The states are not prevented in the same way, evident through a move in NSW to 

introduce a euthanasia Bill which was recently passed in the lower house but not the 

upper house. Tasmania similarly has a bill on euthanasia which, when debated may 

pass through the lower house but it is not expected to survive the upper house.  

 

There is still a good deal of research on this subject to be carried out in order to 

inform and be ready for community conversation. When asked, should access to 

euthanasia be allowed, 80% of the population say yes. 

 

Meanwhile I believe a caring society always examines its responses to vulnerability 

in the community, in all its forms, such as financial stress, ill health, disability, 

isolation, relationships, and is aware of what people are asking for and why. 
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We must always say to ourselves “What are we doing to ensure that the vulnerable 

in our community are not becoming more vulnerable?” Of course one cannot 

legislate away suffering in our community as there is much that depends on how we 

respond to one another as a community. 

 

Those who suffer from chronic disease, people from culturally and linguistically 

diverse backgrounds, Aboriginal and Torres Strait Islander peoples and financially 

and socially disadvantaged groups often suffer most when they face the end of life 

and have not had the support to plan for this time before it’s too late. 

 

What are we doing to address end of life issues? What are we doing to ensure that 

our palliative care, and palliative care environments, are well resourced and 

accessible? What are we doing to ensure our medical professionals, nurses and 

allied health workers and are well informed and trained in the area of palliative care 

and end of life decisions? 

 

What are we doing to inform our society about end of life challenges or how we can 

make sure we can make informed decisions which are respected? What are we 

doing to support a caring society and support our carers? 

 

I was pleased to be able to attend an End of Life Issues and Decision Making Forum 

earlier this year, conducted by the ACT Local Hospital Network Council. The aim of 

the forum was to engage in a meaningful dialogue with the community and health 

clinicians to identify ways to improve the system for end of life care and decision 

making and assist the community and health clinicians to identify ways to improve 

the system for end of life care and decision making. 
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The forum was an extremely constructive event, and although many different 

opinions were shared, there was a strong consensus that everyone should be able to 

make decisions about their end of life care and should be supported by a system that 

respects their wishes. 

 

At the completion of the forum, the Local Hospital Network Council made a number 

of recommendations: 

• to increase community engagement and awareness about end of life care 

• to increase community awareness of advance care planning 

• to increase resources for advance care planning, including training of more staff 

• to clarify the legal framework around advance care plans and create simpler 

legally binding tools to enable advance care planning 

• to ensure advance care plans are easily available and systems act upon them, 

and 

• to recognise the issue of futile care.  

 

Work has already progressed on a number of these proposals and the report 

released recently sets the right direction for us to carry on this discussion. 

 

Palliative care is an area that will experience a growth in demand as our population 

ages, and we need to respond to this challenge now so that people can receive the 

care and dignity they deserve at the end of their life. 

 

I believe we need to talk about these issues so that we can provide palliative care in 

the most compassionate and dignified way possible. The ACT Government will 

shortly be releasing the ACT Palliative Care Services Plan 2013-2017. 
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I believe that this plan will incorporate strategies for new and emerging models of 

care in the provision of palliative services and will aim to create a more integrated, 

cohesive network of services across acute, community, and primary health care 

settings. 

 

I very much appreciate the opportunity afforded me to undertake the study and to be 

able to meet and talk with so many compassionate and committed parliamentarians, 

professionals and practitioners. I would like to thank all those who assisted me by 

facilitating my visits and meetings. 

 

In conclusion I would agree with the Woody Alan quote which hangs behind the door 

of Dr. Benoît Beuselinck, a research oncologist in a major hospital in Belgium, it says 

“I have questions to all your answers”.  

 

The last entreaty of Professor Marc Englert, a retired cardiac specialist, who I visited 

on my last day in Belgium, was that I “must have courage”. By that I understood that 

one does need courage to continue to explore these questions of choice and support 

in relation to the end of life in a respectful, rational and compassionate way. 

 

 
 
 
Mary Porter AM MLA 
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Appendix F 
 

LAW ON EUTHANASIA 
 
Article 1 
The present law regulates a matter pertaining to article 78 of the Constitution. 
 

CHAPTER I 
General provisions 

 
Article 2 
In the application of the present law, euthanasia is defined as the act, performed by a third 
person, which intentionally ends the life of a person at the request of that person. 
 

CHAPTER II 
Pre-conditions and procedure 

 
Article 3 
§1. The physician who performs euthanasia is not performing an unlawful act if s/he   
has ascertained that: 
 

- The patient is an adult or an emancipated minor, capable and conscious at the time 
of his/her request; 

- the request is made voluntarily, is well–thought-out and reiterated, and is not the 
result of outside pressure ; 

- the patient is in a hopeless medical condition and complains of constant and 
unbearable physical or mental pain which cannot be relieved and is the result of a 
serious and incurable accidental or pathological condition; 

 
and s/he has complied with the conditions and procedures prescribed by the present law. 
 
§2. Irrespective of complementary pre-conditions that the physician might wish to add to 
his/her intervention, s/he must, firstly and in all cases: 
 
1°  inform the patient of the state of his/her health and of his/her life expectancy, discuss 

with the patient his/her request for euthanasia and the therapeutic measures which can 
still be considered as well as the availability and consequences of palliative care. The 
physician must have reached, with the patient, the conviction that there is no other 
reasonable solution to the situation and that the patient’s request is entirely voluntary; 

 
2°  ascertain the persistent nature of the patient’s physical or mental pain and of his/her 

reiterated wish. To this end, the physician will conduct several interviews with the 
patient, reasonably spaced with due regard to the evolution of the patient’s condition; 

 
3°  hold a consultation with another physician regarding the serious and incurable 

nature of the condition, specifying the reason for the consultation. The consulting 
physician will study the medical record, examine the patient and ascertain the 
constant, unbearable and unrelievable nature of the physical or mental suffering. He/she 
will then write a report of his/her findings. 

 

Submission 1010



P a g e  | 59 
The consulting physician must be independent, from the patient as well as from the 
treating physician, and be competent concerning the pathological condition of the 
patient. The treating physician will inform the patient of the results of this consultation; 

 
4°  if a treatment team is involved, discuss the patient’s request with the team or with some 

of its members; 
 
5°  if this is the wish of the patient, discuss the patient’s request with those persons close to 

him/her that s/he designates; 
 
6°  ascertain that the patient has had the opportunity to discuss his/her request with 

those persons. 
 
§3. Should the physician be of the opinion that death is not to be expected within a short 
period of time, h/she must, in addition: 
 
1°  obtain a consultation with a second physician, either a psychiatrist or a specialist 

of the patient’s pathology, specifying the reasons for the consultation. The consulting 
physician must study the medical record, examine the patient, ascertain the constant, 
unbearable and unrelievable nature of the physical or mental suffering and of the 
voluntary, well-thought-out and reiterated character of the request. He will write a 
report of his findings. The consulting physician must be independent, from the patient 
as well as from the treating physician. The treating physician will inform the patient of 
the results of this consultation. 

 
2°  allow at least one month between the patient’s written request and the 
euthanasia. 
 
§4°. The patient’s request must be made in writing. The document is drawn up, dated and 
signed by the patient. If the patient’s condition makes this unfeasible, his/her request will be 
taken in writing by an adult of the patient’s choice. That person should not benefit financially 
from the death of the patient. 
 
That person will specify that the patient is unable to express his/her request in writing and 
why. In such cases, the request will be written in the presence of the physician and the 
aforesaid person will name the physician in the document. This document must be included 
in the medical record. 
 
The patient may cancel his/her request at any time, in which case the document is taken out 
of the medical record and returned to the patient. 
 
§5°. All the requests formulated by the patient, as well as the steps taken by the treating 
physician and their outcomes, including the report(s) from the consulting physician(s), will be 
entered routinely into the medical record. 
 
 
 
 
 
 
 

Submission 1010



P a g e  | 60 

CHAPTER III 
Concerning the living will 

 
Article 4 
§1°. In anticipation of the eventuality when s/he would no longer be able to express his/her 
wish, every capable adult or emancipated minor may leave a written declaration of his/her 
wish that a physician should perform a euthanasia should this physician recognize: 
 

- that s/he is the victim of a serious and incurable accidental or pathological condition; 
- that s/he is unconscious ; 
- and that this constitutes an irreversible situation in the current state of scientific 

knowledge. 
 
The declaration may designate one or several trusted persons of age, listed in order of 
preference, who will acquaint the treating physician with the wish of the patient. In case of 
refusal, impediment or death of the first designated person, the second person on the list takes 
over, and so on. Neither the treating physician, nor the consulting physician, nor the members 
of the treatment team, may be designated as trusted persons. 
 
This declaration may be made at any time. It must be made in writing, in the presence of two 
adult witnesses - one of whom at least had no material interest in the death of the author of 
the declaration – dated and signed by the author, by the witnesses and, wherever applicable, 
by the designated trusted person(s). 
 
If the person who wishes to make a living will is physically and permanently unable to write 
it and to sign it, his/her declaration may be taken down in writing by a selected adult who 
should not have any material interest in the death of the person making the declaration, and in 
the presence of two adult witnesses, one of whom at least has no material interest in the death 
of the person making the declaration. The declaration must then specify that the person 
making the declaration is unable to write and sign it, and for what reasons. The declaration 
must be dated and signed by the person who has put the declaration in writing, by the 
witnesses and, when applicable, by the designated trusted persons. 
 
Attached to the declaration, a medical certificate will confirm the permanent physical 
incapacity. 
 
The declaration will be invalidated unless it was made or confirmed less than five years 
before the onset of the person’s incapacity to express his/her will. 
 
The declaration may be withdrawn or modified at any time. 
 
Through the services of the National Register, the King will determine the procedures 
relating to the presentation, safe-keeping, confirmation, withdrawal and communication of 
the declaration to the physicians concerned. 
 
2°. The physician who performs euthanasia following a living will as defined in §1, is not 
performing an unlawful act if s/he has observed that the patient: 
 

- is suffering from a serious and incurable accidental or pathological condition; 
- is unconscious; 
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- and that this situation is irreversible according to the current state of medical 

knowledge; 
- and that the physician has complied with the conditions and procedures prescribed by 

the present law. 
 
Irrespective of complementary pre-conditions that the physician might wish to add to his/her 
intervention, s/he must, firstly and in all cases: 
 
1°.  consult with another physician regarding the irreversibility of the patient’s medical 

condition, and informing him/her of the reasons for this consultation. The consulting 
physician will acquaint him/herself with the medical record and will examine the 
patient. S/he will write a report of his/her observations. If a trusted person is designated 
in the living will, the treating physician will inform that person of the results of that 
consultation. 

 
The consulting physician must be independent from the patient as well as from the 
treating physician, and be well-versed in the pathological condition of the patient; 

 
2°.  if there is a treatment team that is in regular contact with the patient, discuss the content 

of the living will with the team or with some members of the team; 
 
3°.  if the living will designated a trusted person, discuss with that person the content of the 

patient’s living will; 
 
4°.  if the living will designates a trusted person, discuss the content of the living will with 

those persons that the trusted person designates as very close to the patient. 
 
The living will, as well as all the steps taken by the treating physician and the results of these 
steps, inclusive of the consulting physician’s report, will be routinely inserted in the patient’s 
medical record. 
 

CHAPTER IV 
Concerning the declaration 

 
Article 5 
The physician who performs euthanasia will, within four working days, submit for  
registration the document mentioned in article 7, duly completed, to the Federal commission  
of control and evaluation described in article 6 of the present law. 
 

CHAPTER V 
The federal commission of control and evaluation 

 
Article 6 
§1. A Federal commission of control and evaluation is created, which will hereafter be 
referred to as « the commission.» 
 
§2. The commission is composed of sixteen members who are selected because of their 
knowledge and experience in the matters relevant to the mandate of the commission. Eight of 
those members are physicians, of whom at least four are professors in a Belgian university. 
Four members are either law professors in a Belgian university, or attorneys.  
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Four members are selected from environments entrusted with the problems of patients 
suffering from an incurable disease. 
 
Membership in the commission is incompatible with a seat in one of the houses of parliament 
and with membership in the federal government or in a governmental body of a community 
or of a region. 
 
The members of the commission are appointed, for a term of four years, by a royal decree 
after deliberation in a Council of ministers; the appointments take into account linguistic 
parity,  each linguistic group will be composed of at least three candidates of each sex, and 
will reflect a pluralist political representation. A member’s mandate ends automatically when 
the member looses that quality for which s/he had been selected. Those candidates who were 
not appointed as effective members are appointed as substitute members, according to a list 
determining the order in which they will be called. The commission is presided by one 
French-speaking and one Dutch-speaking president. The presidents are elected by the 
members of the commission who belong to their respective linguistic group. 
 
The commission may deliberate validly only if two thirds of its members are present. 
 
§3. The commission sets up its own rules of procedure. 
 
Article 7 
The commission drafts a registering document that must be completed by the physician 
each time s/he performs euthanasia ; 
 
This document is made up of two sections. The first section must be sealed by the physician. 
It contains the following data: 
 
1°  the name, first names and address of the patient; 
2°  the name, first names, number in the national health insurance registry, and address of 

the treating physician; 
3°  the name, first names, number in the national health insurance registry and address of 

the physician(s) who has (have) been consulted concerning the request for euthanasia; 
4°  the name, first names, address and function of all the persons who were consulted by 

the treating physician, as well as the dates of these consultations; 
5°  if there was a living will and it designated one or several persons of trust, the name, 

first names of the person(s) of trust who intervened. 
 
This first section is confidential. It is transmitted to the commission by the physician. It may 
be read only upon a decision of the commission, and in no circumstance may it be used as a 
source for the evaluation mission of the commission. 
 
The second section of the document is also confidential and contains the following data; 
 
1°  the patient’s gender, and date and place of birth; 
2°  the date, hour and place of death; 
3° the serious and incurable - accidental or pathological –condition which affected the 

patient; 
4°  the description of the constant and unbearable suffering; 
5°  the reasons why this suffering has been deemed unrelievable; 
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6°  the facts which confirmed that the request was made voluntarily, was well thought 

through and was repeated without any external pressure; 
7°  whether one could be of the opinion that the death would ensue before long; 
8°  whether there is a living will; 
9°  a description of the procedure followed by the physician; 
10°  the qualifications of the physician(s) who were consulted by the treating physician, with 

the dates of these consultations; 
11°  the qualifications of the persons consulted by the physician, with the dates of these 

consultations; 
12°    how euthanasia was performed and by what means 
 
 
Article 8 
The commission studies the registered and duly completed document received from the 
physician. The commission ascertains, from the contents of the second section of the 
registered document, whether euthanasia was performed in conformity with the conditions 
and procedures listed in the present law. When in doubt, the commission may, by a majority 
vote, decide to waive the anonymity of the document. The commission then proceeds to 
acquaint itself with the first section of the registered document. The commission may request 
from the treating physician that s/he communicates all the contents of the medical record 
which pertain to the euthanasia. 
 
The commission renders a decision within two months. 
 
When, by a two-third majority vote, the commission is of the opinion that the conditions set 
down by the law have not been fulfilled, it sends the record to the prosecutor of the place 
of death of the patient. 
 
Whenever the cancellation of the anonymity reveals facts or circumstances that may affect 
the independence or the impartiality of a member of the commission, this member will 
withdraw or may be removed from the examination of this particular case by the commission. 
 
Article 9 
Within two years of the implementation of the present law, and thereafter every two years, 
the commission produces, for the benefit of the legislative bodies: 
 
a) a statistical report based upon the informations gathered from the duly completed second  

part of the registered document sent by the physicians in compliance with article 8;  
b) a report containing a description and an evaluation of the implementation of the present 

law; 
c) if needed, recommendations that may lead to a legislative initiative and/or other measures 

concerning the implementation of the present law. 
 
In order to carry out those tasks the commission may gather all the relevant information from 
the various authorities and institutions. The information gathered by the commission is 
confidential. 
 
None of these documents may contain the identity of any person mentioned in the records 
handed over to the commission within the framework of the control set down in article 8. 
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The commission may decide to communicate, to university research teams who might present 
a motivated request for it, statistical and purely technical information, exclusive of any data 
of a personal character. 
 
The commission may decide to hear experts. 
 
Article 10 
The King puts an administrative structure at the disposal of the commission for the 
implementation of its legal tasks. The numbers and the linguistic distribution of the 
administrative personnel are set by a royal decree after deliberation in a Council of ministers, 
upon proposal from the ministers in charge of Health and of Justice. 
 
 
Article 11 
The commission’s operating expenses and personnel expenses, as well as the remuneration of 
its members, are drawn in equal parts from the budgets of the ministers in charge of Health 
and of Justice.  
 
 
Article 12 
Whoever is involved, in whatever manner, in the implementation of the present law, must 
respect the confidentiality of the data which are entrusted to him/her in the exercise of his/her 
mission and which are related to such exercise. Article 458 of the criminal code is applicable 
to that person. 
 
Article 13 
Within six months following the handing over of the commission’s first report and, if need 
be, of the commission’s recommendations, as set down in article 9, the legislative bodies 
schedule a debate on that topic. This six-month delay is suspended during a period when the 
legislative bodies have been dissolved and/or during a period without a government which 
has the support of the legislative bodies. 
 

CHAPTER VI 
Special measures 

 
Article 14 
 
The request and the living will as set down in articles 3 and 4 of the present law are not 
binding. 
 
No physician is bound to perform euthanasia. 
 
None is bound to participate in euthanasia. 
 
If the physician who receives a request refuses to perform euthanasia, s/he must inform in 
due time the patient or the trusted person, and specify his/her reasons. In case his/her refusal 
is based on a medical consideration, this consideration must be entered into the patient’s 
medical record. 
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The physician who refuses to act upon to a request for euthanasia must, at the  wish  of 
the patient or the trusted person, transfer the patient’s medical record to the physician 
designated by the patient or by the trusted person. 
 
Article 15 
The person who died following a euthanasia performed within the conditions imposed by the 
present law, is deemed to have died a natural death as far as the execution of the contracts 
of which h/she was a party, in particular insurance contracts. 
 
The provisions of article 909 of the Civil Code are applicable to the members of the treatment 
team mentioned in article 3. 
 
Article 16 
The present law comes into force no later than three months after its publication in the 
Belgian journal of parliamentary proceedings. 
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Appendix G 
 

LEGALIZATION OF ADVANCED DIRECTIVES

IN BELGIUM

Jacqueline Herremans
Lawyer
Member of  the Federal Evaluation and Control Commission on 
the Law on Euthanasia
Member of the Belgian Advisory Committee on Bioethics 

.

 
 
 

 LAW ON EUTHANASIA

28-05-2002
 LAW ON PALLIATIVE CARE

14-06-2002
 LAW ON PATIENT’S RIGHTS

22-08-2002

 
 
 

 Decriminalization
not legalizationan 

 act practiced by a third party intentionally ending the 
life of a person at the person’s request

 Three principal conditions :

1. voluntarily, carefully and repeatedly, and without outside 
pressure request made, by an adult patient

2. unbearable physical or mental suffering
3. serious and incurable injury or pathological condition
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euthanasia Patient’s rights

Trusted person(s) proxy

Validity : 5 years No limit

irreversible 
unconsciousness 

No possibility to express 
him of herself

Two witnesses No formalism but it has to 
be written and signed

Possibility to be registered 
by the municipality
Data bank for doctors

No legal registration 

No compulsory:
conscience clause 

Compulsory

 
 

Projects : 
tag Do not resuscitate order

And european passport
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Appendix H 
 

FEDERAL COMMISSION FOR THE CO NTROL AND EVALUATION OF 
EUTHANASIA 

(2002-2009) 
 
The graph below illustrates the evolution of the practice of euthanasia since the law 
was implemented. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
More than 3000 cases of legal euthanasia were recorded between September 22, 
2002, when euthanasia was first decriminalized in Belgium, and December 31, 2009, 
when the last report was issued. 
 
The first report, covering the period from September 22, 2002 to December 31, 
2003, indicated that on average there were 17 cases of euthanasia per month.  The 
latest report issued for 2008-2009 showed that there was an average of 64 cases of 
euthanasia per month for a total of 1526.  
 

DESCRIPTION OF CASES EXAMINED 
(Note:  the % indicates those cases found in the 4th report for 2008-2009). 

 
CASES OF CANCER AND NEUROLOGICAL DISORDERS 
More than three-fourths (79%) of the persons seeking euthanasia suffered from 
generalized cancers or serious disabilities.  For the most part these persons had 
gone through multiple treatments both curative and/or palliative.  They were often 
followed by a palliative care team and there was evidence that the person’s death 
was imminent in the days or weeks to come. 
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The neuromuscular ailments known to be lethal and in a lesser measure those 
caused by neurological accidents due to an illness or to an accident come in second 
place (7%). The other ailments have been rarely at the origin of an euthanasia.  8% 
of euthanasias concerned cases of ailments engendering great suffering where 
death was likely to occur after a long period of time. They have been practiced after 
the advice of two consultants has been sought and waiting one month after the 
written request was made, as the law requires.     
 
AGE OF PERSONS CHOOSING EUTHANASIA 
Close to three-quarters (73%) of the persons choosing euthanasia were between the 
ages of 40 and 79 years of age.  Rarely has someone under 40 years of age 
requested euthanasia and it is less frequent after age 80. 
 
EUTHANASIA IS MOST OFTEN CARRIED OUT IN THE PERSON’ S  RESIDENCE 
52% of euthanasias have taken place in the home of the patient or in a place where 
the patient was living (most often by a physician who is a generalist) : 44% of the 
cases took place in the person’s residence and  8% in a nursing home facility.  45% 
have taken place in a hospital and 3% in other residences.  
 
SOME PHYSICAL AND PSYCHOLOGICAL SUFFERINGS 
For most of the illnesses, several types of suffering, both physical and psychological, 
were present simultaneously. The sufferings were described as constant, 
unsupportable and without any relief.  The physical sufferings most often mentioned 
included suffocation, digestive obstructions with vomiting, and pain.  The psychic 
sufferings most frequently indicated were loss of dignity, loss of autonomy and 
despair.  
 
The characterization of the suffering is in large part subjective and depends on the 
personality of the patients, their conceptions and their values. The commission notes 
that in certain cases, one must take into account the person’s age to estimate if the 
sufferings have to be declared unbearable.    
 
Some members of the commission have expressed some reservations on the 
characterization of unbearable sufferings in the sense of the law, for the psychic 
sufferings linked up to a foreseeable dramatic future, in the course of the illness (for 
example evolving towards a coma, suffocation, or a paralysis). This was not the 
opinion of the majority of the commission.       
 
These have not been followed by the majority of the commission.  
 
A DEATH CALM AND RAPID IN A PROFOUND SLEEP 
In 98% of the cases, death has been obtained by an intravenous injection which 
induces a deep unconsciousness (in general by an injection of Pentothal) and 
(except when death is produced in some minutes from this injection, which is 
frequent) then a paralyzing neuromuscular medication is injected which provokes 
death by stopping the respiration.  The commission notes that after reading what is 
available in the medical literature one such manner of acting is effectively the most 
adequate for fulfilling the conditions required for a correct euthanasia: serene and 
quick death without suffering nor secondary effects.  
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As one knows that the administration of large doses of morphine is frequent in the 
last moments of life for relieving suffering, the commission notes that this manner of 
acting, when it has been utilized, has then been considered by the doctor as a 
treatment for the patient’s suffering and not as an euthanasia. In these cased the 
doctor has not made a declaration, even though it has accelerated somewhat the 
death of the person.  
 
THE CASE OF MEDICALLY ASSISTED SUICIDE 
In 1% of the euthanasias, the unconscious state has been obtained by the 
administration of a barbiturate in a potion which the sick person has swallowed 
himself.  In certain cases this administration has been followed by an injection of a 
paralyzing neuromuscular medication.  When it is the sick person himself who 
ingests the medication, it is considered to be an act which perhaps may be qualified 
as a ‘medically-assisted suicide’. This manner of proceeding is authorized by the law 
as long as the conditions and the legal procedures for which euthanasia is 
authorized have been respected and that the act takes place under the responsibility 
of the physician present and ready to intervene; the law does not impose in effect, 
the technique to utilize for the practice of euthanasia.  
 
MORE DECLARATIONS IN FLANDERS THAN IN THE FRENCH PART OF 
BELGIUM 
80% of the declarations have been reported in Flanders and 20% in the French part 
of Belgium (see chart above).  Why is there such a great difference?  Are the doctors 
in the French speaking part of Belgium more reticent to respond favorably to a 
patient’s request for euthanasia than their colleagues in Flanders? Is the 
Francophone population less inclined to request death by euthanasia?  
Or are there several additional factors? The commission continues to ask this 
question but has not reached any conclusion.  
 
Many of the declarations mention that the death occurred rapidly and calmly, in a 
serene atmosphere in the presence of individuals very close to the patient remaining 
during the act, and that some thanks have been addressed to the doctor. 
 
None of the declarations have raised doubts that the essential conditions of the law 
were respected. No file has been transmitted to the prosecutor. 
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