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ISRAEL (2008)

Law regarding Brain-respiratory death 

The law establishes that death can be declared in case of brain death causing cessation of autonomous respiration, as distinguished from Heart-respiratory death (i.e. cessation of heart pulsation). Brain-respiratory death can be declared only by two physicians who have been specifically certified as competent for this purpose. Certification, after appropriate training, will be bestowed on medical specialists by a committee comprised of a) four expert physicians, b) three rabbis experts in Jewish law one of which being himself a physician, and c) one ethicist, one philosopher and one lawyer, these 3 being appointed on the recommendation of the President of the Supreme Court, when one these three is also a physician, and one is also a representative of a non-Jewish sector of the Israeli public. The physicians who will declare a Brain-respiratory death must not be treating physicians of the dying patient, and not be involved in organ transplantation. The conditions to declare Brain-respiratory death include a) that the cause of the brain damage be clearly known, b) a clinically proven absolute cessation of autonomous respiration, c) a clinically proven complete and irreversible absence of brain function, including of the brain stem, d) the demonstration of the absence of brain and brain stem activity by instrumentation including Brainstem Auditory Evoked Response (B.A.E.R.), Transcranial Doppler (TCD), Sensory Evoked Potential (SEP), Computerized Tomography (CT) - Angiography (CT - A), Magnetic Resonance Imaging (MRI) and  Angiography (MRA), as well as e) elimination of any medical situation that could cause an error on the instrumental results. After Brain-respiratory death is declared, the treating physician will inform the family inquiring whether the patient had expressed a specific will on the matter, so that if determination of Brain-respiratory death is against the religion or the specific will of the patient, he will not be disconnected from articial respiratory machines and will continue to receive sustaining treatment until Heart death. 

(Law adopted March 31, 2008, going into effect in May 2009)
ROMANIA (2007)

We organized a three days national conference (Sibiu, Romania, June 2007) for bioethicists, policy-makers, physicians, theologians, dedicated to bioethics, during which we approached the following themes:

1.
ethical principles involved in Romanian medical legislation (e.g. Transplantation law, in vitro fertilization law)

2.
ethical issues related with end of life

3.
ethical issues related with beginning of life

4.
bioethics and the use of new biotechnologies (in vitro fertilization, cochlear transplants, etc).

UNITED KINGDOM (2007)

Assisted Dying and Euthanasia

There have been a number of Private Members Bills related to this issue in the English Parliament in recent years, the most recent being the Assisted Dying for the Terminally Ill Bill introduced by Lord Joffe, which fell in the previous Parliamentary session.  Its main purpose was to enable, in specified circumstances, a terminally ill competent adult to request medical assistance to die. There are Private Members Bills in both the House of Lords and Commons about the provision of palliative care and, while they do not address this issue directly, much of the debate has covered the same ground as the debate on Lord Joffe’s Bill.  

RUSSIA (2007)

Russian Committee on Bioethics (RCB) under UNESCO Commission of the Russian Federation was established in April, 2006. 

RCB includes more than 30 well known bioethicists from Russian Academy of Science, Russian Academy of Medical Science, Russian Universities (physicians, biologists, philosophers and lawyers). RCB is the interdepartmental public expert and advisory body. 
Since establishing RCB:

_ proposed an expert assessment of the draft of the Additional Protocol to the Convention on Human Rights and Biomedicine concerning genetic testing;
_ proposed opinion with regard to euthanasia, which was expressed in the corresponding statement.
CZECH REPUBLIC (2006)

There has been no new development in the field of Bioethics in the Czech Republic. The Ethics Commission of the Ministry of Health (Former Central Ethics Commission) works as an advisory board for the Minister and cooperates in drafting new laws and regulations. Its chairman is now Assoc. Professor Petr Hach, MD, PhD, a distinguished embryologist. 

The parliament did not adopt a new penal code where euthanasia as a new crime has been introduced with low charges.

UNITED KINGDOM (2006)

Assisted Dying and Euthanasia

The Assisted Dying for the Terminally Ill Bill (www.publications.parliament.uk/pa/ld200304/ldbills/017/2004017.htm) was a Private Member’s Bill introduced by Lord Joffe in the English Parliament.  Its main purpose was to enable, in specified circumstances, a terminally ill competent adult to request medical assistance to die. The Bill makes it lawful, in certain circumstances, for a doctor to assist a person to end his/her own life by prescribing and (if necessary) the means for self-administration of that medication.  The Bill had its second reading in the House of Lords on 12 May 2006, but did not receive enough support to pass to the next Parliamentary stage.  

SLOVENIA (2005)

The public debate on euthanasia was recently spurred by the case of Terry Schiavo, as well as by the discussion in the Parliamentary Assembly of the Council of Europe on the 27th April this year. On this occasion, one of the Slovenian delegates submitted an opinion against the proposed resolution on assistance to terminally ill patients, based on the situation in Slovenia. Although exact information is not available, Slovenian patients are said to only exceptionally express a wish for assistance with dying, and medical doctors do not seem to illegally practise what is called active euthanasia. On the other hand, the double effect is sometimes used. The wish of a competent patient to have life-sustaining treatment withheld or withdrawn is most often respected, and medically futile treatment is discontinued. In the past, doctors occasionally felt pressed to prolong life of terminally ill patients in order to avoid suspicion of negligence; so they welcomed the position paper on care for the terminally ill and on euthanasia published by the National Medical Ethics Committee of Slovenia (1997), endorsed by the Slovene Medical Association and the Slovene Chamber of Physicians. 
According to this position, legalisation of euthanasia would produce significant and far-reaching damage both to the medical profession and to the society. Prohibition of killing is one of the cornerstones of our civilization, and it is possible to predict that liberally practiced mercy killing would profoundly affect the status of human life as a value. The obvious alternative is better care for the terminally ill. Assuring palliative care is a moral duty of any civilized society, as is well stated in Recommendation Rec (1999) 1418 of the Parliamentary Assembly, as well as the CoE Recommendation Rec (2003) 24 of the Committee of Ministers on the organisation of palliative care. In fact, Slovenia has started a programme of palliative care in 2003. The position of the NMEC has been the basis of the official stand of the Slovenian Ministries of Health and of Foreign Affairs in discussions on euthanasia at the level of international and intergovernmental organisations. 

A Draft Law on Patient’s Rights is due to be submitted to the parliamentary procedure. Among novel regulations, it contains a provision on posthumous protection of privacy and confidentiality, a right presently not guaranteed in legal practice, provisions on advance directives and the right to proper terminal care. 

UNITED KINGDOM (2005)
The Burke Judgement 

The Burke judgement was the result of a judicial review the GMC guidance "Withholding and Withdrawing Life-Prolonging Treatments".  It was brought by a patient suffering from a terminal illness who will eventually need artificial nutrition and hydration (ANH).  Legally, the use of artificial nutrition and hydration (ANH) constitutes medical treatment and can be lawfully discontinued if it is not in the patient's best interests. Mr Burke’s wish is that he should be provided with this treatment right up until his death and his complaint is that the current GMC guidance will permit clinicians to take the medical decision to withdraw ANH in his case and may decide to do so without court process.  The Department of Health joined the GMC's appeal against the judgment.  The appeal judgment set aside Justice Munby's judgment and said that Mr Burke's concerns are addressed by the law as it stands and that Munby J's judgment was too wide ranging, extending well beyond the approach to patients in Mr Burke's position or to the use of ANH .

Assisted Dying for the Terminally Ill Bill

The Assisted Dying for the Terminally Ill Bill (http://www.publications.parliament.uk/pa/ld200405/ldbills/004/2005004.htm) is a Private Member’s Bill introduced by Lord Joffe.  Its main purpose is to enable, in specified circumstances, a terminally ill competent adult to request medical assistance to die.  The House of Lords established an ad hoc Select Committee to consider the Bill and this reported in April 2005.  A debate on the Select Committee report will take place on 10 October 2005.  

LUXEMBOURG (2004)
Developments in the domain of bioethics in Luxembourg

1.      The Government has just approved a draft law concerning palliative care and assistance at the end of life, which will be now submitted to certain consultative bodies, before the continuation of the legislative procedure.

This draft establishes the right to palliative care, including the treatment of pain. It ensures the impunity of a doctor who, in the case of an incurable and terminal disease, renounces burdensome therapeutic treatments. It introduces the advance directive, under the terms of which any person can declare the intention not to receive life-prolonging treatment in the case that the person finds him/herself in a situation where he/she can no longer express him/herself and is affected by an incurable disease in the terminal phase. 

Finally, the draft put in place the necessary statutory basis for the implementation of the instruments indispensable for the payment for palliative care in the framework of the legislation applicable to social security. 
2.
A provisional draft law concerning biomedical research has been prepared by the Ministry of Health.

The tendency of this provisional draft is to require the submission for ministerial approval of all trials carried out on man in view of the development of biological and medical knowledge. It sets out the principles applicable to all research, notably in regard to scientific quality, the proportionality between risks and benefits, liability, financial guarantees as well as the procedure for information and consent. Finally it establishes the supplementary conditions of procedure and substance for particular situations (research in emergency clinical situations or during pregnancy or breastfeeding), as well as those to practice in regard to particularly vulnerable persons (those deprived of their liberty, minors, incapable adults).

The text repeats the provisions on the matter of the Oviedo Convention while anticipating those of the draft additional Protocol.

CZECH REPUBLIC (2003)
Euthanasia is illegal in the Czech Republic and there are no known cases of violation of this ban. The debate on euthanasia has been opened again by the media amid considerable terminological confusion. The Ministry of Health supports palliative care, which is taught at all healthcare schools. The curricula of all students of medicine and paramedical workers obligatorily contain courses on medical ethics and psychology – the art of communication (both undergraduate and post-graduate). 

CROATIA (2001)

Two events have been organised by the Committee for ethics and deontology of the Croatian medical chamber:  In February 2001, a questionnaire on euthanasia, futile treatment and  physicians  assisted suicide has been put into the Physician's News, a  monthly newspaper sent to about 12.000 members (obligatory for everybody who works with patients, so the actual number of physicians is smaller) under the title  "Attitudes towards euthanasia in Croatia". 1007 (only !) replied.

The questions and answers were: 

 I.

1. Do you support the Article 4?

Code of ethics which states: "termination of life is contrary to medical ethics. The wishes of the well-informed patient, suffering from an incurable disease, regarding the artificial prolongation of his life, clearly expressed while fully conscious,  should be respected. If the patient is unconscious the physician must act according to his best knowledge and belief and in keeping with the  principles stated in this Article

84.4% 
Yes

10.09% 
NO

 II.

 2. As a physician, have you ever been in this situation ?

 35.6% Yes

 59.71% No

 3. Which of the life shortening measures could you, under certain conditions, apply ?

- active euthanasia



7.23% 

- physician's assisted suicide


5.8%
- passive euthanasia (futile treatment)
38.09%






(total 51.12%!!!)

The small number of respondents is higher than in other similar events (in Croatia). About 5% of doctors usually reply (!!) which is depressing, compared with, for example, the UK. 

In June we organised a meeting in Dubrovnik where these results have been discussed. Beside members of the Ethical committee, a law professor and the  president of the Croatian Helsinki Committee took an active part. A priest sent his written comments. The general discussion indicated that the positive attitude was higher than expected, that probably respondents have been mainly from the part of the medical society which is not against various ways of ending human suffering. Some answers have been aggressively against even discussing these questions. The discussion will be repeated in our capital, Zagreb. 

 
The second event took place on October 5, in Zadar, a town on the Adriatic sea.  It was on confidentiality. Again a lawyer, a priest and the president of the Croatian Helsinki Committee took part. 

After definitions' (Hippocrates, Dorland dictionary, Croatian code of ethics) Limitations have been discussed.

 social: medical data needed for employment, insurance, retirement, reporting of side effects, various images etc.

 medico-social: situation in which the patient could be harmed by his order not to give his data to third parties.

 electronic - computerisation, tele-medicine ....

Medical data -- not always only general ones -- are today used by insurance firms, by employers for giving or stopping employment, by health institutions (quality assurance), drug manufacturers (marketing), banks (for credit risk  determination), government (tracing fraud and untrue data).


There are also limitations dealing with military personnel, jailed persons,  persons whose disease could endanger the society (infectious diseases, drug dependant individuals, abuse of mental patients, inability to use machines and transportation vehicles, spec. rules of health insurance (home treatment and care), minors, research and education of students of health faculties.

The obligation of reporting exists in U.K. for 40 diseases, in Croatia for 75.So they are exempt from confidentiality !


The most important issue is the need to give good arguments whenever  confidentiality is broken, but also that many of details mentioned must be better defined.


 
Professor Bozidar Vrhovac

LUXEMBURG  (2001)

1. The bill approving the Convention on Biomedecine is at the final government drafting stage.  Rather than simply approving the Convention, the new Act will bring about the amendments needed in existing legislation as a result of the Convention and will regulate the options which are available to member States under the Convention.  Given that a number of prohibitions contained in the Convention also have to be formulated in the Act with the degree of detail required under criminal law for a statute creating an offence, there has been a need for interministerial consultation and discussion, but a bill is expected very shortly.

2. A national research ethics committee (comité d’éthique national de recherche) has been set up by the Minister for Health and started work in October 2000.  All research projects relating to human beings require the committee’s prior approval.

3. Under the draft national hospitals plan, in future all general hospitals will comprise a department specialising in palliative medicine.

4. A private member’s bill on medically-assisted fertilisation has been tabled in Parliament.

The national ethics advisory board (commission consultative nationale d’éthique de recherche), which is not to be confused with the research ethics committee, is continuing its work in this field.  An opinion, which will also deal with new developments in the field of genetic engineering, is expected in the Spring of 2001.

1. The Hospitals Act of 28 August 1998 concerns bioethics in several places.

· It places an obligation on all hospitals to establish a hospital ethics committee, possibly in association with another hospital;

· All clinical trials carried out on human beings must be submitted to a national research ethics committee for its opinion;

· It recognises the rights of the patient (specifically to confidentiality, informed consent, access to the file, equality of treatment, complaints procedure.)

· In the case of terminal or incurable ailments, it guarantees that irrespective of any prolongation of life for terminal patients, pain control measures are implemented and terminally ill patients are not left unaccompanied.

2. In February 1999, the special Parliamentary Ethics Commission (the chamber of deputies) elaborated its ‘Preparatory report concerning the orientation debate on palliative medicine, prolongation of life for terminal patients and euthanasia’, independently of the Hospital Act. The orientation debate has just taken place in the middle of March.  Following this debate, the chamber adopted several motions concerning palliative care, specifically to request implementation of a national programme of palliative care, to call for the establishment of palliative care units in hospitals and to invite the Government to support associations working in this field.

However, opinions on euthanasia were divided.

3. In the course of its work, Parliament has relied in particular on the views expressed on euthanasia by the National Ethics Commission (CNE).  In its opinion, the CNE reflects the divergent views of its members who have only arrived at a partial consensus.

4. The work undertaken by the CNE and Parliament, which has been echoed in the press, has aroused public debate, reflected particularly in published letters to the editor in the various organs of the press.

5.  Parallel to this, conferences and debates have been organised by various associations.

THE NETHERLANDS (2001)
Q & A EUTHANASIA

A GUIDE TO THE DUTCH TERMINATION OF LIFE ON REQUEST AND ASSISTED SUICIDE (REVIEW PROCEDURES) ACT 

(debated in the Senate of the States General on 10 April 2001; due to enter into force on a date to be announced)
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Appendices:

I.

The Dutch Termination of Life on Request and Assisted Suicide (Review Procedures) Act (Senate, session 2000-2001, 26 691, no. 137) (debated in the Senate of the States General on 10 April 2001; due to enter into force on a date yet to be decided)
II.

Statistics from:

· the 1996 evaluation of the euthanasia notification procedure, and 

· the 2000 annual report of the regional euthanasia review committees 

III.
Model report for use by doctor following euthanasia or assisted suicide 

Q 1. Why legislate on euthanasia?

A. In the Netherlands, euthanasia is understood to mean termination of life by a doctor at the request of a patient. The Dutch government does not turn a blind eye to the fact that euthanasia happens. The question of whether – and how – criminal liability for euthanasia should be restricted has been the subject of broad political and public debate for the past thirty years. 
The inclusion in the Criminal Code of a special ground for exemption from criminal liability means that doctors who terminate life on request or assist in a patient’s suicide can no longer be prosecuted, provided they satisfy the statutory due care criteria (see Q 3) and notify death by non-natural causes to the appropriate regional euthanasia review committee (see Q 8).

The main aim of the policy is to bring matters into the open, to apply uniform criteria in assessing every case in which a doctor terminates life, and hence to ensure that maximum care is exercised in such cases.

B. Pain, degradation and the longing to die with dignity are the main reasons why patients request euthanasia. Doctors in the Netherlands and in many other countries are increasingly faced with decisions about end-of-life issues. The population is ageing, considerable advances have been made with life-prolonging treatments, and cancer is claiming a rising proportion of victims. Euthanasia does not mean simply desisting from treatment when further intervention is pointless and allowing nature to take its course. This is accepted medical practice, as is the administration of drugs necessary to relieve pain even in the knowledge that they will have the side effect of hastening death. People in the Netherlands do not request euthanasia out of concern at the cost of treatment, since everyone is fully insured under the social security system. 

Q 2. Are doctors now no longer punished for performing euthanasia?
A. Euthanasia (termination of life on request and assisted suicide) is still a criminal offence, but the Criminal Code has been amended to exempt doctors from criminal liability if they report their actions and show that they have satisfied the due care criteria formulated in the Act. The actions of doctors in such cases are assessed by review committees (appointed by the Minister of Justice and the Minister of Health, Welfare and Sport), which focus in particular on the medical and decision-making procedures followed by the doctor. Where a doctor has reported a case and a review committee has decided on the basis of his report that he has acted with due care, the Public Prosecution Service will not be informed and no further action will be taken. But where a review committee finds that a doctor has failed to satisfy the statutory due care criteria, the case will be notified to the Public Prosecution Service and the Health Inspectorate. These two bodies will then consider whether the doctor should be prosecuted (see Q 7).

B. The aim of exempting doctors from prosecution is to ensure that they no longer feel like criminals and can act openly and honestly in relation to requests for euthanasia, provided that their decision-making and medical procedures satisfy the statutory due care criteria. The requirement of prior consultation with a physician who is not otherwise involved in the case and the review procedures constitute important safeguards for patients voluntarily requesting euthanasia in circumstances where they face unbearable suffering with no prospect of improvement. 

Q 3. What are the criteria for assessing whether a doctor has acted with due care?

A. When dealing with a patient’s request for euthanasia, doctors must observe the following due care criteria.

They must:

· be satisfied that the patient’s request is voluntary and well-considered;

· be satisfied that the patient’s suffering is unbearable and that there is no prospect of improvement;

· inform the patient of his or her situation and further prognosis;

· discuss the situation with the patient and come to the joint conclusion that there is no other reasonable solution;

· consult at least one other physician with no connection to the case, who must then see the patient and state in writing that the attending physician has satisfied the due care criteria listed in the four points above;

· exercise due medical care and attention in terminating the patient’s life or assisting in his/her suicide.

B. Since 1 November 1998, regional review committees have been assessing whether doctors’ actions satisfy the criteria which are now stated in section 2 of the Termination of Life on Request and Assisted Suicide (Review Procedures) Act (see appendix I). 

Another important, basic principle established in case law is the existence of a close doctor-patient relationship. A doctor may only perform euthanasia on a patient in his care. He must know the patient well enough to be able to assess whether the request for euthanasia is both voluntary and well-considered, and whether his suffering is unbearable and without prospect of improvement.

Q 4. Do doctors in the Netherlands always comply with requests for euthanasia?

A. No. Two thirds of the requests for euthanasia that are put to doctors are refused. Treatment frequently provides relief, while some patients enter the terminal stage of their illness before a decision has been reached.

B. Doctors are not obliged to comply with requests for euthanasia. Experience shows that many patients find sufficient peace of mind in the knowledge that the doctor is prepared to perform euthanasia and that they ultimately die a natural death.

Q 5. Are doctors obliged to comply with requests for euthanasia?

A. No. Doctors can refuse to perform procedures to terminate life and nurses can refuse to be involved in preparations for euthanasia. Neither doctors nor nurses can ever be censured for failing to comply with requests for euthanasia. 

B. The ability to refuse a request for euthanasia or assisted suicide guarantees doctors’ freedom of conscience. The basic principle underlying the legislation is that patients have no absolute right to euthanasia and doctors no absolute duty to perform it.

Q 6. Why do patients request euthanasia if good palliative and terminal care is available? 

A. The Dutch health care system is accessible to all and guarantees full insurance cover for terminal and palliative care. Unfortunately, even where patients are receiving care of the highest quality, they may still regard their suffering as unbearable and plead with their doctors to terminate their lives. In such cases, euthanasia could represent a dignified conclusion to good palliative care.

B. Palliative care is provided in a variety of settings. First of all, the incurably ill can be cared for in their own homes by general practitioners, district nurses, home health aides and other care providers. If this is not appropriate, they must be admitted to some form of residential accommodation. Traditionally, such residential terminal care has been provided in hospitals and nursing or old people’s homes. Palliative units have existed for many years in Dutch hospitals and there are several dozen nursing homes and terminal wards within old people’s homes. A more recent development is hospices and “home-from-home” units specially designed to cater for incurably ill patients who are unable to spend the remainder of their lives at home. 

Q 7. What is the notification procedure? 

A.

●
The doctor is obliged to notify the municipal pathologist of every instance of death from non-natural causes. In the case of euthanasia or assisted suicide, he compiles a report based on a special model (see Appendix III).

· The pathologist also compiles a report establishing that the patient's death was due to non-natural causes. He sends this to the Public Prosecutor, who must give consent for burial.

· The regional euthanasia review committee receives these two reports, plus a statement by the independent physician consulted by the doctor and any written directive by the deceased (see Q 10). 

· The committee assesses whether the doctor has acted in accordance with the due care criteria (see Q 3). If it concludes that he has, no further action is taken against him.

· If the committee finds that the doctor has not acted in accordance with the due care criteria, it reports its findings to the Public Prosecution Service and the regional health inspector. These two agencies will then consider what action, if any, should be taken against the doctor. 

B. An important feature of the legislation is that the regional review committees (each of which includes a doctor) have discretion to decide whether or not a doctor has satisfied the due care criteria. The reason for this is that research has shown that doctors are more likely to report cases of euthanasia if their own peers have a hand in the initial review of them. Otherwise, they feel that they face the threat of immediate condemnation by the Public Prosecution Service (see Q 9). 

Q 8. What is the procedure for consulting an independent physician?

A. Before the attending physician complies with a request for euthanasia, he must first consult a colleague who is neither connected with him nor involved in treating the patient. The independent physician must see the patient for himself, review the progression of the illness, establish whether the request for euthanasia is both voluntary and well-considered, and communicate his findings to the attending physician in writing.

B. A network has been set up in the Netherlands of general practitioners and other physicians trained to assist doctors facing decisions relating to the terminal stages of life (the SCEN project). Attending physicians dealing with requests for euthanasia should preferably consult one of these doctors. 
Q 9. Who sits on the regional review committees and how do they operate? 

A. There are five regional review committees
 dealing with reported cases of euthanasia or assisted suicide. Each has an odd number of members, including in any event one legal expert (who also chairs the committee), one physician and one expert on ethical issues (see section 3 of the Act). This ensures that proper consideration is given to the legal, procedural, medical and moral aspects of cases. The committees reach their decisions by majority vote. The chairs and the ordinary members are all appointed by the Minister of Justice and the Minister of Health, Welfare and Sport for a period of six years. 

B. The five regional review committees have been in operation since 1 November 1998. Under the new Act, they are no longer obliged to report cases to the Public Prosecution Service if they feel that the statutory due care criteria have been met. The committees are also responsible for the registration of cases of termination of life on request or assisted suicide notified to them. This does not mean, however, that they have taken over the role of the Public Prosecution Service, since their remit goes no further than assessing whether the due care criteria have been met. The Public Prosecution Service is still free to institute an investigation in any case where there is reason to suspect that a crime has been committed. 

Q 10. Does a written directive have the same status as an oral request? 

A. The Act recognises written directives (living wills) as well as oral requests as legitimate forms of request for euthanasia. The recognition of written directives is especially important where a doctor decides to comply with a request for euthanasia in circumstances where the patient is no longer able to express his wishes orally. In such circumstances, a written directive counts as a well-considered request for euthanasia, but its existence can never discharge the doctor from his duty to reach his own decision on the request in the light of the statutory due care criteria. 

B. The doctor must normally give serious consideration to any written directive. The only exception is where he has reason to believe that the patient was not competent to make a reasonable appraisal of his own interests at the time when he signed it. In that case, the directive will not constitute a request for euthanasia within the meaning of the Act. It is important that the doctor and patient discuss the terms of the directive, if at all possible. 

The statutory provision for written directives makes it possible for patients to indicate in advance that they wish their lives to be terminated if they eventually find themselves experiencing unbearable suffering with no prospect of improvement, in circumstances which render them incapable of expressing their wishes personally. Since the Act applies only to termination of life on request, it follows that it is not applicable to patients who have made no advance directive and are unable to decide or express their wishes. The government will make additional statutory provision for this category of patients. 

Q 11. What is the definition of “unbearable suffering with no prospect of improvement”?

A.

●
Suffering is without prospect of improvement if this is the prevailing medical opinion. In other words, if doctors agree that the patient's condition will not improve.

●
It is difficult to establish objectively whether suffering is unbearable. The review committee examines each individual case to establish whether the doctor could reasonably conclude that the patient was suffering unbearably.

B. The doctor and patient must discuss every possible alternative treatment. As long as a feasible alternative is available, there is, in a medical sense, a prospect of improvement. 
This can be assessed objectively. By contrast, the extent to which suffering is unbearable is a highly subjective matter. Nevertheless, where suffering is not obvious either to himself or to the patient’s relatives or carers, the doctor will have to try to imagine what the patient is feeling and – based on his medical experience – attempt to assess his suffering objectively.

Q 12. Does “unbearable suffering” include psychological suffering?

A. If a patient has a psychological illness and his suffering is not primarily caused by a physical complaint, it is difficult to assess objectively whether a request for euthanasia is voluntary and well-considered. In such cases, the attending physician should consult not one but two independent specialists, at least one of whom must be a psychiatrist, and they must personally examine and interview the patient. The doctor may plead force majeure, but such a plea will be treated with great reserve. In most cases, the Public Prosecution Service will institute proceedings, and it will be left to the court to decide whether a plea of force majeure is justified.

B. In 1994, a psychiatrist was convicted of assisting a suicide at the request of a patient whose suffering was psychological (the Chabot judgment), though no penalty was imposed. In upholding the conviction, the Supreme Court held that, if the cause of suffering was psychological, the court must exercise the utmost caution in establishing whether the circumstances constituted force majeure. In April 1995, the Medical Disciplinary Tribunal came to the same conclusion as the Supreme Court and the psychiatrist was reprimanded.

Q 13. Can euthanasia be performed in cases of dementia? 

A. The commonest form of dementia is Alzheimer’s disease, a key symptom of which is forgetfulness. The presence of dementia or some other such condition is not in itself a reason to comply with a request for termination of life or assisted suicide. For some people, however, the very prospect of one day suffering from dementia and the eventual associated loss of personality and dignity is sufficient reason to make an advance directive covering this possibility. Each case will have to be individually assessed to decide whether, in the light of prevailing medical opinion, it can be viewed as entailing unbearable suffering for the patient with no prospect of improvement.

B. In response to questions on this subject in the House, the Minister of Health, Welfare and Sport stated that dementia can make the patient’s quality of life unacceptable if he himself regards his condition in this way, but that even then the doctor must decide whether the patient’s suffering is unbearable and without prospect of improvement in the light of prevailing medical opinion. 
Q 14. But is it not the duty of the doctor to preserve life? 

A. Yes. A doctor's main duty is indeed to preserve life. Euthanasia is not part of the medical duty of care. However, doctors are obliged to do everything they can to enable their patients to die with dignity. They may not administer pointless medical treatments. When all treatment options have been exhausted, the doctor is responsible for relieving suffering.  

B. The 1996 study (see Q 18) showed that doctors in the Netherlands exercise the utmost caution in dealing with end-of-life decisions.

Q 15. Can people come from other countries to seek euthanasia in the Netherlands?

A. This is impossible, given the need for a close doctor-patient relationship. The legal procedure for the notification and assessment of each individual case of euthanasia requires the patient to have made a voluntary, well-considered request and to be suffering unbearably without any prospect of improvement. In order to be able to assess whether this is indeed the case, the doctor must know the patient well. This implies that the doctor has treated the patient for some time (see Q 3). 

B. Granting a request for euthanasia places a considerable emotional burden on the doctor. Doctors do not approach the matter lightly. From this point of view too, longstanding personal contact between the doctor and the patient plays an important role.

Q 16. Can a minor request euthanasia?

A. The Act contains special provisions dealing with requests from minors for termination of life and assisted suicide. The age groups to which it applies mirror the existing statutory provisions regarding consent for medical treatment. The Act allows twelve to fifteen-year-olds to request euthanasia, but requires parental consent for euthanasia to be performed in these cases. By contrast, it permits sixteen and seventeen-year-olds to make such decisions for themselves, although it prescribes that their parents must always be involved in discussions on them. Before complying with requests from minors, doctors must of course always satisfy themselves that the patient’s suffering is unbearable and without prospect of improvement, and that the usual due care criteria have been met.

B. Experience shows that in practice the vast majority of cases of euthanasia (90 per cent) relate to patients with terminal cancer. This is equally true of young people’s requests for euthanasia. In these extremely rare cases, the parents or guardian should normally be able to reconcile themselves with the wishes of the child. The attending physician, the patient and his parent or guardian usually discuss the question at length, and failure to reach agreement is almost unknown.

Q 17. Is Dutch law on euthanasia compatible with international conventions guaranteeing the right to life?

A. The Dutch government does not believe that the new Act conflicts with its duty under international law to defend its citizens’ right to life against violation by government or by  individuals. That duty is laid down, for example, in article 6 of the UN’s International Covenant on Civil and Political Rights (ICCPR) and article 2 of the European Convention on Human Rights (ECHR). What underlies both provisions is respect for life. The conventions deprive government and others of the right to take an individual’s life against his will (except in specified circumstances). 

These provisions are not intended to perpetuate unbearable suffering where there is no prospect of improvement, but rather to offer the individual protection against the violation of his right to life. Neither the wording nor the drafting procedure clarifies what constitutes such unlawful violation. It is generally believed that signatories to the conventions have considerable freedom to interpret their broadly worded provisions within their own national legal systems. However, even if the conventions cannot be interpreted as imposing a general prohibition on the termination of life on request or assisted suicide, the national provisions of signatory states must certainly provide sufficient protection to meet the criterion of “respect for life”. This is the basis of Dutch legislation on euthanasia. Performing euthanasia in response to a voluntary request from a patient does not constitute intentional deprivation of life within the meaning of the articles of the conventions cited above. 

B. Article 2 of the ECHR reads as follows:

(1) Everyone’s right to life shall be protected by law. No one shall be deprived of his life intentionally save in the execution of a sentence of a court following his conviction of a crime for which this penalty is provided by law.

(2) Deprivation of life shall not be regarded as inflicted in contravention of this Article when it results from the use of force which is no more than absolutely necessary: 

(a) in defence of any person from unlawful violence;

(b) in order to effect a lawful arrest (…).

The new Act is therefore not incompatible with international conventions and the most fundamental human rights laid down in them. The Dutch government vigorously endorses these rights, but does not go so far as to forbid individuals to decide for themselves whether or not their lives are worth living. For that reason, suicide is not an offence in the Netherlands, as it is in some other countries. 

Q 18. How willing were doctors to notify cases of euthanasia in 1990-1999?

A. Statistical material obtained by independent research (commissioned by the Dutch government) in 1991 and 1996 into medical action to terminate life showed that there was no question of a “slippery slope”, but that greater openness had on the contrary led to increasing care in the performing of euthanasia (see appendix II). Statistics included in the annual reports of the regional review committees for 1998/1999 and 2000 support this conclusion by showing an increase in the number of notifications by doctors. The Netherlands is the only country in which such research has so far been conducted. A new study is to be launched in 2001. This will evaluate the operation and procedures of the regional review committees, examine factors influencing the willingness of doctors to report euthanasia and assess the latest state of affairs surrounding medical action to terminate life. The last of these will permit comparison with the data from the 1991 and 1996 studies. 

B. The 1996 study included interviews and an anonymised survey of doctors. The results showed no increase in the number of euthanasia cases among vulnerable categories of patients or the less seriously ill. In fact, it showed that the number of cases in which life was terminated without the patient’s request had actually decreased over the 1990-1995 period. At the same time, the number of cases of termination of life on request over that period had not risen disproportionately, although the number of notifications of termination of life on request and assisted suicide had tripled. The existence of the notification procedure had led doctors to consult more frequently with colleagues and to record in writing how they had reached their decisions.
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Appendix I: 
The Dutch Termination of Life on Request and Assisted Suicide (Review Procedures) Act (Senate, session 2000-2001, 26 691, no. 137) (debated in the Senate of the States General on 10 April 2001; due to enter into force on a date yet to be decided)

(als PDF-file kopiëren van IHP)

http://www.minbuza.nl/english/Content.asp?Key=405189&Pad=400025,257638,257708

Appendix II: 
Statistics from: 

the 1996 evaluation of the euthanasia notification procedure, and the 2000 annual report of the regional euthanasia review committees.
Mortality in the Netherlands (population 16 million)
Year                                                                     1990                   1995

2000

Total mortality

                                        128,824                135,675
**

- termination of life on request*                              1.8%                2.4%
**

- assisted suicide*                                                    0.3%                0.3%
**

- termination of life without express request *        0.8%                0.7%
**

Notification behaviour in cases of euthanasia 
Year                                                                   
1990                  1995   

2000

Estimated number of requests                         
8,900                9,700

**

Estimated number of cases per year:

- termination of life on request


2,300                3,600

**

- assisted suicide                                                   242                     238

**

- termination of life without express request
 976                     913

**

Number of notifications                                       486                   1,466
          2,123

Percentage of cases notified


18%                   41% 

**

(* Estimate)

(** Data not yet available)

Appendix III: 
Model report for use by doctor following euthanasia or assisted suicide 

Model report

For the use of the attending physician in notifying the municipal pathologist of a death resulting from euthanasia or assisted suicide as referred to in section 2.

In notifying the municipal pathologist of a death from non-natural causes, i.e. euthanasia or assisted suicide, the attending physician is required to submit a report compiled on the basis of the following model.

N.B. Please give reasons for your answers to the questions. You are free to include additional information in appendices to your report. If you need more space to answer a question in full, please attach an appendix. Please remember to indicate clearly to which question or questions the information contained in each appendix refers.

PERSONAL PARTICULARS OF THE PHYSICIAN

Surname:

Initials: 






sex: M/F

Position:
0 general practitioner 

0 attending physician in nursing home 

0 specialist 


(give specialism)

Name of hospital/institution (where applicable):

Work address:

Postcode:

PERSONAL PARTICULARS OF THE DECEASED

Surname:

Initials: 






sex: M/F

Date of death: 

Age:

Municipality in which death took place:

I. THE CASE HISTORY

1. From what disorder(s) was the patient suffering, and since when?

2. What medical treatments were attempted?

3. Could the patient be cured?

4. What was the nature of the patient's suffering?

5a. Could his/her suffering be relieved?

5b. If so, what was the patient's view of these options?

6. How long do you estimate the patient would have lived had his/her request for euthanasia or assisted suicide not been granted?

II. REQUEST FOR EUTHANASIA OR ASSISTED SUICIDE

7a. When did the patient request euthanasia or assistance with suicide?

7b. When did he/she repeat this request?

8. In whose presence did the patient make this request?

9a. Did the patient leave a living will?

9b. If so, on what date? (please enclose the living will with the report)

9c. If not, why not?

10. Are there any indications that the patient made the request under pressure from or under the influence of others?

11. Was there any reason to doubt that the patient was fully aware of the implications of his/her request and of his/her physical condition at the time he/she made the request?

N.B. The termination of the life of a patient whose suffering was primarily psychological or whose ability to express a well-considered request might have been impaired by, for example, depression or the onset of dementia should be notified in accordance with the procedure for termination of life without the explicit request of the patient. This also applies if the patient was a minor.

12a. Did you consult the nursing staff/the patient's carers about terminating the patient's life?

12b. If so, whom did you consult and what was their view?

12c. If not, why not?

13a. Did you consult the patient's family about terminating his/her life?

13b. If so, whom did you consult, and what was their view?

13c. If not, why not?

III. CONSULTATION

14. Which physician(s) was/were consulted?

15a. In what capacity?

(general practitioner, specialist, psychiatrist, other, i.e. ……)

15b. Was/were the physician(s) attending the patient?

15c. What is their relationship to you?

16a. When did the physician(s) examine the patient?

16b. If the physician(s) did not examine the patient, why not?

17. N.B. Please enclose the written report compiled by the consultant physician(s) confirming that the patient had no prospect of improvement, that his/her suffering was unbearable, and that his/her request was both explicit and well-considered.

If the physician(s) did not compile a written report: what were their findings in respect of the points referred to above?

IV. PERFORMANCE OF EUTHANASIA OR ASSISTANCE WITH SUICIDE

18a. Was this a case of: 

0 euthanasia (proceed to question 18b)

0 assistance with suicide?

18b. Who actually performed euthanasia?

19. What substances were used, and how were these administered?

20. Did you seek information on the method to be applied, and if so, from whom?

21. Who else was present when the patient died?

V. OTHER COMMENTS

22. Do you have any other comments you wish to make to the regional review committee?

Date: 

Name:

Signature:

� The five regions are: Groningen, Friesland and Drenthe; Overijssel, Gelderland, Utrecht and Flevoland; North Holland; South Holland and Zeeland; North Brabant and Limburg.





