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THIS	PRESENTATION	

•  BACKGROUND:	human	progress	in	control	over	life	

•  WHAT	IS	THE	‘BELGIAN’	MODEL	OF	INTEGRAL	END-
OF-LIFE	CARE	WITH	EUTHANASIA	EMBEDDED	IN	
PALLIATIVE	CARE	(PC)	

	
•  EPIDEMIOLOGICAL	FACTS	ON	THE	‘BELGIAN’	MODEL		

•  RESPONSES	TO	THE	DOCTRINAL	ARGUMENTS	
AGAINST	INTEGRAL	END-OF-LIFE	CARE	

•  A	GLIMPSE	INTO	THE	FUTURE	



THE	LARGER	PICTURE:		
HUMAN	PROGRESS	IN	CONTROL	OVER	LIFE	

•  BEGINNING	OF	LIFE:	
	-	contracep)on	
	-	abor)on	
	-	assisted	procrea)on	

	
•  END	OF	LIFE	

	-	pallia)ve	care	
	-	assisted	dying		



 
 

End-of-Life	
Care	Research	
Group	
				

The	Netherlands:	
1990-2002:	regulated	
tolerance	

Law:	April	2002	

Belgium:	May	
2002	

Luxembourg:	March	
2009	

Benelux	=	
prototype	
laboratory		
of	a	worldwide	
evoluFon?	

C
Q

 2014	Québec,	Canada,	June	Law	on	
end-of-life	care:	
Right	to	
-  PalliaFve	Care	
-  Medical	Aid	in	Dying	
2016	Canada:	Med	Ain	in	Dying	
	



			 	=	Inten%onally	termina%ng	the	life	of	another	person,	at	this	
person’s	request.	

Euthanasia	legal	under	2002	Belgian	Law	if:	
	
SUBSTANTIVE	
•  Repeated	consistent	request,	under	no	external	pressure,	in	wri)ng	(+	

witnessed	wri]en	advance	direc)ves	for	the	case	of	irreversible	
incompetence).		

•  ‘’Intolerable”	and	irreversible	suffering,	physical	and/or	mental	
•  Caused	by	an	irreversible	medical	condi)on		
•  Competent	adult	pa)ent	
PROCEDURAL	
•  Duly	informed	of	alterna)ves,	including	PC	
•  Carried	out	by	MD,	acer	consulta)on	of	nursing	team	and	a	competent	

colleague’;	MD	present	)ll	death		
•  If	pa)ent	not	expected	to	die	within	foreseeable	future,	2	colleagues	

must	be	consulted	and	a	moratorium	of	1	month	respected	
•  Reported	to	Federal	Control	&	Evalua)on	Commission	for	accountability		

the underlying  ethics of the 
Law are PROCEDURAL 

rather	than	PRESCRIPTIVE	or	
NORMATIVE:	

	

EU	-	EUTHANASIA			



PALLIATIVE	CARE	AS	A	GATEKEEPER	
FOR	EAS?	

•  Obligatory		consulta)on	of	PC	before	EAS	was	
proposed	in	the	run-up	to	the	2002	law	in	
Belgium		

•  This	amendment	was	not	enacted	because	
too	burdensome	for	the	pa)ent	

•  Anyway:	professional	PC	involved	in	70%	of	
euthanasia	cases	



Mul)disciplinary	preambles	to	
euthanasia	



Euthanasia	part	&	parcel	of		
PalliaFve	Care	in	Belgium	

	
	
	
	
	
	
	
	

•  2003:	Flemish	Federa)on	for	PC	
posi)on	paper:	

	“…Pallia%ve	care	and	euthanasia	
are	neither	alterna%ves	nor	
antagonis%c.	(…)	Euthanasia	may	
(…)	be	part	of	pallia%ve	care	(…).		
Caregivers	are	fully	en%tled	to	
ethical	limita%ons,	but	they	must	
be	expected	to	state	these	
limita%ons	candidly,	clearly,	and	
above	all	in	due	%me.”		

										

= so far unique 
in the world 

Paradoxical ? 
An oddity of 

Belgium ? 







Integral	
End-of-Life	Care	

Integral	PalliaFve	Care	

Euthanasia	

The	Belgian	Model	of	End-of-Life	Care	

ConvenFonal	
PalliaFve	
Care	

All	deaths	

>50%	

~1,2%	~3,4%	



EPIDEMIOLOGICAL	FACTS		
ABOUT		

EUTHANASIA	AND		
	DEVELOPMENT	OF		
PALLIATIVE	CARE	
IN	FLANDERS	



 

 

Euthanasia related PC related Federal public funding of PC 
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InflaFon-adjusted	yearly	federal	expenditure	for	palliaFve	
care	services	in	Belgium	~10%/yr	
.	(Norm	for	health	care	=	2%)	
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InflaFon-adjusted	yearly	federal	expenditure	
for	palliaFve	care	services	in	Belgium:	

breakdown	by	place	of	care	
	

PC	at	home		

PC	in	hospital	

PC	in	HRS	
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Demand-driven!	



	
Per	capita	parFcipants	in	European	AssociaFon	for	

PalliaFve	Care	conferences		
2002	–	2005	

	



Spiritual/existenFal	(SPEX)	care		
in	euthanasia	cases	

0.2

1.9

3.8

0
1
2
3
4
5
6
7
8
9

10

to a (very)
small extent 

averaged to a (very)
large extent

spiritual or existential care

% 
pa

tie
nt

s w
he

re
 d

ec
isi

on

euthanasia / PAS

VUB	Brussels	
End-of-life	Care	
Research	Group	

Van	den	Block	L,	et	al.	How	are	euthanasia	ad	other	medical	end-of-life	decisions	related	to	the	care	provided	in	
the	final	three	months	of	life?	Br	Med	J	2009	Jul;339:b2772	

in	cases	of	euthanasia	2	x	more	intensive	than	average-intensity	SPEX	





Recap	&	Conclusion	

•  Euthanasia	part	&	parcel	of	pallia)ve	care	
•  Not	only	in	Belgium:	

		-	in	Oregon	and	Washington,	over	70%	of	
	cases	of	assisted	suicide	occur	acer	a	PC	
	trajectory	
	-	Québec	legislature	has	enacted	
	comprehensive	Medical	Aid	in	Dying	law,	
	including	PC	and	euthanasia	



PC-DOCTRINAL	ARGUMENTS	
AGAINST		

INTEGRAL	PALLIATIVE	CARE	
	

1.  Epistemological:	«	epidemiological	evidence	
irrelevant	in	norma)ve	debate	»	

2.  Historical:		«	PC	founded	to	prevent	euthanasia	»	
3.  Doctrinal:	the	WHO	defini)on	is:		«	PC	intends	

neither	to	prolong	nor	to	shorten	life	»	
4.  Ethical:	«	doctors	don’t	kill	»		
5.  Pragma%c:	-	«	PC	is	by	defini)on	meaningful,	

never		fu)le	»	
	

		



1.	EPISTEMOLOGICAL:	«	epidemiological	
evidence	irrelevant	in	norma)ve	debate	»	

	

«	No	amount	of	empirical	data	can	lead	to	the	
norma%ve	conclusion	that	integral	end-of-life	
care	is	acceptable	»	
	
à This	disqualifies	evidence	and	posits	that	
doctrine	trumps	fact		

	
	



2.	HISTORICAL:	«	PC	founded	to	
prevent	euthanasia	»	

• So	what?	History	evolves	
•  In	those	days,	euthanasia	was	
largely	unvoluntary	

• Surgery,	women	and	indeed	
pallia)ve	care		were	excluded	
from	medicine	by	the	Hippocra)c	
Oath	



HIPPOCRATIC	OATH	

•  “Neither	will	I	administer	a	poison	to	anybody	
when	asked	to	do	so,	nor	will	I	suggest	such	a	
course”	=	out	of	concern	that	physicians	could	be	
employed	as	poli%cal	assassins	

•  “I	will	not	use	the	knife,	not	even,	verily,	on	
sufferers	from	stone”	excludes	surgery	

•  “	….	instruc)on	to	my	own	sons,	the	sons	of	
my	teacher….”	no	place	for	women	



3.	DOCTRINAL:	WHO	defini)on	of	pallia)ve	care:		
«	it	INTENDS	neither	to	prolong	nor	to	shorten	life	»	

	
	

•  WHO	is	only	one	of	the	many	defini)ons	
of	PC	

	
•  Inten%on	is	a	poor	ethical	yards)ck	:			

	-	inten)on	is	complex,	mul)ple	and			
				 	elusive	
	-	it	encourages	abuse	of	the		‘double-	
	 	 	effect	principle’	
		



4.	ETHICAL:	FoundaFons	of	PC	and	
Legalised	Euthanasia	

Palliative Care Legalisation of 
Euthanasia 

Clinical Relief of suffering 
Prevention of medical 

futility 

Relief of suffering  

Prevention of palliative futility   

Ethical 1. Beneficence 

2. Patient autonomy  
1. Patient autonomy 

2. Beneficence 
 

Life stance of 
advocates 

Often religious Often agnostic/atheistic 

Potential for abuse Palliative futility Slippery slope 

Public support Universal 
 

Massive in ‘advanced’ 
countries 

 



5.	PRAGMATIC	:			
a)	«	PC	is	never	fu)le	»	

	
	

	Who	is	the	one	to	decide	this?		
	If	physician,	contrary	to	PC	tenet	of	
	pa)ent	central	posi)on	



5.	PRAGMATIC	:	
b)	What	If	EAS	is	excluded	from	PC	in	

EAS	permissive	jurisdic)ons?	

•  If	EAS	is	carried	out	only	by	caregivers	less	
competent	for	EOL	care:		

1)  pa)ents	who	want	the	possibility	of	EAS	will	tend	
to	shun	professional	PC	and	thus	not	receive	
op)mal	EOL	care.		

2)  EAS	will	likely	be	less	prac)ced	in	a	spirit	of		
	‘total	care’.		

è Thus,	the	overall	quality	of	all	EOL	care	stands	to	
decline	



THE	DIRE	PREDICTIONS	THAT	
DID	NOT	MATERIALISE	







A	GLIMPSE	INTO	THE	FUTURE		
Historic	comparison	of	Abor)on	and	Euthanasia	

AborFon	 Euthanasia	

Professional	Body	 Interna)onal	Federa)on	of	
Obstetrics	and	Gynaecology	
(FIGO)	

European	Associa)on	
of	Pallia)ve	Care	
(EAPC)	

History	of	Rejec)on	 <1998:	Rejec)on	 1995:	Rejec)on	
2003,	2015:	
“Euthanasia	should	
not	be	part	of	PC”	

Change	of	Stance	 “…a	woman’s	right	to	
autonomy	jus)fies	the	
provision	of	safe	abor)on	…	
acer	appropriate	counselling,	a	
woman	[has]	the	right	to	…	
abor)on	…	the	health	care	
service	[has]	an	obliga)on	to	
provide	such	services	as	safely	
as	possible.”			

	
	
	
	 Likely	future:		
integral		
end-of-life	care	







THANK		YOU	!		
	
	

Jan	Bernheim	MD	PhD		
	

jan.bernheim@vub.ac.be	






