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Resumen 

 nivel mundial, los Países Bajos tienen la experiencia más amplia en la regulación de la eutanasia 

voluntaria y el suicidio asistido. A grandes rasgos, se pueden distinguir tres fases: en 1968-1985 

se debatió vivamente la eutanasia pero, como era ilegal, en el mejor de los casos se toleró. En esa fase, 

los cristianos protestantes brindaron un apoyo esencial. Desde 1985, a partir de un veredicto de la Corte 

Suprema, la eutanasia se toleró y legalizó oficialmente en dos pasos en 1994 y 2002, respectivamente. 

Luego, las cifras se estabilizaron hasta 2006. El inicio de la tercera fase fue en 2007. Desde ese año, 

las cifras se triplicaron y se aceptaron nuevas patologías como motivo para la eutanasia. Se establecie-

ron equipos de eutanasia que la realizan sin una relación previa médico-paciente. En retrospectiva, 

podemos decir que la legalización de la eutanasia no solo reguló la práctica existente, sino que también 

condujo a una atmósfera cultural en la que la eutanasia, de un último recurso para prevenir una muerte 

terrible, se convirtió en una forma predeterminada de morir. 

Palabras clave: Eutanasia, Países Bajos, Procedimiento de revisión, Protestantismo, Religión, Ética. 

Abstract 

lobally, the Netherlands has the broadest experience with regulating voluntary euthanasia and 

assisted suicide. Roughly, three phases may be distinguished: in 1968-1985 euthanasia was viv-

idly debated but, as it was illegal, it was at best tolerated. In that phase, Protestant Christians provided 

essential support. Since 1985, beginning with a verdict of the Supreme Court, euthanasia became offi-

cially tolerated and legalized in two steps in 1994, and 2002, respectively. The numbers then stabilized 

until 2006. The onset of the third phase was in 2007. Since that year, the numbers more than tripled, 

new pathologies were accepted as a reason for euthanasia, the number of people with a long life expec-

tancy increased, and mobile euthanizing teams were established that provide euthanasia without a prior 

doctor-patient relationship. In hindsight, we can say that the legalisation of euthanasia not only regu-

lated existing practice, but also led to a cultural atmosphere in which euthanasia, from a last resort to 

prevent a terrible death, became a default way to die. 

Keywords: Euthanasia, the Netherlands, Review procedure, Protestantism, Religion, Ethics. 
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I.  INTRODUCTION  

Decades of discussion preceded the legalization of euthanasia in the Netherlands in 2002. In 

1969, psychiatrist Jan Hendrik van den Berg had initiated the discussion with his book 

Medische macht en medische ethiek (Medical Power and Medical Ethics).3 Using graphic 

illustrations of severe and needless suffering, the author argued that a medicine that has made 

rigorous progress in prolonging life should also have the courage to end it, if necessary by 

active means. In 1972 the Dutch Right to Die society NVVE was founded and soon became 

the largest organization of its kind in the world. Another decade of discussions followed, with 

an extensive ‘under-the-radar’ practice. In 1984, in the Schoonheim verdict, the Supreme 

Court acquitted a physician who had performed euthanasia. The court’s motivation was that 

the physician was in a conflict of duties and acted in accordance with guidelines set by the 

Royal Dutch Medical Association (RDMA).4 In 1985, after a report of the State Commission 

on Euthanasia was published, a consensus gradually developed according to which a doctor 

who performed euthanasia and reported their action to the Public Prosecutor would not be 

prosecuted if certain conditions were met.5 ‘Euthanasia’ from then on, was defined as ‘active 

life termination at the patient’s request.’ 

In 1994, existing practice got a first legal basis within the existing Burial and Cremation 

Act. Euthanasia remained punishable but if it was carried out in accordance with a set of due 

care criteria, the physician would be exempt from prosecution. The due care criteria were: 

a) the doctor was convinced that the patient had made a voluntary and well-considered 

request; 

b) the doctor was convinced that the patient’s suffering was unbearable, and that there 

was no prospect of improvement; 

c) the doctor had informed the patient about their situation; 

d) the doctor and the patient had together come to the conclusion that there was no rea-

sonable alternative for the patient’s situation; 

e) the doctor had consulted at least one other, independent physician, who must have 

seen the patient and given a written opinion on the due care criteria referred to above; 

f) the doctor terminated the patient’s life or provided assistance with suicide with due 

medical care and attention. 

The Public Prosecutor would assess each case in hindsight. Before the Prosecutor had con-

cluded that the criteria had been met, doctors could not be sure that there would be no prose-

cution. Given the large number of reports, the need for specialised knowledge in assessing 

 
3 J.H. VAN DEN BERG, Medische macht en medische ethiek, Nijkerk: Callenbach, 1969. 
4 H.A.M. Weyers, Euthanasie: het proces van rechtsverandering, Groningen, Rijksuniversiteit Groningen, 2006); 

J. THOMAS, Dutch Court Acts on ‘Right to Die,’ in New York Times, (November 28 1984); S. GEVERS, Euthanasia: 

law and practice in The Netherlands, in British Medical Bulletin 22, 2, (1996), pp. 326-33. 
5 STAATSCOMMISSIE EUTHANASIE, Rapport van de Staatscommissie Euthanasie, Den Haag, Staatsuitgeverij, 1985. 
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them, and the broadly felt wish to further decriminalize the procedure, the Government de-

cided in 1998 that most of the Prosecutor’s task would be taken over by five Regional Review 

Committees, consisting of a lawyer, a doctor, and an ethicist. The committees formulated a 

draft decision but the Prosecutor had to make the final decision. 

It should be noted that some other potential criteria were debated over the years but not 

included. These were: a lasting patient-doctor relationship; that the patient should administer 

the drugs him- or herself; that a patient should be fully competent and conscious when the life 

termination is performed; that the next of kin should be informed and/ or consulted prior to a 

euthanasia; that the patient’s request, apart from being well-informed, should be lasting; that 

the attending physician should be able to provide alternative options, if applicable, and not 

only euthanasia; and that the patient had to suffer from a physical illness. Perhaps most im-

portantly (and unlike in all other jurisdictions outside the Benelux-countries that legalized 

assisted dying), the Dutch included no ‘foreseeable natural death’ criterion. During the first 

years of the review procedure, some of these potential criteria functioned de facto as shadow-

criteria. 

The year 2001 saw the second and final arrangement when the Dutch Parliament accepted 

a fully-fledged Euthanasia Act.6 The most important new element in this law is that the task 

of the Review Committees was made judicial instead of advisory. With the Prosecutor put at 

a distance, the reporting procedure was believed to be less stressful for physicians. 

The Euthanasia Act exemplifies a kind of Dutch pragmatism that also underlies other lib-

eral laws (such as those regulating gay rights, soft drugs, and prostitution). Rather than leaving 

certain practices under the radar, the Dutch believe in procedures based on transparency, fea-

sibility, and compromise. Importantly, however, euthanasia remains a criminal offence and 

can be punished with an imprisonment of up to twelve years. Paradoxically, Dutch doctors 

are legally obliged to provide evidence for their potential prosecution.  

The enactment of the Euthanasia Act in 2002 was the beginning of a relatively quiet period, 

aided by the conclusion of a Governmental Evaluation in that same year that the numbers had 

been stable for some years.7 The next evaluation, based on data from 2005 and published in 

2007, corroborated these findings.8 The numbers remained stable and there was a significant 

increase in the willingness to report. Euthanasia advocates and sceptics alike were impressed 

by these findings. In international fora, many concluded that other countries might safely fol-

low the Dutch experiment.  

II. DEVELOPMENTS 2007-2021 

That example has become increasingly contested in recent decades. After the initial stabi-

lisation, important changes occurred: a rise in the numbers, a shift in the pathologies (with a 

corresponding expansion of patients’ natural life expectancy), the occurrence of euthanasia 

without a prior doctor-patient relationship, and, on the whole, the normalisation of euthanasia. 

I will highlight these changes with my personal experiences in mind: in the period 2005-2014, 

 
6 In full: the ‘Termination of Life on Request and Assisted Suicide (Review Procedures) Act.’ H.A.M. Weyers, 

Euthanasie: het proces van rechtsverandering, Groningen, Rijksuniversiteit Groningen, 2006. 
7 G. VAN DER WAL, A. VAN DER HEIDE, B.D. ONWUTEAKA-PHILIPSEN, P.J. VAN DER MAAS, Medische besluitvorming 

aan het einde van het leven. De praktijk en de toetsingsprocedure euthanasie, Utrecht, De Tijdstroom, 2003. 
8 B.D. ONWUTEAKA-PHILIPSEN, J.K.M. GEVERS, A. VAN DER HEIDE, J.J.M. VAN DELDEN, Evaluatie Wet toetsing 

levensbeëindiging op verzoek en hulp bij zelfdoding, Den Haag, ZonMw, 2007. 
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I was a member of a Review Committee and reviewed almost 4,000 cases. I was therefore 

able to monitor and evaluate the developments since 2007 personally and intensely. 

II.1. The numbers 

From about 2007, the numbers show a steady increase and have now quadrupled from 1,923 

in 2005 to 7,666 in 2021.9 Some argued that the increase reflects developments in the overall 

mortality, but that number went up by only 25% during that same period.10 Neither can the 

increase be attributed to insufficient palliative care: in recent decades, significant progress 

was made and gradually a level of palliative care was reached that is comparable to that found 

in other European countries.11 The 2007 Governmental Evaluation (based on data of 2005) 

even attributed the decrease in the euthanasia numbers to improvements in palliative care.12 

Since then, shortly interrupted in 2018 due to some court cases, the numbers show a steady 

increase. 

 

Table 1. Reported cases 2000-2021. 

In their 2021 Annual Report, the Review Committees conclude that in 2021 4.5% of all 

deaths in the Netherlands were the consequence of euthanasia. For several reasons, that num-

 
9 REGIONAL REVIEW COMMITTEES EUTHANASIA, Annual Reports 2002-2021, Den Haag, Ministerie van Volksge-

zondheid, 2003-2022. 
10 From 136,402 in 2005 to 170,839 in 2021. Source: STATLINE (Dutch Bureau of Statistics CBS), 

https://opendata.cbs.nl/#/CBS/nl/. All websites in this article last accessed on May 2, 2022. 
11 THOMAS LYNCH, STEPHEN CONNOR, DAVID CLARK, Mapping Levels of Palliative Care Development: A Global 

Update, Journal of Pain and Symptom Management 45,6, (June 2013), pp. 1094-1107, 

http://dx.doi.org/10.1016/j.jpainsymman.2012.05.011. 
12 B.D. ONWUTEAKA-PHILIPSEN, J.K.M. GEVERS, A. VAN DER HEIDE, J.J.M. VAN DELDEN, Evaluatie Wet toetsing 

levensbeëindiging op verzoek en hulp bij zelfdoding, Den Haag, ZonMw, 2007. 
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ber may be an underestimation. First, it is an estimated percentage of all deaths, but not all 

deaths are preceded by illnesses. About one-third of all deaths are unforeseen deaths: trauma, 

CVA, cardiac arrests, etc., or are preceded by a very short period of illness (e.g., Covid-19).13 

In terms of patients with illnesses, euthanasia would probably come closer to 6 or 7% of all 

deaths. 

In addition, periodical governmental evaluations estimate that the real number of euthana-

sia cases may be higher. Based on anonymous surveys, the 2017 evaluation estimated that in 

2015 as many as 1,300 deaths went unreported, adding up to the 5,500 cases being reported 

in that year. Part of this grey zone may be connected to the relatively high numbers of pallia-

tive sedation: in 2017 alone, at least 34,000 patients received palliative sedation, which is 

22.6% of all deaths in that year.14 Since according to RDMA-guidelines patients receiving 

palliative sedation receive no nutrition or hydration, it is well possible that part of the reported 

grey zone consists of patients who, rather than dying while being sedated, die from being 

sedated.15 

Thirdly, part of the relatively low national numbers is caused by the fact that in some Dutch 

regions euthanasia is hardly practiced. In recent research it was found that in the three Dutch 

municipalities with the highest euthanasia incidence, euthanasia occurred 17.03 times more 

often than in the three municipalities with the lowest euthanasia percentage. In high-incidence 

districts in Amsterdam, euthanasia accounted for 14.43% of all mortality in 2017.16  

Fourthly and finally, the numbers continue to rise. When presenting the 2021 annual re-

port, chairman Jeroen Recourt of the Regional Review Committees indicated that in the first 

months of 2022 the numbers had continued to rise.17 

II.2. Pathologies 

In the early years of Dutch euthanasia practice the lion’s share of cases occurred in a context 

of terminal illness (cancer, progressive neurological diseases), days or weeks before a nat-

ural death would have incurred, and with a family doctor performing the act. In the review 

procedure, these were referred to as ‘traditional euthanasia cases,’ roughly equivalent to the 

categories of patients for whom assisted dying is now under consideration in various coun-

tries worldwide. As can be seen from tables 2a and 2b, the Dutch have now entered a dif-

ferent phase, one in which the relatively biggest increase is non-cancer patients: from being 

the basis of suffering in 88% of the euthanasia cases in 2002, this number went down to 

61% in 2001: 

 
13 PZNL, Kerncijfers palliatieve zorg, Den Haag, PZNL, 2019, p. 8, https://bit.ly/3w1b2tO 
14 STICHTING FARMACEUTISCHE KENGETALLEN, Toename palliatieve sedatie in thuissituatie bedraagt 5%, 2019. 

https://bit.ly/3y8a0z2. 
15 Given the similarities between euthanasia and palliative sedation, Chairman Wim Distelmans of the Belgian 

Federal Control and Evaluation Commission advocates a reporting procedure for palliative sedation which 

would be similar to the one required in euthanasia. Cf. W. DISTELMANS, Euthanasie: trage euthanasie of sociale 

dood?, Antwerpen, Houtekiet, 2017. 
16 STEF GROENEWOUD, THEO BOER, FEMKE ATSMA, MINA ARVIN, GERT WESTERT, Euthanasia in the Netherlands: 

a claims data cross-sectional study of geographical variation, in BMJ Supportive & Palliative Care 2021; 0:1–

11. https://doi.org/10.1136/bmjspcare-2020-002573. 
17 MARTEN VAN DE WIER, Nog nooit kregen zoveel mensen euthanasie, in Trouw, (March 21, 2022), 

https://bit.ly/3MEDJ6y 
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Figures. 2a and 2b. Medical pathology underlying euthanasia in the Netherlands, 2002 and 2021.18 

Category ‘other’ in 2002 may include incidental cases of psychiatry and dementia. 

II.3. Life expectancy 

The context for the public acceptance of euthanasia in the pioneering years was the conviction 

that euthanasia may sometimes be a justifiable option in patients whose natural death is ex-

pected within days or weeks. But even then, dying patients were not the only category of 

patients for whom euthanasia was advocated. A number of legal rulings since the 1970s, no-

tably the Wertheim, Schoonheim, and Chabot cases, were about patients whose natural and 

unavoidable deaths were not reasonably foreseeable.19 In 1985, the two largest Protestant de-

nominations addressed the existence of a ‘psychologically terminal stage’.20 But although a 

foreseeable death was never officially part of the guidelines, there was a broadly shared trust 

that physicians in the case of nonterminal patients would act with restraint.  

From about 2007 on, a shift in the life expectancy of people receiving euthanasia became 

apparent. In 1991, the five yearly governmental evaluations estimated that in 1990 1% of 

 
18 The numbers in 2002: cancer 1658, heart- vascular 28, neurological 61, pulmonary 40, other (including inci-

dental cases of psychiatry and dementia 95). In 2021: cancer 4,684, heart- and vascular 349, neurology 501, 

pulmonary 237, dementia 215, psychiatry 115, combination 1,053, age related 307, and other 205. 
19 H.A.M. Weyers, Euthanasie: het proces van rechtsverandering, Groningen, Rijksuniversiteit Groningen, 2006. 
20 We will come back to the role and position of Protestant churches and theologians below. 
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those who died from euthanasia had more than half a year to live.21 Twenty-five years later, 

this percentage had increased to 8%.22 In absolute numbers, this was an increase from 27 to 

544 per year. Whereas the evaluations do not specify this category more precisely, my own 

anonymized notes do. Of all the patients whose dossiers I saw in the period 2005-2014, and 

whose life expectancy exceeded six months (in total 259 report), the average life expectancy 

was 4.2 years. Of these patients, 41 had a life expectancy of ten years or more, with an average 

of 13 years.  

II.4. Mobile euthanizing teams 

Traditionally, a long-standing doctor-patient relationship was a crucial feature in Dutch eu-

thanasia practice; it was widely considered to be one of the warrants for a careful practice. 

The shadow side of the system of family doctors is that some patients with a euthanasia re-

quest will find out that their regular physician will not provide euthanasia for professional, 

emotional, or religious reasons.23 Other doctors may not be opposed to euthanasia per se, but 

refuse to help their patient in this particular situation: some do not think a patient’s suffering 

is unbearable or hopeless, others will only euthanize patients who are terminally ill, yet others 

are hesitant given the complexity of a case. Out of concern for these patients, the Dutch Vol-

untary Euthanasia Society (NVVE) founded the End of Life Clinic in The Hague. Initially it 

was funded by endowments, but since then it has generated enough income from insurance 

companies to cover the expenses.  

The Clinic, which was renamed Euthanasia Expert Centre in 2019, opened its doors in 

early 2012. It holds a building but is not a Clinic in the technical sense: it employs a network 

of mobile teams who visit patients in their homes or institutions and who perform euthanasia 

on site. In 2012, the year in which the Centre opened, 53 patients received euthanasia. In 2021 

that number had gone up to 1,123 patients.24 All this does not mean that the Centre just pro-

vides euthanasia to anyone: in 2020, only 28% of the patients who requested euthanasia had 

their wish carried out by the Centre’s teams.25 The Centre now employs about 60 teams that 

consist of a physician and a nurse and that operate nationwide. A team sees a patient at least 

once before making a ‘go’ or ‘no-go’ decision. Normally, one or two other encounters will 

follow. The fact that these physician-patient relationships can be intense and warm alters 

nothing to the fact that a death wish forms their sole basis. Its doctors adopt diagnoses reached 

by the patient’s previous physician and do sometimes suggest treatment, but their main in-

 
21 P.J. VAN DER MAAS, J.J.M. VAN DELDEN, G. VAN DER WAL, L. PIJNENBORG, Medische beslissingen rond het 

levenseinde: het onderzoek voor de Commissie Onderzoek Medische Praktijk inzake Euthanasie, Den Haag, Sdu 

Uitgeverij, 1991); T.A. BOER, De derde evaluatie van de Wet Toetsing Levensheide en Hulp bij Zelfdoding: 

over de relatie van empirie, normativiteit en politiek, in Tijdschrift voor Gezondheidszorg en Ethiek 27,4 (2017), 

pp. 98-104. 
22 Of the 2,111 ‘ordinary’ cases (cases that my committee was the first to assess) that I saw in 2010-14, 8.7% (184 

patients) had a life expectancy of more than six months. 
23 The 2017 evaluation found out that the percentage of physicians who will never perform euthanasia is up from 

11% in 2001 to 19% in 2016, B.D. ONWUTEAKA-PHILIPSEN, J. LEGEMAATE, A. VAN DER HEIDE, J.J.M. VAN 

DELDEN, Derde evaluatie Wet toetsing levensbeëindiging op verzoek en hulp bij zelfdoding, Den Haag: ZonMw, 

2017. This number does not include psychiatrists. Of psychiatrists, a 63% majority indicate that they will never 

perform euthanasia, a number up from 53% in 1995. 
24 REGIONAL REVIEW COMMITTEES EUTHANASIA, Annual Report 2021, Den Haag, Ministerie van Volksgezond-

heid, 2022. 
25 Expertisecentrum Euthanasie, 2020: veel mensen geholpen, ondanks beperkingen corona, 2021, 

https://bit.ly/3ORGcfR 
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volvement is with the decision and potential execution of a euthanasia request. The Centre 

has neither the funding nor the expertise to offer any form of treatment. In recent years its 

doctors also provide expertise and support to the patient’s own doctor in a trajectory towards 

euthanasia. This seems a Herculean task since the number of physicians willing to provide 

euthanasia is decreasing.  

II.5. Other developments 

As we write, cases accepted by the Review Committees continue to be contested by many: 

euthanasia in accumulated age related complaints, in psychiatry, and in exceptional cases such 

as blindness, autism, grief, or unemployment in combination with a medical condition. Doz-

ens of cases of ‘euthanasia for two’ take place annually. In the past decade we have seen 

heated debates about ‘completed life,’ i.e., assisted suicide for elderly people without serious 

medical complaints who are suffering from detachment, alienation, or loneliness.26 After the 

Supreme Court acquitted a physician who euthanized an dementia patient on the basis of an 

advance directive in April, 2020, the Review Committees adapted their ‘Euthanasia Code’ so 

as to include incompetent patients with an advance directive. Still, most physicians are un-

willing to perform euthanasia in patients who are no longer aware of what is going on. Other 

discussions are taking place about euthanasia for children aged 1-11. As for the latter two 

categories, the inclusion of partially or fully incompetent patients would break up the consen-

sus about ‘euthanasia being on request only,’ and could mark a move back to euthanasia as 

‘mercy killing.’ 

III. PROTESTANT CHRISTIANS AND EUTHANASIA 

Euthanasia in the Netherlands cannot be understood without considering the role of Protestant 

Christians.27 Psychiatrist Jan Hendrik van den Berg, who started the discussion in 1969, was 

a liberal Protestant and published his pamphlet Medical Power and Medical Ethics with an 

orthodox Protestant publisher. In as early 1972, and partly based on Van den Berg, the Dutch 

Reformed Church (little less than the nation’s state church at the time) issued a report in which 

it advocated euthanasia, thereby probably being the first denomination globally to provide 

theological arguments for euthanasia.28 It presented euthanasia not only as a response to un-

bearable suffering but also as an instrument to prevent healthcare from becoming unafforda-

ble. Their Reformed sister church published a report in 1984, Euthanasia and Pastoral Care, 

in which it also embraced euthanasia. 29 It argued that God’s commandments, including the 

offense to kill, are not intended to maintain ‘unworthy’ situations. Commandments exist for 

the sake of humans, not the other way around. The argument that a natural death is the norm 

 
26 MINISTERIE VAN VOLKSGEZONDHEID, Kamerbrief met kabinetsreactie en visie op burgerinitiatief Voltooid Leven. 

Den Haag, 2016, https://bit.ly/38N1CKM 
27 THEO BOER, STEF GROENEWOUD, Dutch Reformed support for Assisted Dying in the Netherlands 1969-2019: 

An Analysis of the Views of Parishioners, Pastors, Opinion Makers, and Official Reports of the Protestant 

Church in the Netherlands, in Journal of the Society of Christian Ethics (JSCE) 41, 1 (spring/summer 2021), 

125-47, https://doi.org/10.5840/jsce202161143. 
28 NEDERLANDSE HERVORMDE KERK, Euthanasie. Zin en begrenzing van het medisch handelen, The Hague, 

Boekencentrum, 1972. 
29 GEREFORMEERDE KERKEN IN NEDERLAND, Euthanasie en pastoraat, The Hague, Boekencentrum, 1988. 
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was also debunked: ‘Nature is not God.’ Ground breaking in this 1984 report was its early 

defense of euthanasia in patients with psychiatric disorders. Their sister Reformed denomina-

tion soon accepted this same position. 

Apart from mainstream Protestant denominations, the role of Protestant ethics professors 

should be mentioned. In 1972, the Groningen theologian P.J. Roscam Abbing coined the con-

cept of ‘responsible ageing’: elderly people should not make place for new generations.30 In 

1978 Roscam Abbing’s Utrecht colleague Hannes de Graaf co-authored a pro-euthanasia re-

port for the Voluntary Euthanasia Association NVVE. Their Leiden colleague, Protestant eth-

icist Heleen Dupuis, chaired the NVVE 1981-1985.31 Finally, there was the Amsterdam the-

ologian and professor of ethics and member of the Health Council Harry Kuitert. In three 

successive publications this most widely read public theologian of his time deconstructed the 

main Christian arguments against euthanasia.32 Respect for life, according to Kuitert, does not 

mean that people cannot decide to kill, but rather that they are not allowed to do so arbitrarily. 

Nor is the traditional Christian preference for a natural death an argument against euthanasia: 

from the fact that dying is natural we cannot infer that only natural death is permitted. Histo-

rian James Kennedy considers Kuitert and Dupuis – together with two others – to be part of 

the ‘euthanasia elite’ in the early 1980s.33 Although the two largest denominations at that time 

had theological faculties at six universities, none of their ethics professors provided any seri-

ous criticism. 

Protestant doctors also played an important role within the RDMA. One of them was Cees 

van der Meer, professor of internal medicine at the then Reformed Vrije Universiteit and 

founder of the first Dutch medical ethics committee. Another protagonist was the Reformed 

physician, chief editor of the RDMA’s weekly Medisch contact, NVVE-board member and 

later professor of general medicine Cor Spreeuwenberg. Protestant media (newspapers and 

broadcasting companies) played an important role in conveying all these views to a broader 

public. From early on, surveys among Protestant church members also showed significant 

support for euthanasia.34 We can no doubt speak of intimate relations between Protestants and 

euthanasia. The engine of the Dutch euthanasia movement largely consisted of emancipating 

Protestants. Against many prejudices – and against the preferred narrative of many euthanasia 

advocates – euthanasia in the Netherlands was not accepted despite Protestants, but because 

of them. 

How would we explain this Protestant support of euthanasia? We can here identify seven 

factors. First of all, Protestants are individualists. Luther used the image of the priesthood of 

all believers to point out to each his own responsibility. However, Luther himself, the other 

Reformers, and Enlightenment philosophers such as Kant also emphasized that these personal 

choices are embedded in a morality that transcends the individual. It was not until the nine-

teenth century that romanticism, existentialism and postmodernism began to reinterpret this 

personal responsibility in terms of subjectivism. Many Protestants followed this trend: by the 

end of the twentieth century, Dutch Protestants were mainly responsible individually, in the 

 
30 P.J. ROSCAM ABBING, Toegenomen verantwoordelijkheid. Veranderende ethiek rond euthanasie, eugenetiek en 

moderne biologie, Nijkerk, Callenbach, 1972. 
31 HELEEN DUPUIS, Wat is goed voor een mens. Macht en onmacht van moraal, Amsterdam, Balans, 1987. 
32 H.M. KUITERT, Een gewenste dood: Euthanasie als moreel en godsdienstig probleem, Baarn, Ten Have, 1981; 

H.M. KUITERT, Suïcide, wat is er tegen? Baarn, Ten Have, 1983; H.M. KUITERT, Mag er een einde komen aan 

het bittere einde? Baarn, Ten Have, 1994. 
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shelter of their own God-human piety and with few normative limitations of the community. 

The fact that individual autonomy is a cornerstone of Dutch euthanasia thinking is in line with 

this Protestant thinking. 

Secondly, Protestants emphasize freedom from the law. God does not favor humans be-

cause they keep the rules, but because of his own saving grace. This liberation movement 

away from legalism was inspired by, among others, Joseph Fletcher’s situation ethics. For 

Dutch Protestants, God’s law is as authoritative as ever, but the focus shifted from the rule to 

the intentions behind the rules. If an act does not contribute to the greater good – when, for 

example, preserving life leads to unbearable suffering –, then the ‘command of the hour’ not 

only allows us to break the rule, but can even ask us to do so. 

Thirdly, Dutch Protestantism has little regard for natural law. Has not sin distorted our 

natural knowledge of God’s purposes? And do not natural processes often conflict with hu-

man interests and wellbeing? According to Heleen Dupuis, arguments in which nature is cho-

sen as the normative starting point are ‘doomed to failure’.35 Kuitert adds that medical tech-

nology has already changed beyond recognition what was once considered ‘natural.’ If we 

have to undergo a natural death and are not allowed to end suffering in an unnatural way, says 

Kuitert, why don’t we also reject the use of painkillers? Even Dutch conservative theologians 

who reject euthanasia, we find no pleas for the normativity of a natural death. 

A fourth characteristic Protestantism shares with Rome: the comfort of the afterlife. In 

many Protestant writings this hope plays a role in the reflection on euthanasia. ‘Whoever is 

sated with life,’ said the Dutch Reformed Church in 1972, ‘can give their life back to God and 

make way for others. […] In faith one may place it in the hand of God, Who according to his 

promise, for Christ’s sake, will also keep one’s own identity right through death.’ Kuitert 

argues that we should not attach too much importance to this life: ‘Why should we blame 

someone for having conquered the fear [of death]? On the contrary, we should rejoice over 

that, and that is all the easier if one has come to know the Creator during his life and reverently 

returns the ticket to Him at the end’.36 

A fifth element is found in the image of life as a gift from God. This image has traditionally 

been used as an argument not to intervene, but to let God decide. Imbued with a culture of 

emancipation (which in turn is something Protestant), the meaning of this image has gradually 

changed. From an initial focus on living as a gift from God (emphasis on the giver), it moved 

to living as a gift from God (emphasizing the gift). This autonomous interpretation of the 

metaphor means that with the receipt of the gift, its ownership has passed into our hands. This 

allows us to respectfully return the ticket of life to the Creator. 

Sixth, many Protestants feel a strong calling to help those in need. Roman Catholicism, in 

exercising that mercy, is bound by natural law: do what you can, as long as it is not the willful 

killing of a fellow human being. Active Protestants want to get something done and often 

succeed wonderfully. If it turns out that people are suffering unbearably due to medical rea-

sons, the Protestant wants to remedy that suffering. Historian Kennedy argues that ‘without 

this theological-ethical motive of humanity in the 1970s, the Dutch acceptance of euthanasia 

is difficult to understand’.37 

Finally, the Calvinist pursuit of transparency may also have fuelled the pursuit of a legal 

regulation. A recurring argument in the 1990s was that life is often ended in secret, with the 
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unsolicited creative use of the morphine syringe as a well-known example. Protestants prefer 

to be open about their actions. Bringing a controversial practice under legal supervision is a 

better way to prevent abuse. ‘Sin bravely,’ Luther said following Augustine when he spoke 

about difficult decisions, and the Dutch Protestant gives this openness a contextual interpre-

tation: be transparent about your compromises and acknowledge your dirty hands. This men-

tality has contributed to a political culture of transparency and has given the Netherlands a 

top position in the ranking of least corrupt countries. 

IV. CONCLUDING REMARKS 

When in 2022 the Review Committees reported yet another 10% rise in the euthanasia num-

bers, political parties from left to right asked the government to do research into the back-

grounds of this development. The 2017 Governmental Evaluation may be correct in suggest-

ing that there is a diminishing tolerance in society for suffering.38 This does not imply a 

diminishing degree of compassion, but rather that compassion increasingly includes the pre-

paredness to end a life, apart from the fact that perhaps our convictions about what constitutes 

suffering are changing. 

Crucial in any discussion about assisted dying is the sustainability of the criteria that are 

used. Over the years, the criteria chosen by the Dutch have proven to be both difficult to 

handle and ethically questionable. This especially applies to the criterion of unbearable suf-

fering. Over the years, with palliative medicine making significant progress, the descriptions 

of what constitutes ‘unbearable suffering’ have shifted from physical causes such as pain, 

nausea, fatigue, and dyspnoea to more spiritual and social causes: lack of control, care de-

pendency, meaningless waiting, and loneliness. Whether or not physical suffering is experi-

enced as unbearable strongly depends on individual (religious, social, biographical, eco-

nomic) factors. Given this variety between patients, physicians will in the end have to rely on 

the patient’s own assessment of their suffering. In practice this means that the criteria of ‘un-

bearable suffering’ and ‘informed request’ have become hard to distinguish. 

Apart from these epistemic difficulties, there is an ethical concern: who are others —doc-

tors, consulting doctors, Review Committee-members— to claim that a patient who says they 

suffer unbearably, does not suffer ‘seriously enough’? Inadvertently, the criterion of unbear-

able suffering has contributed to an atmosphere of negotiation between patients and physi-

cians, open to both patient manipulation and medical paternalism. Medical paternalism, be-

cause a physician’s assessment of the patient’s situation may be influenced by their 

professional, emotional, ethical and religious preconceptions. And patient manipulation, be-

cause a patient who is higher educated and better able to present their case has higher stakes 

in getting their request granted. Such manipulation is illustrated in an article in the RDMA’s 

weekly Medisch Contact, called, ‘Euthanasia for Beginners. Ten Suggestions for a Successful 

Death Wish’.39 According to the authors, patients who stress the physical aspects of their 

suffering, who refrain from referring to being a burden to their relatives, who refrain from 

referring to hobbies, joys, and future plans, who stay in bed when a (consulting) doctor visits 

instead of opening the door themselves, etc., may have better chances of getting a euthanasia 
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wish realized. Convincing one’s doctor to perform euthanasia may thus become a game, a 

process of negotiation with an outcome that differs from patient to patient and from doctor to 

doctor. Some will be successful, others will not. The effect may be an unintended inequality 

between patients, one that is hard to uphold in an era of justice and patient autonomy. Better 

a country where no one qualifies for euthanasia than a country where it is granted to some and 

declined to others. 

Not only the criterion of unbearable suffering, but also the absence of a prospect of im-

provement and the absence of a reasonable alternative are subject to the patient’s individual 

preference. During my years in the Review Committee, I saw dozens of reports in which a 

patient had a death wish prior to a fatal disease and who refused to accept lifesaving or life-

prolonging treatment. Others dismiss palliative options that could have offered relief: antide-

pressants, painkillers, sedatives, admission to a nursing home or to a hospice. Skilled physi-

cians do not take such refusals for granted and will try to convince a patient. Review Com-

mittee practice requires that a physician must have explored alternative options together with 

the patient. However, in the end Dutch patients have an overruling right to refuse treatment. 

Their use of this right will automatically make their illness untreatable and their suffering 

unbearable.  

Now that euthanasia is on the way to becoming a preferred way to die for many, was this the 

original intention of those who Dutch? As for the Protestant Christians, I think not. In 1999, 

after their predecessors had issued reports in favour of euthanasia, the newly-merged Protestant 

Church in the Netherlands issued a declaration in which the government was urged not to make 

euthanasia any more legal than it already was in the provisional 1994 law.40 Their earlier reports, 

they said, were pleas to accept euthanasia as a medical exception, not as a legal rule. 

As for the successive parliaments: some lawmakers of the 1994 and 2002 laws may have 

anticipated the developments discussed here, and welcomed them. I am convinced, however, 

that for most others in the Dutch landscape, including politicians and physicians, legalizing 

euthanasia originally had a more limited scope: to provide a humane death to dying patients. 

The context of acceptance of euthanasia in the Netherlands in the 1980s and 1990s was one 

of terminal physical illnesses, in which euthanasia was a last resort to prevent a terrible death. 

In the past decade we have witnessed a second type of euthanasia: death as a way out of a 

dreaded, boring, dependent, meaningless life.  

All this happens in a country with the most extensive euthanasia monitoring system glob-

ally. Prior to carrying out a euthanasia, a doctor must consult an independent colleague who 

has received special training in assessing a patient with a euthanasia request. Each case of 

euthanasia must be reported to a Regional Review Committee, accompanied by a number of 

documents that testify that the legal due care criteria were respected. The Committees issue 

annual reports in several languages and publish dozens of selected (anonymized) cases in the 

internet annually, so that both the public and physicians are well aware of the newest devel-

opments in terms of pathology and practice. There is a legal requirement that the euthanasia 

practice is evaluated periodically, resulting in voluminous reports about every five years.41 
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Finally, one needs to keep in mind that on average the Dutch population is highly educated, 

that all have health insurance, and that the level of palliative care ranks among the top in 

Europe.  

All this begs the question whether countries with less robust procedures and with a lesser 

quality healthcare will ever be able to prevent similar developments. When the Dutch have 

not been able to prevent euthanasia from becoming a ‘normal’ way to die, from becoming the 

measure of ‘dignified dying,’ and from expanding to ever new groups of patients, what other 

country will? The Dutch experience is a ‘must read’ for other countries considering the legal-

isation of physician assisted dying. Clearly the Dutch euthanasia law, rather than ending dec-

ades of demands, has given rise to new ones. Supply is in the process of creating ever new 

demands. No doubt, the option of assisted dying is a comfort to many, and respects their 

autonomy. We can hardly overestimate the horrors of much suffering, especially in those 

whose suffering is chronic and who have no soon natural death to look forward to. Neither 

should we question the sincerity of those making a request, or question the integrity and com-

passion of euthanizing physicians. I have seen examples of heart breaking suffering, both in 

terminal patients and in those with a longer life expectancy. But my observation is also that 

the liberty of some to have their lives ended also affects others who are psychologically, so-

cially or otherwise vulnerable. 

In my view, competent adults have a moral right to non-interference when they want to 

end their own lives. In many societies (including the Netherlands) this also includes a legal 

right to non-interference. But the question is whether, on top of such a right, we should advo-

cate some governmental role in facilitating and regulating such a practice. I have become 

increasingly sceptical towards the plausibility of such involvement. Euthanasia not only pro-

vides comfort but has to a certain degree also contributed to a culture of despair, in which the 

resolve to cope with life’s inevitable hardships, no matter what, is threatened by the looming 

availability of the most drastic of all solutions: ending life altogether. In the end, that will may 

not only change the lives of those with illnesses. 
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