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9 When Conscience Wavers
Some Reflections on the 
Normalization of Euthanasia 
in Belgium1

Willem Lemmens

9.1 The Embarrassment of the Law

The euthanasia law has been established in Belgium since 2002. The law 
states that a physician does not commit a crime in intentionally ending 
the patients’ life when he meets a number of strict conditions. In certain 
circles, the euthanasia law is still hailed as a major success story, mak-
ing Belgium an ethical beacon for the whole world. It is often said that 
euthanasia has been ‘accepted’ by most of the population and that the 
so-called opposition, which may have existed initially, has melted away. 
Euthanasia stands as a figure for the “good death” (eu-thanatos), which 
more and more people choose every year. In the period 2016–2017, 
for example, 4,337 euthanasia cases were officially registered; 2028 in 
2016 and 2309 in 2017.2 Officially, about 1 Belgian in 50 has currently 
ended his or her life through euthanasia.3 It is therefore appropriate to 
speak of a certain normalization of euthanasia as an integral part of 

 1 This is a slightly modified version of a previously published article: Willem Lemmens, 
“When Conscience Wavers. Some Reflections on the Normalization of Euthanasia in 
Belgium,” in Euthanasia: Searching for the Full Story. Experiences and Insights of 
Belgian Doctors and Nurses, ed. Timothy Devos (Cham: Springer, 2021), 25–37, doi: 
10.1007/978-3-030-56795-8_3. Reprinted with permission.

 2 Federale Controle- en Evaluatiecommissie Euthanasie, Achtste verslag aan de 
wetgevende kamers. Jaren 2016–2017, Accessed July 19, 2021. https://overle-
gorganen.gezondheid.belgie.be/sites/default/files/documents/8_euthanasie-ver-
slag_2016-2017-nl.pdf.

 3 The actual number of euthanasia cases annually might be considerably higher than 
the official number, which is based on the cases that are reported to the national con-
trol commission for euthanasia. This reporting of each euthanasia is legally required. 
A study of 2010 notices that in a sample period of six months in 2007 “approx-
imately half (549/1040 (52.8%, 95% CI 43.9% to 60.5%)) of all estimated cases 
of euthanasia were reported to the Federal Control and Evaluation Committee. Cf. 
T. Smets et al., “Reporting of Euthanasia in Medical Practice in Flanders, Belgium: 
Cross Sectional Analysis of Reported and Unreported Cases,” BMJ 341 (2010): 891, 
doi:10.1136/bmj.c5174. It remains remarkable that in the French-speaking part of 
Belgium there are significantly less euthanasia cases officially declared than in the 
Dutch-speaking Flanders: for 2016, 436 vs. 1592 cases, in 2017 517 vs. 1792 cases 
(roughly 40% of the population in Belgium is French speaking).
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the end-of-life care in Belgium. Apparently, the legislative initiative has 
achieved its goal.

Yet there are also dissonant voices. For example, there is great concern 
among psychiatrists about euthanasia in cases of mere psychological suf-
fering. Here according to many experts, in recent years there have been 
avoidable deaths, patients who were obviously not terminally ill and who 
could have been treated.4 Sometimes these are young women with com-
plex psychiatric problems and a strong persistent wish to die, who are 
often in a socially precarious situation and clash with the limits of inad-
equately developed care. Their death often causes a shock to the family 
and the immediate social environment. In one case, this recently led to 
a criminal prosecution that came before the court of assize (the criminal 
court in the Belgian juridical system that treats the most severe crimes), 
a case which affected society as a whole and enjoyed massive press inter-
est. The doctors involved were in the end acquitted, but the trial revealed 
severe concerns about the way this particular euthanasia was offered 
and executed. In fact, there was offered evidence during the trial that the 
law on euthanasia was not respected on several fundamental points and 
that the control commission played an active role in the initial attempts 
to silence the concerns and questions of the bereaved family. Despite all 
these worrisome elements, the doctors went free, after a debate behind 
closed doors of eight hours by the lay jury. Apparently, in the end the 
idea that the autonomous wish of the patient was respected and that the 
physicians had only good intentions overruled the fact that the euthana-
sia law was interpreted by them in a very lenient way.

Since the trial, a significant group of doctors have argued for a thor-
ough evaluation of the law.5 Within psychiatric care there has been con-
cern for some time: several stories of problematic euthanasia cases are 

 4 Ariane Bazan et al., “Euthanasie pour souffrance psychique: un cadre légal discut-
able et des dommages sociétaux,” Le Soir September 9, 2015, Accessed February 2, 
2022. https://www.lesoir.be/6046/article/2015-09-09/leuthanasie-pour-souffrance- 
psychique-un-cadre-legal-discutable-et-des-dommages; Stephan Claes et al., 
“Euthanasia for Psychiatric Patients: Ethical and Legal Concerns About the Belgian 
Practice,” (Response to Lieve Thienpont et al., “Euthanasia Requests, Procedures 
and Outcomes for 100 Belgian Patients Suffering from Psychiatric Disorders: A Ret-
rospective, Descriptive Study”), British Medical Journal Open, November 6, 2015, 
https://bmjopen.bmj.com/content/5/7/e007454.responses#euthanasia-for-psychi-
atric-patients-ethical-and-legal-concerns-about-the-belgian-practice; Willem Lem-
mens, “Psychiatric Patients and the Culture of Euthanasia in Belgium,” in Euthanasia 
and Assisted Suicide. Lessons from Belgium, eds. David Albert Jones et al. (Cam-
bridge: Cambridge University Press, 2017), 258–77.

 5 According to a poll of the Artsenkrant/Le journal du Medecin, 70% of the physicians 
in Flanders and 61.5% in French speaking Belgium insist on an evaluation of the law: 
Geert Verrijken, “Artsen vragen evaluatie euthanasiewetgeving,” Knack: 31-01-2020, 
https://www.knack.be/nieuws/belgie/artsen-vragen-evaluatie-euthanasiewetgeving/
article-normal-1559221.html.
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known, even though some doctors simply deny this. How should  that be 
dealt with? Even if it appears that the law has been complied with in all 
these cases, is a law that creates traumas among relatives and causes such 
discussions in society not intrinsically problematic? And what about the 
legal certainty of the doctors involved? The law is formulated in such a 
way that any violation results in a murder charge. Was that the intention 
of the legislator? Observers note that the acquittal of the doctors sends 
this signal: do not turn a doctor who tries to help into a murderer. Even 
though he or she may fail to offer euthanasia on some points in an opti-
mal way, you could hear the defense argue in the assize process, there 
can be never be spoken of murder in case of euthanasia, because the 
doctors acted with good intentions or, as one says, ‘in good faith.’

However, as more critical voices remark, these observations raise the 
thought that the current law looks like a rag of paper, with a purely sym-
bolic function: it cannot really be violated, since it is based on trust in 
the doctor who commits euthanasia and the belief that nobody asks for 
euthanasia in a lighthearted way or haphazardly. As long as the doctor 
follows the correct procedures and faithfully reports every euthanasia 
case to the monitoring committee, he or she is fine.

What is the function of the law? Apparently, the law recalls the need 
for careful handling of something as extremely important and complex 
as euthanasia, but at the same time it wants to give doctors legal cer-
tainty. In the aftermath of the trial mentioned, the chairman of the audit 
committee that was created on the basis of the law in 2002 unequivocally 
says that the role of the committee is to act as a buffer between doctors 
and public prosecutor. This seems to imply that the only possible vio-
lations of the law are limited to procedural negligence and carelessness 
that can be detected by a purely administrative-recording committee. 
What action must be taken on infringements, and what exactly those 
violations could consist of, remains unclear. This may explain why few 
physicians or law experts are currently willing to sit on this committee. 
One doctor already resigned in 2018 because it was clear to him after 
two sessions that, in his opinion, manifest violations of the euthanasia 
law are being ignored by the committee and swept under the carpet. A 
letter from this doctor to the parliament, to whom the audit committee 
is accountable, simply remained unanswered.

In what follows, I do not want to delve deeper into the controversies 
and discussions that continue to take place around the euthanasia law in 
Belgium, nor do I want to comment directly on whether or not problem-
atic cases keep popping up. Rather, from a philosophical point of view, I 
want to try to understand why euthanasia, as a kind of symbol of ‘good 
death,’ but also as a lived reality at the end of life, apparently inevitably 
continues to have something unruly and confronts us with fundamental 
medical and moral questions and problems, next to personal tragedies 
and traumas among families of patients that receive euthanasia. These 
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experiences within the realm of end-of-life care lead to ongoing discus-
sions at the level of civil society, whereby critical voices, asking for a seri-
ous and independent evaluation of the euthanasia social experiment are 
countered by pro-euthanasia lobbyists who plea for a further extension 
of the law to people with dementia and a better access for patients with 
psychiatric afflictions and disorders. These last pleas are fostered, so to 
say, by the normalization of euthanasia, which by critics is interpreted as 
a proof of the slippery slope dynamics that inevitably emerges wherever 
euthanasia is legally permitted.

Why is the normalization of euthanasia welcomed by some and rather 
feared by others? Moreover, why should according to staunch defenders 
of the euthanasia law the act of euthanasia become an integrated part 
of normal therapeutic practice in the clinic, while others are vehemently 
opposed to this idea and plea for a more cautious attitude toward the 
further normalization of the active ending of human life in end-of-life-
care? Finally, there is the tricky issue that the mere possibility of eutha-
nasia would exert pressure on both the physician and the patient, but 
also on the whole society as such. Does that pressure indeed exist or 
does the law, based on self-determination, allows everyone the freedom 
to choose for euthanasia or not, free from any social pressure?

9.2 Euthanasia: Medical Act or Transgression?

The Belgian law describes the act of euthanasia clearly and elegantly. 
Euthanasia is, we read, “the intentional termination of life by a per-
son other than the person concerned, at his request…” It is important 
that this act is performed by a doctor and that a number of additional 
conditions are met. In fact, the euthanasia law decriminalizes an act 
that is subject to a radical prohibition in every legal order: the inten-
tional killing of another, the most severe crime a human being can 
commit. The law therefore clearly states that the doctor does not com-
mit a crime if he complies strictly with the conditions of the law. More-
over, an important clause in the law states that no treating physician 
can be obliged to “apply euthanasia,” although he or she must explain 
any refusal and pass on the medical file to a doctor designated by the 
patient or the confidant (Law on Euthanasia, Chapter VI, Article 14). 
Apparently, the Belgian law thus respects explicitly the freedom of con-
science of the physician, a crucial principle of course of classical med-
ical deontology.

It is clear that the original concept of euthanasia has been considerably 
curtailed by the legislative initiative: in its original meaning, euthanasia 
refers to a “good death,” and was classically understood to mean the 
most optimal way in which a person can say goodbye to life, implying 
among other things a death free from unbearable suffering and pain. In 
the 19th and 20th centuries this concept evolved into the determination 
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of a medically induced death, initially even from the idea that some 
“unworthy” forms of life may be terminated by a physician based on 
his medical judgment and skills.6 In fact, euthanasia in this sense could 
be offered for a wider range of cases than just unbearable suffering and 
pain: as the Nazi program Aktion T4 testifies in a gruesome manner, 
where euthanasia was welcomed as the ‘good death’ for some 200,000 
persons with a handicap or a psychiatric affliction.7 This has also led 
to the bad connotation that the concept of euthanasia still has in some 
countries, especially in Germany.

It must be emphasized: crucial in Belgian legislation (such as in the 
Netherlands and Luxembourg) is the clause that the life-ending act is 
performed by a doctor at the explicit request of the patient. That eutha-
nasia must be the result of an autonomous expression of will, untainted 
by pressure or occasional emotional distress, is regarded as the moral 
core of the euthanasia law: thus, the ultimate right to self-determination, 
and therefore to a dignified, self-chosen death, is honored. Neverthe-
less, after 18 years and a few thousand euthanasia cases there seems to 
remain a gap between the alleged transparency of the law and the prac-
tice of intentional life-ending actions by physicians. How come?

There are two ways of looking at euthanasia as it is practiced today in 
Belgium and the Netherlands (and recently also in Canada, where eutha-
nasia is rather called Medical Assistance in Dying (MAID)): on the one 
hand, it can be seen as a strictly medical act, contextualized by a pro-
cedural framework and whereby the already mentioned normalization 
implies that euthanasia is becoming more and more integrated in end-
of-life care. In contrast, it can also be seen as an act that presupposes a 
certain medical expertise and takes place in the context of the clinic or 
medical care but falls radically outside of the normal therapeutic prac-
tice. I think there are good reasons for understanding euthanasia in the 
second sense. Let me clarify this.

Euthanasia always emerges as an action figure when the curative, 
healing objective of medicine falls short of a limit. It concerns a weighty, 
always existentially charged act, in principle performed when a patient 
is incurably ill and death is imminent, in which a dying process is con-
cluded by a direct intervention. The closer the act is to the moment of a 
foreseeable death, the more it still seems to fall within the therapeutic 
space of normal end-of-life care. However, in Belgium euthanasia is also 
legally possible for non-terminal patients. Euthanasia is then offered on 
the basis of a serious illness or affliction, which is incurable or apparently 

 6 For more on the history of euthanasia cf. the excellent study by Ian Dowbiggin, A 
Concise History of Euthanasia. Life, Death, God, and Medicine (Lanham, MD: 
Rowman and Littlefield Publishers, 2007).

 7 Erik Thys, Psychogenocide. Psychiatrie, kunst en massamoord onder de Nazi’s 
( Berchem: EPO, 2015).
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untreatable and which causes unbearable suffering, but at a moment in 
time where death is not at all imminent or even to be expected. This 
is especially the case with euthanasia demands for merely psychiatric 
diseases and suffering. Here, the physician, so one could say, leaves the 
normal therapeutic realm and has to take a decision to stop all normal 
therapeutic actions and perform a life-ending act on the basis of a far 
more complex, and never purely medical ground. Moreover, if euthana-
sia is not granted, the patient has all chance to continue his life – even 
if there is a death wish or suicide threat. As most psychiatrists admit, at 
this point the social and existential dimension of euthanasia demands 
must be highlighted: psychiatric patients that ask for euthanasia do so 
often under the influence of a detrimental social situation and existential 
isolation. Significantly, the law in Belgium insists that a physician who 
considers to positively follow a euthanasia demand should try to consult 
family members and friends, but only on the condition that the patient 
gives his or her permission to do so. The law here reveals a possible 
tension between the colloque singulier of doctor and patient and the 
inevitable social dimension of dying.

9.3 Euthanasia as Transgression

Given all these facets I would call euthanasia a special, transgressive 
act, which one cannot reduce to a purely therapeutic option, possibly 
replaceable by another, technically speaking equivalent medical act. 
The word transgression can make the eyebrows frown. But in several 
respects, medicine is a practice that involves transgressions. I would like 
to make a distinction here between transgressions that fall within the 
normal therapeutic-clinical practice, and transgressions with an existen-
tial and therefore deeply moral meaning.

In a way, transgressions belong to the essence of medicine and are a 
daily practice within the clinic or clinical care: the cutting of the sur-
geon, but also the physical examination and screening of the body with 
complicated equipment is inevitably part of good medical practice. This 
means that the doctor in the clinic or at the bedside comes in specific 
contact with the most intimate of the human person: his or her body. It is 
no coincidence that implicitly felt, or sometimes more explicitly formu-
lated rules apply here, which frame the transgressive nature of medical 
practice and ensure that patients are treated respectfully. Unmistakably, 
this also means that the doctor who abuses his transgressive actions is 
expected to perform a morally reprehensible act.

Medically justified transgressions in the clinic and at the sickbed are 
inextricably intertwined with transgressions with an existential-moral 
meaning. Here too one can speak of morally acceptable transgressions, 
which are situated on the borderline of strictly therapeutic and more per-
son-related attitudes and relations between physician and patient. For 
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example, a physician can in the course of a long-term treatment share in 
a certain way the privacy and intimate personal history of the patient. 
Empathy  in medicine is very important, and always presupposes a 
person-to-person relationship of a certain sort between physician and 
patient. In psychiatry this is the case par excellence, but not only there: 
in other forms of prolonged medical care the relation between physician 
and patient has inevitably this more personal dimension. This affects 
in a fundamental way the medical, moral, and existential impact of 
euthanasia.

This should not surprise us. Euthanasia concerns one of the two lim-
inal moments by which every human life is structured and affected: birth 
and death. It is no coincidence that in every culture these moments, of 
crossing the border between existence and non-existence as a corporal 
human being, beget a sacred meaning. Even in our liberal and highly sec-
ularized culture we remain sensitive to this sacred character of life and 
death. It is no coincidence that the atheistic liberal political philosopher 
Ronald Dworkin says that when it comes to abortion and euthanasia, 
the “sanctity of life” is at stake. He calls the moral questions about abor-
tion and euthanasia remarkably, inevitably religiously charged.8 From 
this perspective, in all cultures we find strict rules and taboos that regu-
late our behavior and attitudes toward birth and death. In fact, the pur-
pose of these rules and taboos is double: on the one hand, they serve to 
protect the community from transgressions that threaten the sacredness 
of life and death, on the other hand they structure and symbolize the 
way members of a specific community are supposed to behave toward 
newborn or dying human beings.

From the perspective of the physician, euthanasia should be consid-
ered a transgression in several respects. Giving a lethal injection to a 
patient, which results in his or her immediate death, implies an inversion 
of the attitude a doctor has toward his or her patient in a normal ther-
apeutic treatment. Here, the iatrogenic power of the physician reveals 
itself in a dramatic way.9 Indeed, the ‘technical’ act of a lethal injection 
is in the case of euthanasia inevitably loaded with a strong symbolic- 
existential meaning. This implies that ending a life by euthanasia never 

 8 Ronald Dworkin, Life’s Dominion: An Argument about Abortion, Euthanasia, and 
Individual Freedom (New York: Vintage Books, 1994), ix: “We stand on the edge of 
a new age of religion, though a very different one from the long religious era that his-
tory began to leave behind in the eighteenth century.” I think Dworkin’s conception 
of an atheistic religious spirit, which sacralizes individual freedom and self-determi-
nation is deeply problematic, but it remains significant that he stresses the need to 
address issues of life and death from a religiously inspired perspective. Cf. also: Ron-
ald Dworkin, Religion without God (Cambridge: Harvard University Press, 2013).

 9 About the possibility of iatrogenic harm caused by physician cf. T. A. Cavanaugh, 
Hippocrates’ Oath and Asclepius’ Snake. The Birth of the Medical Profession 
(Oxford: Oxford University Press, 2018), 18–22, 108–16.
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can become a normal medical act: if something goes ‘wrong’ at the offer-
ing of a lethal injection, it is almost impossible to conceive of this as a 
merely medical-technical issue. Complaints of bereaved families after a 
botched euthanasia on one of their beloved ones, as in the Tine Nys case, 
bear testimony to this. Remarkably, some Belgian doctors seem to take 
their own ‘technical’ mistakes rather lightly and openly avow to consider 
the offering of a lethal injection a merely neutral medical act.

In fact, while causing the death of a patient by an intentional act the 
physician steps outside the normal therapeutic space and his role of 
healer, who is focused on preserving life and the bodily integrity of his 
or her patient. When offering euthanasia, the doctor enters the personal 
existential realm of the patient: he fulfills a deeply expressed wish, with-
out doubt in most cases in good conscience, but also a wish that comes 
out of tragic and apparently irresolvable dilemma: the patient wants his 
or her suffering to end and sees no other solution than death. The doctor 
is therefore addressed also as himself or herself, as a person, and not 
merely as a physician. He must fulfill a most intimate wish of the patient, 
which is always emotionally charged and expects  the physician to step 
outside his or her therapeutic role. The physician is here addressed as a 
human being, in his or her own moral integrity. Obviously, the patient 
and his or her family expect and hope that the doctor is acting in good 
conscience when he offers euthanasia and is not merely an executive 
technician. If this latter is the case, it might make one wonder whether 
the physician is not causing a deep moral harm, that is hard to discern, 
let alone to sanction, but that in a way contaminates his whole profes-
sion. “It’s no small deal, ending a life,” a doctor once told me, “It crawls 
under your skin, it lingers even when it goes well and in a serene way.”

Offering or performing an act of euthanasia  is therefore in the end 
a deeply morally charged existential transgression. It affects the physi-
cian inevitably as a human being and gives him or her a power which is 
from a juridical point of view, immense. As the Belgian law on eutha-
nasia indicates, the doctor commits a crime if the prerequisites foreseen 
by the law are not respected: if so, euthanasia comes down to killing 
another human being, the gravest sort of transgression that one can 
commit. No matter how you turn it, the depenalization of euthanasia 
allows a doctor to break a commandment on which in principle the 
entire legal order is built. Of course, the aim of the act is in principle 
humane and shows a deep concern for a crucial goal of medicine as 
such: the relief of distress and pain. The well-acting doctor is moved 
here by compassion, he might even see it as his duty to offer euthanasia 
to a specific patient. However, this does not detract from the charged, 
weighty nature of the act: euthanasia symbolizes the radical inversion 
of normal medical therapy.

Because of this transgressive nature, I believe that euthanasia can 
never be conceived of as a purely contractual-procedural act, which 
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follows the logic of supply and demand. Yet, paradoxically, due to its 
depenalization in the law of 2002, and the strong procedural outlook it 
provided to the intentional ending of a human life, there is a temptation 
to see euthanasia in this way. In wider society, that view often resonates: 
“I do what I want with my life, if I ask to die autonomously, no one has 
business with it, only the doctor I ask. And doctors only have to agree 
‘yes’ or ‘no,’ nobody has any business with this.”

Notice how this viewpoint implicitly presupposes a very instrumen-
tal relationship between doctor and patient: the offering of euthanasia 
is seen as a service of a merely contractual nature. But is the reality 
not more complex? Often doctors will confirm this, but it must also be 
observed that many among them seem to experience a sort of habitua-
tion toward the very act of euthanasia and the fact that it is more and 
more demanded by the patients as a sort of right that should be granted 
by the medical world. A doctor who provides euthanasia a dozen times 
a year or more often, can he still be sensitive to the transgressive nature 
of euthanasia? One could say: we as a society have no business with 
that, isn’t that simply a question of the subjective feeling of the doctor? 
But should we, as a society, not consider the idea intolerable that there 
would be doctors who see euthanasia as a purely technical intervention, 
or, worse, actually like to do this, experience a certain power in it?

Pro-euthanasia physicians eagerly defend that in the Belgian medical 
world euthanasia is always granted and performed with the utmost care 
and respect for the patient. Moreover, physicians that offer euthanasia 
always do so in good conscience, so it is said. Remarkably, when one 
consults physicians and medical experts in Belgium and ask for their 
experiences with euthanasia in the clinic, there seems to exist no risk of 
what Albert Bandura calls “moral disengagement,” this is the tendency 
to ignore a sense of moral uneasiness or distress of conscience.10 As  
Bandura explains, this moral disengagement can consist in passively 
turning away from critique or in the practice of actively constructing 
arguments to silence one’s feelings of uneasiness and moral confusion.

Indeed, even doctors who are willing in principle to offer euthanasia, 
and who are in favor of the law, sometimes struggle with the limits that 
they think they should respect when life ends. This is actually a rec-
ognition of the inevitably transgressive nature of euthanasia. Personal 
differences in attitude and capacity, but also in moral conviction, stand 
out here: “I can offer euthanasia to conscious patients who are suffering 
somatically and who are at the end, but do not ask me to euthanize a 
demented person.” Or: “Euthanasia in psychiatric patients, one can-
not ask this from me. I am unable to do that.” “I can only euthanize 

 10 Albert Bandura, Moral Disengagement. How People Do Harm and Live with Them-
selves (New York: Macmillan, 2016).
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a patient that I have followed for a long time, and with whom I feel 
personally connected.” We discern the same sensitivity among doctors 
when they express in specific cases their conscious objection or remain 
in principle very reluctant or unwilling to commit euthanasia. These 
attitudes of reluctance and principled opposition should be respected, 
because they exemplify the awareness of the transgressive nature of 
euthanasia.

However, to conclude that among pro-euthanasia physicians the ten-
dency of moral disengagement is totally absent would be premature. In 
fact, there are two ways in which the euthanasia law, and the practice 
it has created, strengthens problematic coping attitudes on the side of 
some physicians who welcome the normalization of the act of actively 
ending human life. These physicians, while somehow recognizing the 
vexing, complex and transgressive nature of euthanasia, seem to silence 
possible conflicts of conscience in two ways. Either they hide com-
pletely behind the law and let the procedures, provided for by the law, 
take the place of their conscience: “the papers are filled in correctly, 
everything is fine.” Another attitude consists in pretending that one, 
as a physician, in fact is always motivated by a pure good will, not 
contaminated by doubts or afterthoughts: one’s moral self-conception 
coincides so to say with one’s conscience. These physicians cherish in 
a way the illusion that given one’s spontaneous moral integrity it is 
impossible to act wrongly.

The latter attitude became manifest after the euthanasia trial in 
Ghent, where the accused psychiatrist, after her acquittal, stated in the 
press plainly: “Maybe I could have ‘saved’ Tine if she had come to me  
10 years earlier.” In other words, the advice pro-euthanasia, and there-
fore the death of her patient ten years ‘too late’, is implicitly acknowl-
edged as being somehow a contingent tragic event. But what excludes 
that the decision to grant Tine euthanasia is based on an equally contin-
gent belief on the side of the psychiatrist that ‘now the time has come’? 
After all, as every physician will acknowledge, there is no strictly objec-
tive method to decide that from a medical point of view death is the only 
solution left for a patient who is in no way terminally ill. Unaware of 
the highly problematic character of her avowal, this psychiatrist openly 
testified after the trial on television and in newspapers of her alleged 
purity of conscience: she used her acquittal to plea self-confidently for 
an extension of the access to euthanasia for psychiatric patients: in her 
view, the taboo on actively ending a human life for mental suffering 
needs to be lifted further.

In short, the normalization of euthanasia in Belgium does lead to a 
form of moral disengagement: the attitude of hiding behind the pro-
cedural form of the law, as well as the attitude of self-indulgence and 
alleged purity of conscience ignore in a fundamental way the transgres-
sive nature of euthanasia.
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9.4 B etween Law and Conscience: Euthanasia and Moral 
Integrity

I return to the three questions I asked earlier.

 1  How should we understand the divergent responses to the so-called 
normalization of euthanasia? To some in Belgium, it goes without 
saying that a “right to euthanasia” exists, and could even be derived 
from human rights, or the right at self-determination. The disap-
pearance of the taboo around euthanasia is from this perspective a 
good thing, because it seems to make the dying process manageable 
and death less threatening. Moreover, it derives from the most inti-
mate wishes of the individual patient and respects his or her right to 
self-determination by lifting the irrational and paternalistic taboo 
on death.

However, as I have argued, euthanasia can in my view never be 
regarded as a purely instrumental transaction in which only the  
autonomy of the patient and the willingness of the doctor (possi-
bly supported by compassion) are at stake. Euthanasia always has 
an existential, moral and even spiritual meaning it is impossible to  
neglect without causing deep harm to the collective mind of a whole 
society and end-of-life care in general. The fear of normalization 
among some is a fear that this weighty dimension of euthanasia and 
its public meaning will no longer be seen. Our collective morality, 
where self-determination is so central, threatens to expand euthana-
sia even further beyond the clinic’s boundaries: euthanasia becomes 
a sort of emblem of clean, self-desired death, even for people who 
are not terminally ill. Remarkably, the law, which in fact symbol-
izes the great impact of euthanasia, seems to have an eroding effect 
here. Our moral culture is being thoroughly changed, but there is 
also much confusion and uncertainty: the transparency the law was 
promised to offer, remains a far dream.

 2 As a transgressive act, so I would defend, euthanasia inevitably falls 
outside the realm of normal therapeutic action. Yet there is still a 
debate between those who think that there is a right to euthanasia, 
and those who dispute this. Until now, the Belgian law recognizes 
and protects the doctor’s freedom of conscience not to commit eutha-
nasia. Claiming that euthanasia should and can therefore become a 
‘normal’ therapy ignores this. If euthanasia is just an extension of 
good medical practice, there would be no reason not to recognize it 
as a patient right. But that would also mean that a doctor may not 
refuse euthanasia if, within the medical-therapeutic freedom he or 
she has, it appears to be the ‘best option.’

But if euthanasia is a right the patient can claim, why should it 
not become an integral part of the medical training? I received the 
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testimony from a young physician whose mentor thought it would 
be good she would by way of training get involved in a euthanasia 
case. Happily, this young physician was able to refuse to do so but 
her attitude becomes less and less accepted by some pro-euthanasia 
voices. In Canada, bio-ethicist Udo Schüklenk contends that in a 
democratic state the doctors’ conscience clause must be restricted. 
‘Conscientious objection’ should never compromise the patient’s 
rights to have access to certain medical treatments.11 If euthanasia 
or MAID is thus considered as a normal medical therapy to which 
the patient has a right, this would cause an ethical landslide: the 
freedom of conscience of the physician would be restricted and con-
trolled by the state. Fundamental transgressive acts such as euthana-
sia and abortion would thus become a public good, available for all. 
Doctors would turn into a sort of public medical servants.

 3 Given the fact that euthanasia is a transgression that affects personal 
conscience as well as the collective mind of a society, it becomes 
understandable why it puts, if legalized, such a pressure on individ-
ual doctors, their patients and the whole medical profession. The 
proponents of euthanasia in Belgium usually ignore this by stressing 
that no one is ‘forced’ by the law to ask for euthanasia, one just 
has the option to do so. The euthanasia law is therefore praised for 
being very liberal: it leaves maximum space for personal choice, so 
it seems.

Yet, reality is more complex. Doctors testify they experience 
conflicts of conscience that lead to disagreement, for example in a 
group practice. Sometimes patients seem to be under pressure from 
the family to ask for euthanasia, however subtle. Or they put pres-
sure on the doctors themselves, often in a state of depression and 
emotional instability and despair. This proves once again that dying 
inevitably has a social dimension, but also, and more fundamen-
tally, that it puts a heavy burden on a physician’s conscience. He 
or she is pulled from the strictly therapeutic sphere in the direction 
of a heavily existentially charged decision and act. Just because the 
claim to his or her conscience is so great, there is a tendency to hide, 
as it were, behind the purely procedural requirements of the law. 
This further promotes the normalization of euthanasia, whereby the  
active ending of a human life is increasingly considered a purely 
technical intervention, a therapy like another.

The normalization of euthanasia is further nourished by the media 
and influenced by public opinion through lectures, leaflets, moving 
stories, etc. The message of these public stories is always the same: 

 11 Udo Schüklenk, “Conscientious Objection in Medicine: Accommodation Versus 
 Professionalism and the Public Good,” British Medical Bulletin 126 (2018): 47–56.
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thanks to the euthanasia law, dying has become human, bearable 
and serene, and unworthy and inhuman suffering can be avoided. 
Euthanasia is a gift to the patient and helps the medical profession 
to deal with the end of life in a dignified manner. Euthanasia is pre-
sented as a completely neutral act that is completely independent of 
any ideology and just meets the patient’s right to self-determination. 
At the same time, any criticism of the way in which euthanasia is 
applied in practice, or the identification of potential problems or 
abuses of the law, are rejected or minimized with great persistence. 
Critics of the euthanasia practice in Belgium are presented as con-
servative, ideologically biased by religion and lacking empathy and 
humanity: their attitude is said to exemplify an obsolete and conde-
scending paternalism.

Such a response shows that the euthanasia law and practice itself 
is not value-free and is based on an ideology of self-determination  
and radical autonomy. Moreover, it does not square with the 
facts: there are also in Belgium staunch non-religious and atheist 
physicians who share the worries and critique of many colleagues 
concerning the current euthanasia practice, on legal, medical and 
deontological grounds.12 However, in the mainstream media and 
increasingly also in the medical world, the normalization of eutha-
nasia goes hand in hand with its sacralization as a symbol of eman-
cipation: euthanasia has become a new way of dealing with human 
finitude and the mystery of suffering and death. The sacralization 
of euthanasia in the name of self-determination thus simultaneously 
makes every reference to the more ancient Hippocratic tradition into 
a taboo: it can no longer be said or remembered that euthanasia, 
all things considered, will remain a transgression that is alien to 
the nature of medicine and the highly ethical calling of the medical 
profession. Even the doctor who tries to go along with standardiza-
tion (“I do euthanasia occasionally, but please not too much”) might 
inevitably at some point find himself in a state where he experiences 
a dilemma or the wavering of conscience. The farther the request 
for euthanasia—and if granted, the life-ending act—lies from the  
moment of natural death, the more likely there might arise a struggle 
of conscience, but also palavers and dissensus between all involved: 
patients, but also caretakers, physicians, family members. This fatal 
and never avoidable dynamic is most poignantly exposed in the case 
of euthanasia for psychiatric patients.

 12 There are good arguments to be given against the legalization of euthanasia or 
assisted suicide from an atheist and liberal point of view. Cf. for this Kevin Yuill, 
Assisted Suicide. The Liberal, Humanist Case Against Legalization (London: Pal-
grave MacMillan, 2013).
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9.5 Conclusion

All of this raises three concluding observations.
First of all, the depenalization of euthanasia puts pressure not only 

on the medical world, but also on society at large. This inevitably might 
trigger a conflict of conscience for the physician and the entire medical 
team involved in end-of-life care. But the family and wider social envi-
ronment might also be affected by this process of normalization and 
experience pressure to choose for euthanasia or to propose it as the most 
appropriate way to die.

Secondly, the attempt to make active life-ending actions more trans-
parent and unambiguous through the euthanasia law, and to release the 
doctor from the pressure of legal sanctions, has led to a new kind of 
uncertainty, now at the level of the freedom of conscience of the phy-
sician. Where the Hippocratic Oath used to be a benchmark and a 
guideline, the doctor now has to look for self-invented or very volatile 
benchmarks for his or her conscience.13 It is no coincidence that recently 
in Belgium attempts are being made by groups of doctors—for exam-
ple, the psychiatrists—to formulate additional rules to somewhat frame 
the transgressive act of euthanasia and to lead to morally responsible 
decisions in response for a demand of euthanasia.14 At the same time, 
this creates the temptation, under pressure from the culture of normal-
ization, to reduce euthanasia to a purely procedural act, the result of 
an almost contractual agreement between doctor and patient, whereby 
even the medical and existential considerations shift to the background. 
In this way, morally speaking, euthanasia is made completely neutral, 
which is evident from the statement of a euthanasia prone doctor: “Who 
am I not to respect the will of the patient? I am not God!”

Thirdly, among some physicians, the normalization of euthanasia 
goes hand in hand with a form of moral disengagement, whereby one 
silences one’s conscience or sense of moral uneasiness by hiding behind 
the procedures of the law or cultivating a self-indulgent conception of 
one’s moral integrity. However, as I hope to have pointed out, it would 
be highly undesirable to reach as a society a point where doctors are no 
longer appealed in their conscience—and either reduce euthanasia to a 
purely procedural semi-therapeutic act, or sacralize it as a highly moral 
intervention. If this point of normalization is ever reached, it is also done 

 13 Arguments in favor of the sustenance of the classical Hippocratic tradition with 
regard to euthanasia or MAID are given in: Charles L. Sprung et al., “Physician- 
Assisted Suicide and Euthanasia: Emerging Issues from a Global Perspective,” Jo urnal 
of  Palliative Care 33 (2018): 197–203.

 14 Vlaamse Vereniging voor Psychiatrie, “Hoe omgaan met een euthanasieverzoek in 
psychiatrie binnen het huidig wettelijk kader? Adviestekst van de Vlaamse Vereniging 
voor Pyschiatrie in 2017 over te hanteren zorgvuldigheidsvereisten,” Accessed July 
19, 2021. https://vvponline.be/uploads/docs/bib/euthanasie_finaal_vvp_1_dec.pdf.

https://vvponline.be
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with the freedom of conscience of the doctor. Perhaps this is the most 
important lesson to be learned in Belgium, now that the social experi-
ment on euthanasia is 20 years old: as a transgressive act, euthanasia 
should always remain controversial and possibly embarrass the doctor’s 
conscience and by extension the entire society. This embarrassment can-
not and should not be eliminated by any law or procedural decision. 
But if this is right, it also cannot be expected that the normalization of 
euthanasia will ever succeed. The active ending of a human life, even 
on demand of the patient, will always fall outside the realm of normal 
medical practice and remain thus the object of possible controversies, 
clashes of conscience and deeply felt traumatic experiences, which affect 
a whole society.
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