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ABSTRACT

Background. The practice of countries in legalizing euthanasia is useful for other countries
that have not yet allowed Medical Assistance in Dying (MAID). Palliative patients in these coun-
tries have varying levels of access to medical care, including adequate analgesia. Medical care in
many countries does not meet the needs of palliative patients, and systems of palliative and hos-
pice care are often poorly developed. MAID can be an alternative to the suffering of palliative
patients at the end of life.

Aim. Analysis of legal, social and financial aspects of euthanasia legalization in different
countries of the world.

Materials and Methods. The method of system analysis, comparative method and bibliose-
mantic method were used for the research.

Results and Conclusions. The path to the legalization of euthanasia begins with a wide public
debate. Important is the opinion of medical professionals, who are usually divided into two camps:
those who deny the necessity and humanity of euthanasia, as well as those who advocate legali-
zation to end the suffering of their patients, seeking to satisfy their persistent and conscious desire
to exercise their "right to die". Countries take different paths and at different speeds to legalize
euthanasia. The difference between the models of legalized euthanasia lies, first of all, in its per-
mitted type (passive or active), distribution to different age categories of hopeless patients (in
particular, to children), to incapacitated patients with cognitive disorders. Active euthanasia is
allowed in such European countries as the Netherlands (since 2001), Belgium (since 2002), Lux-
embourg (since 2009), Spain (since 2010), Switzerland (since 2011). Since these years, there has
been a change in the attitude towards medically assisted death of the European Court of Human
Rights, which previously categorically regarded euthanasia as intentional murder. In all countries
that have legalized euthanasia, an active discussion continues regarding the rules for its imple-
mentation. A common feature of countries that have already legalized euthanasia is the approval
of the procedure by at least a third of medical professionals.

Keywords: medically assisted suicide, suicide tourism, Quality of Death Index, suicide of cri-
tically ill palliative patients, right to life, right to die.

INTRODUCTION

In many countries, the proportion of elderly
people in the population is increasing, and with it
the incidence of cancer and other diseases that
lead to a painful death. To compare countries ac-
cording to the organization of the best dying, the
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Quality of Death Index (QDI) was developed in
2010 [1], which assessed the availability and qual-
ity of end-of-life care in 40 countries according to
24 indicators. In 2015, the QDI already evaluated
80 countries using 20 quantitative and qualitative
indicators in five categories: palliative environ-
ment and health care, human resources, accessi-
bility of health care, quality of health care, and
level of community involvement [2]. The 2010
country assessment identified Great Britain as the
best country for dying, thanks to a comprehensive
national policy, broad integration of palliative
care into the national health care system and the
development of the hospice system [3].
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Great Britain also took the 1% place in 2015.
The 2" place in the list was taken by Australia,
and the 3" by New Zealand. The USA was on the
9" place, Canada on the 11™. The leading coun-
tries of the rating noted an effective national po-
licy of palliative care, a high level of public spend-
ing on health care services, developed educational
programs of palliative medicine, large charitable
contributions to Palliative and Hospice Care
(PHC) institutions, wide availability of opiates for
pain relief, public awareness of PHC problems.

The state of PHC with all aspects of care for
palliative patients, ensuring their rights and meet-
ing their needs, depends to a large extent on the
funding of national PHC programs. Approaches to
funding the best national PHC systems vary: in the
UK, the main source of funding is philanthropy.
Australia, Denmark, Belgium and Ireland fund
80-100% of palliative patient costs with public
funds. The Ukrainian model of package financing
of PHC also gives hope for improving the rating
of the country [4]. The models of PHC organiza-
tion are also different. For example, Panama has
integrated palliative care into its primary care ser-
vices, and Mongolia is rapidly increasing the num-
ber of hospices. The availability of narcotic pain-
killers (and medical cannabis in particular) corre-
lates with the country's place in the rating [5; 6].
Pain relief is one of the basic needs of palliative
patients [7], but only 33 of the 80 countries in the
2015 ranking had opiates freely available.

The calculation of the QDI is related to the de-
termination of the burden of diseases and the pre-
valence of severe disabling diseases [8]. In 2015,
the qualitative weight of the burden of diseases in
the defined QDI was 60%. Another important fac-
tor in the development of national PHC systems is
orientation to patient needs [9]. Social and mili-
tary crises, on the contrary, inhibit the develop-
ment of these systems [10]. Important for deve-
lopment is a wide list of palliative diseases recog-
nized by states [11; 12]. In the 2015 QDI ranking
of countries, Ukraine ranked last in Europe with
a score of 25.5 points, and the 69" out of 80 places
in the overall ranking. The indicators of such
countries as India (26.8 points), Colombia (26.7
points), Ethiopia (25.1 points), and China (23.3
points) were close to the indicator of Ukraine. In
order to understand which factors are decisive for
the development of the PHC system of countries
to ensure the dignified and painless dying of pal-
liative patients, an analysis of the practices of le-
galizing euthanasia in other countries of the world
is necessary.

The aim of the study was to analyze the legal,
social and financial aspects of the legalization of
euthanasia in other countries of the world.

Materials and Methods

The research used methods of systematic ana-
lysis, comparative and bibliosemantic, with a search
for sources on PubMed, Google and Google
Scholar using the keywords "palliative and hos-
pice care", "legalization of euthanasia”, "foreign
experience”, "medically assisted death"”, "suicides
of palliative patients"”, "quality of death index" in
Ukrainian and English. In connection with the theo-
retical approach to the research, bioethical exami-
nations of the research materials were not con-
ducted. Statistical methods were also not used.

Results and Discussion

Palliative care is intended neither to delay nor
hasten death. But a significant number of patients
experiencing intense chronic pain at the end of life
is pushing for an alternative to self-initiated grad-
ual dying — Medical Assistance in Dying (MAID).
Euthanasia is legalized in Sweden, Netherlands,
Belgium, Switzerland, Finland, Germany, Chile,
USA, Canada, Israel, Mexico. Public discussions
about death had a significant influence on coun-
tries' decisions to legalize euthanasia [13]. The
willingness of countries to legalize euthanasia also
depends significantly on the religiosity of the pop-
ulation [14]. If a country has a neighboring coun-
try that allows euthanasia, or the country's popu-
lation has sufficient income for medical suicide
tourism, palliative patients travel to other coun-
tries to end their lives with dignity.

Legislators of countries that were moving to-
wards the legalization of euthanasia, to a certain
extent, added to the opposition of the international
law system. The position of the European Court of
Human Rights regarding euthanasia was categori-
cally condemning before its legalization in many
countries of the world. The court saw euthanasia
as a violation of Article 2 (right to life) of the Eu-
ropean Convention on Human Rights [15]. How-
ever, the evolution of legal interpretations chan-
ged the attitude: the "right to die" became an im-
portant component of the right to life. In the field
of palliative medicine, it is more often called "the
right to a dignified death". Titko E.V. & Deine-
ko O.V. (2020) note that citizens will not resort to
euthanasia tourism if the right to euthanasia is en-
shrined in the legislation of their countries. Swit-
zerland has become the most attractive country for
foreigners with liberal conditions for performing
euthanasia [16]. The Swiss canton of Zurich is the
most famous area where euthanasia is widely used
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for foreigners. The Swiss clinic "Dignitas"”, ope-
ned in 1998, is called the "Mecca of suicide tour-
ism". But the US citizens sometimes go to Mexico
for MAID. And this is despite the fact that eutha-
nasia has already been legalized in some states of
the country. Such a choice may be related to the
fact that upon returning home, persons who ac-
companied their relative to the MAID site may
face criminal prosecution. It will be easier to
prove guilt if the suicide took place on the territory
of one's own country.

From a legal point of view, euthanasia is "the
action or inaction of a doctor at the request of his
patient in order to end his suffering, the result of
which is the realization of the right to a dignified
death, provided that the patient understands and is
aware of his actions in compliance with the law"
[17]. A dignified death in Ukraine cannot be pro-
vided by active euthanasia. Thus, Clause 4 of Ar-
ticle 281 of the Civil Code of Ukraine limits this
right as follows: "It is prohibited to satisfy the re-
quest of an individual to end his life". Article 52
of the Law of Ukraine "Fundamentals of the Leg-
islation of Ukraine on Health Care" defines: "Me-
dical workers are prohibited from performing eu-
thanasia — intentionally hastening the death or
mortification of a terminally ill patient in order to
end his suffering”. Similarly, Ukrainians are often
deprived of the right to a dignified death without
pain [6; 8; 18]. In addition, Ukrainian society is
not ready to start a dialogue about the possibility
of legalizing euthanasia [14]. Therefore, for Uk-
raine and other countries with low QDI, the expe-
rience of countries that have already legalized
QDI is useful.

In the Netherlands, MAID is legal for patients
from the age of 16. From 12 to 16 years of age, the
consent of parents or guardians is required for this
procedure. Since 2005, in exceptional cases (most
often in the terminal stages of cancer), the Gro-
ningen Protocol has allowed neonatal euthanasia
(for babies under 1 year old). Children aged 1-12
years are not eligible for MAID [19]. Decisions
about MAID are made by consensus of several
doctors. After the legalization of euthanasia in
2001, society continues to actively discuss the
rules of the procedure. In the Netherlands, legisla-
tors take the position that the state "is obliged to
protect citizens from making decisions that do not
correspond to their best interests, for example, the
decision to die, when "unbearable suffering" can
be reduced so much that the person gives up the
desire to end suffering by death" [20]. Therefore,
doctors should offer the patient alternatives to MAID

and allow time to test them. Legislators in Canada,
where patients are allowed to decide for them-
selves whether to try other methods of palliative
medicine before deciding on MAID, think differ-
ently. Canadian doctors only give a patient with
a clear intention to resort to MAID the choice: to
perform a lethal injection, or to allow the patient
to perform such an injection himself. Also, the Ca-
nadian doctor must make sure that the patient an-
swers confidently and uniformly when asked
about the choice of MAID. Therefore, the question
about MAID should be asked several times.
A guardian cannot ask a doctor for MAID for an
adult incompetent patient, but the parents or
guardians of a minor terminally ill child can re-
quest it [21]. For adults, the right to MAID is lim-
ited if the palliative condition is due to one mental
illness with a cognitive disorder that does not al-
low you to confidently express your wish for
MAID [22].

In Canada, parents of children with palliative
diagnoses are willing to discuss the feasibility and
practical aspects of MAID with doctors and re-
search scientists. In a 2017 survey of almost 2,000
parents, 46% called children's MAID acceptable.
The percentage of similar answers varied in sub-
groups of interviewees depending on the diagno-
ses offered for discussion and the age of the chil-
dren. A high percentage of acceptance of euthana-
sia was also demonstrated by pediatricians and
nurses of children with palliative diagnoses. Doc-
tors' refusal to consent to the appointment and
conduct of MAID was associated with their re-
ligiosity, disagreements with colleagues on spe-
cific cases and the very attitude to MAID, the bur-
den of observing patients dying [23].

In the legalization on euthanasia in Canada, the
discussion of the problem in the mass media
played a significant role. From 1972 to 2016, Ca-
nadian newspapers in English and French dis-
cussed the role of doctors in the care of critically
ill patients and their possible involvement in
MAID, legal and political aspects of legalization
(appeals to the Supreme Court of Canada in eutha-
nasia cases, legal cases against Canadian doctors
and Dr. Kevorkian, parliamentary legalization),
the attitude of Canadians to MAID. Crumley E.T.
et al. (2019) conducted an analysis of 813 news-
paper articles during this time, and divided the 44
years of media discussion before the legalization
of euthanasia into three periods: 1) awareness of
the problem, 2) anxiety and euphoric enthusiasm,
and 3) awareness of the price of significant pro-
gress [24]. The researchers concluded that, based
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on the results of the random sample, there were
more positive articles about MAID. They ex-
plained the victory of euthanasia supporters, in-
cluding the decline of religion in Canada.

One of the problems that Canada was dealing
with after the legalization of MAID was the insuf-
ficient level of professional training of medical
workers to work in the PHC system. A survey of
452 physicians, nurses, administrators, and volun-
teers working in Canada's PHC system one year
after euthanasia was legalized revealed a need for
more professional issues specific to palliative care
in training programs and a lack of funding for such
training programs [25].

While active euthanasia is allowed in the Neth-
erlands, Belgium and Canada, passive euthanasia
is allowed in Sweden, France and Finland [17]. In
Ukraine, passive euthanasia is not allowed de jure,
but de facto it is often performed when a physician
decides to end life support. In low- and middle-
income countries, health care facilities are often
under-resourced, so doctors prefer to save avai-
lable drugs for patients who can be saved. Argu-
ments about the high risk of professional error at
the moment of brain death, after which disconnec-
tion from resuscitation equipment can no longer
be qualified as intentional murder, are unconvin-
cing. When it comes to diagnosing brain death, the
majority of doctors in the world are in approxi-
mately the same conditions [26]. But it was this
argument that was the main one when the Ukrai-
nian parliament (Verkhovna Rada) refused to le-
galize euthanasia in 2003 and 2010.

Belgium became the second country in the
world to decriminalize euthanasia, after the Ne-
therlands. But even after legalization in 2002, so-
ciety continued to discuss the problems associated
with it: obtaining donor organs, euthanasia of in-
fants, the illegal practice of euthanasia alongside
the legal one [27]. The latter accounted for 4.5%
of all deaths in the country after legalization.
A similar practice was widespread in the country
even before legalization. But the activity of legis-
lators regarding legalization was also high: in the
period 1984-1996, 9 draft laws on legalization
were submitted to the Belgian Parliament. The
population of Europe at that time gradually
changed its attitude towards euthanasia for the
better. During 1981-1999, the number of posi-
tively disposed citizens increased by 22%. In
1996, the Federal Advisory Committee on Bio-
ethics was established in Belgium, which studied
public opinion but did not make any recommen-
dations. The first criminal investigation into illegal

euthanasia in the country began in 2000 against
two doctors. But they were not punished because
the sentence was announced in 2003, after legali-
zation, and the legalization law applied retrospec-
tively to cases of euthanasia. Legalization was ac-
celerated by the absence of Christian Democrats
in the country's government.

Before the procedure, the patient must be in-
formed about his/her condition. The wish for eu-
thanasia must be certain. There should be several
conversations with the doctor. The physician must
be satisfied that there are no reasonable alterna-
tives to euthanasia. Each patient's euthanasia
should be discussed with another physician, nurse,
and the patient's relatives/caregivers. The patient
should be allowed to discuss euthanasia with
whomever he chooses. The activities of doctors
who agreed to euthanasia are audited. In case of
non-fulfillment of the procedure, the commission
forwards the audit results to the prosecutor's of-
fice.

There is no age limit for euthanasia in Bel-
gium. Under special conditions, it can be pre-
scribed even to newborns. For euthanasia of in-
fants, an examination by a psychologist or psychi-
atrist is mandatory. For adults, such consultation
is only desirable. The first case of euthanasia of
a minor was registered only in 2016. Therefore,
the permission for euthanasia of infants is more of
a political step, but does not have significant con-
sequences.

In Belgium, euthanasia of patients with demen-
tia is not allowed. A survey of neurologists in the
country in 2019 showed that 77% of respondents
approve of the law on euthanasia, but 65% are
against extending the law to patients with demen-
tia [28]. Another survey of Belgian family doctors
in the same year [29] showed that 59% were
against extending the practice of euthanasia to pa-
tients with terminal stages of dementia, if these
patients cannot clearly express their will. At the
same time, non-religious doctors supported such
an expansion twice as often as their religious col-
leagues. 72% of GPs reported that they fear pres-
sure from relatives if care-givers are allowed to
claim MAID for their incapacitated relatives.

Only active euthanasia is allowed in Belgium.
Stopping treatment to end life is prohibited. The
wording of the law "in the absence of a reasonable
alternative" for euthanasia is too vague and has
been criticized for many years. Even after legali-
zation, half of all euthanasia cases are not regis-
tered by doctors as euthanasia. In the early 2010s,
80% of euthanasias occurred in the Belgian region
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of Flanders. There is concern in Belgian society
about the high risk of involuntary euthanasia. It is
partly related to the removal of donor organs,
which is permitted in the country, without the
prior consent of the deceased. But within the pe-
riod of 2007-2015, only 2% of donor lungs were
obtained from patients after euthanasia. Many pa-
tients who turn to doctors to end their lives have
cancer that is a contraindication for organ trans-
plantation. Concerns may become more grounded
in the growing number of young people seeking
euthanasia. The shortcomings of the practical im-
plementation of the Belgian law on euthanasia
should be taken into account by other countries.

In the US, there is considerable variation in
state-to-state law on key aspects of life and death.
Euthanasia is legalized in Oregon, Montana,
Washington, California, and Vermont. The laws
of the states of Oregon and Washington allow
medically assisted suicide only for patients whose
life expectancy does not exceed 6 months [30].
Many right-to-die advocates have preferred to ex-
pand the list of conditions in which MAID is pos-
sible, particularly in cases where terminally ill pa-
tients show a persistent and rational desire to die
but are physically unable to end their own lives.
Refusal to help such patients was considered by
many to be "torture of inaction." In Europe, the
USA and Canada, some married couples ex-
pressed a desire to die together, sometimes com-
mitting suicide at the same time. This practice
raised the issue of allowing MAID of healthy peo-
ple before the society. Of course, it is impossible
to give permission for the procedure to mentally
ill people during psychosis. But if the patient
shows a persistent desire to die, no one can pre-
vent him from committing suicide on his own. Un-
fortunately, in this case, the way to end life can be
painful.

In the US, euthanasia was first legalized in Cal-
ifornia in 1977, with the adoption of the world's
first right-to-die law. The life expectancy of a pa-
tient with an incurable disease who is given drugs
for self-enduring should not exceed 6 months. The
patient must be of legal age, able to act, under-
stand his diagnosis, prognosis and consequences
of the decision made. The decision to provide
medication is made by several physicians.

A number of social and medical ethical prob-
lems are associated with euthanasia. For example,
how to evaluate a patient who is on long-term opi-
ates due to excruciating chronic pain caused by an
incurable disease. Soh T.L. et al. (2016) [31] con-
vincingly refute the popular thesis that "iatrogenic

loss of consciousness equals loss of personality
and death". Their work is based on the analysis of
empirical data. The study demonstrates the refuta-
tion of a false but popular philosophy by the meth-
ods of evidence-based medicine. Terminal seda-
tion can lead to the death of the patient uninten-
tionally as a side effect [19]. Opponents of eutha-
nasia claim that the availability of euthanasia re-
duces the demand for palliative care, that doctors
can treat palliative patients inappropriately: why
treat a palliative patient for a long and difficult
time, if you can just kill him. Proponents of eutha-
nasia respond to this: the doctor's wishes are se-
condary, the wishes of the patient, who considers
his suffering unbearable and asks for it to be
stopped, must be respected. Opponents of eutha-
nasia argue that children under the age of 12 are
not capable of giving informed consent to their
own death (euthanasia is legal from the age of 12
in the Netherlands), just as they are not allowed to
vote in elections, join the army, marry, or have
sex. Likewise, children 12 years old are not given
the right to allow their own sterilization. Propo-
nents of euthanasia respond to this: one cannot
compare civic and social immaturity, and even a
potential life without offspring to a life with con-
stant excruciating pain.

The problem of euthanasia also intersects with
the issues of suicide. The experience of Northern
Ireland, which had the highest suicide rates in the
United Kingdom in 2014-2015 (1.7% of all
deaths, or 16.5 suicides per 100,000 population in
2015), shows that suicides are more male (3/4 in
2015) that most suicides are committed at the age
of 25-35 [32]. The use of methods of evidence-
based medicine was transferred to the field of eu-
thanasia precisely from the pool of research on su-
icides [33; 34]: errors in statistical evidence are
not associated with falsifications, but with the
mischaracterization of events in the criminal pro-
cess. Similar qualifications in the criminal legisla-
tion of different countries are different, as well as
criminal responsibility. Thus, for example, in the
Criminal Code of Switzerland, euthanasia is in the
section "Murder" (Homicide, article 114). For
murder at the request of the victim, at his own gen-
uine and persuasive request, his own and persis-
tent request, the penalty is imprisonment for not
more than three years or a monetary fine. At the
same time, the term of imprisonment for inciting
suicide or aiding suicide may be up to five years
of imprisonment [35]. In some countries, high
criminal liability is also provided for actions asso-
ciated with suicide. For example, in Norway, a per-
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son who produced drugs that were used for suicide
can be punished with up to 5 years of imprison-
ment [36].

The WHO states that the largest number of su-
icides in the world is naturally associated with
clinical depression [37]. The number of palliative
patients among people who have committed sui-
cide is small (0.2-4.6% of total deaths, 1998—
2015), but it is still hundreds of times greater than
the number of palliative patients who find their
way to legal euthanasia. On the other hand, the Eu-
ropean Association for Palliative Care states [38]
that the majority of representatives of professional
organizations of PHC systems of different coun-
tries during a survey in 2016 believed that eutha-
nasia and MAID should not be included in the list
of palliative medicine procedures. Euthanasia is
not included in the "White Book of Palliative
Medicine" [39]. A similar opinion has been held
by the World Medical Assembly for many de-
cades [40]. A similar denial of the "right to die" by
medical professionals can be explained by the tra-
ditional long-term funding of medical universities
and medical associations by religious organiza-
tions (e.g., the Roman Catholic Church). A signi-
ficant part of medical students who study medi-
cine in medical universities for a long time accept
the position of the universities, which is dictated
by religion.

Historically, euthanasia was frequently prac-
ticed in the ancient world. For example, weak chil-
dren unfit for military service were Kkilled in
Sparta, which is known from the works of Plu-
tarch and Thucydides [41-43]. The negative back-
ground of euthanasia was also created by the mass
murders of the Nazis in the Second World War
[44]. That is why only passive euthanasia is al-
lowed in Germany since 2015, and active eutha-
nasia is a criminal offense. From a legal point of
view, in addition to active and passive euthanasia,
most countries that have legalized it distinguish
between "Mercy killing" (when a doctor injects
a hopelessly ill patient with an excessive dose of
an anesthetic drug, resulting in the desired death)
and "Physician-assisted suicide" (when a doctor
only helps a terminally ill person to end his life).

It was the last tactic that six times helped the
world-famous American pathologist, doctor and
supporter of the "right to die" Jack Kevorkian
(1928-2011) avoid criminal responsibility for
MAID. In his practice, Jack Kevorkian used a spe-
cial device "Mercitron" (from English mercy) of
his own invention, which allowed patients to self-
inject medical drugs that stopped the heart. But in

1999, Kevorkian was still sentenced to 25 years
for murder after performing a fatal injection rec-
orded on video to a patient who wanted to die but
could no longer administer the lethal drug himself
[45; 46].

Conclusions

The countries that have already legalized eu-
thanasia have come to this decision in different
ways and at different speeds. But there are com-
mon features of this process in different countries:
the path to legalization begins with a wide public
debate, the process of legalization is accelerated
due to the activities of dissidents or with an appeal
to the courts to protect one's right to euthanasia.
At the time of legalization, euthanasia is usually
approved by at least a third of doctors who treat
critically ill patients. In the countries with suffi-
cient financing of national health care systems, the
arguments of supporters and opponents of medi-
cally assisted suicide are usually used to argue
about the integrity of doctors, the acceptance of
the procedure by society, religious prohibitions,
the rights of patients to life and death, but the lack
of resources of the health care system and the ina-
bility to provide seriously ill patients with the nec-
essary medical care, including analgesia for
chronic unbearable pain are not taken into ac-
count.

The difference in the models of legalized eu-
thanasia concerns primarily its type (passive or ac-
tive), coverage of different age groups (in particu-
lar, children), patients with dementia who cannot
consciously and clearly express their desire to end
their suffering with medically assisted suicide.
The number of suicides of palliative patients is in-
significant, and decreases almost to zero after the
legalization of euthanasia. But the risks of invol-
untary euthanasia and violations of the existing
rules for conducting medically assisted suicide are
high. Suicide tourism is acceptable for wealthy
families. A comparison of the legalization situa-
tion in the Netherlands, Belgium, Canada and the
USA with Ukraine shows that Ukraine is at the be-
ginning of the path to the future parliamentary ap-
proval of the procedure.
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