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Developments Under Assisted Dying 
 Legislation
The Experience in Belgium and Other Countries

Sarah Mroz, Luc Deliens, Joachim Cohen, Kenneth Chambaere

M any jurisdictions are debating legalization of 
 assisted dying (AD), which can include 
 euthanasia—i.e. intentionally ending the life of a 

patient by a physician administering medications at the 
patient’s explicit request—and physician-assisted suicide 
(PAS)—i.e. a physician prescribing or providing 
 medications for a patient to use to end their own life (1). 
Currently, euthanasia is legal in twelve jurisdictions: the 
Netherlands, Belgium, Luxemburg, Colombia, Canada, 
New Zealand, five Australian states, and Spain (1). 
 Physician-assisted suicide without the option for 
 euthanasia, is legally practiced in Switzerland, Austria 
and eleven US jurisdictions (1). In Italy and Germany, 
courts recently declared the criminalization of assisted 
suicide unconstitutional, though Italy has extremely nar-
row eligibility criteria, and the German high court ordered 
a reform of the current legislation (1, 2) (Table 1). While 
most AD legislation is limited to those with terminal ill-
ness due to somatic disorders, the Benelux countries and 
Canada (from 2023 onwards) allow requests based on 
psychiatric illness or dementia, provided the patient is 
competent (3, 4). 

It is important to examine the evolution of AD 
practices in countries with long-standing laws and 
evaluate practical arguments for and against legali -
zation. Based on official statistics and independent re-
search, broad trends after legalization are described. 
Experiences from Belgium feature predominantly, 
primarily due to the combination of available empiri-
cal data and the authors’ detailed knowledge of 
 regional and historical developments. Data cited here 
is based on referenced research and reporting to 
 government bodies and is likely representative for all 
obvious euthanasia cases in Belgium.

Evolution of euthanasia practice following 
 legalization 
In Belgium, there has been continuous increase of AD 
practice since legalization, from 235 cases (0.2% of all 
deaths) in 2003 (5, 6) to 2699 cases (2.4% of all deaths) 
in 2021 (7) (Figure 1). Evolutions refer to an initial 
phase where acceptance and uptake of euthanasia prac-
tice increase only incrementally and a second phase 
when there is broader implementation as physicians and 
health systems collectively become more familiar and 
comfortable with what is legally allowed and  acceptable. 

Summary
Background: Legalization of assisted dying (AD), including euthanasia and 
 physician-assisted suicide, remains a highly contentious issue as more jurisdictions 
around the world consider AD laws. Important concerns exist related to legalization 
of AD with regard to vulnerable populations and monitoring and reporting systems. 

Methods: A selective literature review was performed to explore the developments 
under assisted dying laws globally. An array of issues and key publications were 
 selected based on the authors’ previous research and knowledge. 

Results: The experience in Belgium can provide an instructive example about the 
evolution of AD laws. Since legalization, AD practice has increased gradually (0.2% 
of all deaths in 2002–2003 to 2.4% in 2021), accompanied by a diversification of the 
patient groups and by broadening acceptance among physicians and the public. 
Fears relating to disregard of regulatory safeguards and thwarted palliative care 
 development have largely been allayed. Nonetheless, there are important points 
that require continued attention, for which ongoing monitoring and research is 
 essential. 

Conclusion: Research in Belgium has not found evidence of suicide contagion, 
 expansion to minors, or an increase in non-voluntary forms of life-ending. AD 
 legislation should always be accompanied by careful consideration for integration 
into the health care system, physician training and support, possible conscientious 
objection, availability of palliative care services, clinical guidelines, public education, 
and monitoring systems. 
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TABLE 1

Jurisdictions with AD laws and frequency of reported euthanasia and assisted suicide

*1 Data not (yet) available
*2 Number of medical aid in dying cases between 1 July 2017 and 30 June 2019
*3 Number of medical aid in dying cases between 19 September 2019 and 31 December 2019
*4 Number of medical aid in dying cases between 1 August 2019 and 31 December 2019 
Euth., Euthanasia; PAS, physician-assisted suicide

Jurisdiction

Europe

Austria

Germany 

Italy

Spain

Switzerland

Netherlands

Belgium

Luxembourg

America

Canada

Colombia

USA

 – Oregon 

 – Washington 

 – Montana 

 – Vermont 

 – California 

 – Colorado 

 – District of Columbia 

 – Hawaii 

 – Maine 

 – New Jersey 

 – New Mexico

Australia

Victoria

Western Australia 

Northern Territory 

Queensland

South Australia

Tasmania

New Zealand

Year of law 
 passage or 
 decision 

2021

2020

2019

2021

1942

2002

2002

2009

2016

1997

1997

2009

2009

2013

2015

2016

2016

2018

2019

2019

2021

2017

2019

1995

2021

2021

2021

2019

Euthanasia 
and/or PAS

PAS

PAS

PAS

Euth., PAS

PAS

Euth., PAS

Euth., PAS

Euth., PAS

Euth., PAS

Euth., PAS

PAS

PAS

PAS

PAS

PAS

PAS

PAS

PAS

PAS

PAS

PAS

Euth., PAS

Euth., PAS

Euth., PAS

Euth., PAS

Euth., PAS

Euth., PAS

Euth., PAS

Type of legislation or 
decision

Legislation

Decriminalization 

Decriminalization 

Legislation

Decriminalization 

Legislation

Legislation

Legislation

Legislation

Court ruling

Legislation

Legislation

Court ruling

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Legislation

Latest year with 
known number of 
deaths

*1

*1

*1

*1

2015

2019

2021

2020

2019

2021

2020

2020

*1

2017–2019

2020

2020

2018

2019

2019

2019

*1

2020

*1

1996–1997

*1

*1

*1

*1

Number of annual 
deaths by euthanasia 
and/or PAS

*1

*1

*1

*1

965

6361

2699

25

5631

47

245

252

*1

28*2

435

145

2

23

1*3

12*4

*1

175

*1

7

*1

*1

*1

*1

Percentage  
of all deaths

*1

*1

*1

*1

1.4%

4.2%

2.4%

*1

2.0%

*1

*1

*1

*1

*1

0.1%

*1

*1

*1

*1

*1

*1

*1

*1

*1

*1

*1

*1
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A survey in Flanders, Belgium, which included 

3750 physicians, estimated that the general rise in 

prevalence in this sample is due to a rise in number of 

euthanasia requests or PAS (3.5% of deaths in 2007 to 

6.0% in 2013), as well as a rise in the granting rate 

(56.3% in 2007 to 76.8% in 2013) (6). The rate of 

 euthanasia increased in this period by a factor of >2 

(6). Several factors likely contributed to these trends: 

a reduction in barriers such as prohibitive institutional 

policies and physicians’ conscientious objections; 

evolving attitudes and cultural shifts, which prioritize 

autonomy and self-determination; along with higher 

levels of acceptance of euthanasia among medical 

professionals and the population, growing familiarity 

with AD practice among physicians, and education 

and training (8, 9). Additional factors include profes-

sional support systems and less concern about 

 prosecution when due care criteria are followed 

(10–12). However, controversies have also occurred. 

In 2019, three Belgian physicians were put on trial in 

a euthanasia case contested by the bereaved family 

(12). No physicians were convicted. In the Nether-

lands and in Oregon, there are few instances of phy -

sicians being convicted in AD cases, some resulting in 

symbolic or suspended sentences (13, 14). The 

2007–2013 trend is based on the Flemish survey (6, 8) 

which includes: reported cases, unreported gray zone 

cases (those not clearly identified as euthanasia or 

PAS), and requests not leading to AD, while the 

 statistics in Table 1 include all of Belgium and is 

 limited to reported cases.

The profiles of people requesting and receiving 

 euthanasia have also changed in Belgium 8. While in-

itially largely restricted to cancer patients, the practice 

gradually broadened to include other medical condi-

tions such non-malignant lung disease, cardiovascular 

disease, old age-related multimorbidity (5), even 

early-onset dementia and psychiatric conditions. 

While cancer groups continue to have the largest 

 absolute and relative access, research shows a trend 

towards more equal granting rates in other conditions 

(5). Also, older people and people with lower 

 educational attainment are requesting and receiving 

euthanasia more often than during the first years of 

the law (5).

The proportion of euthanasia cases based on psy-

chiatric disorders or dementia also increased (0.5% 

[n=10] of all cases in 2002–2007 to 3.0% [n=54] in 

2013) (3), though it remains limited as  assessment 

presents complex clinical-ethical  challenges, regard-

ing e.g. competence and irremediable suffering (3, 

15). This has necessitated the establishment of clini-

cal guidelines as the law provides scant concrete 

guidance on evaluating legal criteria in such cases 

(15). 

Having years of experience with the law is thought 

to have increased awareness and acceptance about the 

legal options in cases involving groups such as the 

non-terminally ill, minors and those with predomi-

nantly mental suffering (3). This process of adoption 

and expansion represents a conceptual gradual “fill-

ing” of the existing legal space, with the practice 

starting with patients who are the most obviously 

 eligible candidates (most notably, terminally ill and 

imminently dying cancer patients), then gradually 

moving towards eligibility requirements which are no 

longer as clear, to include groups with non-terminal 

illness and/or psychological suffering, such as people 

with psychiatric conditions (Figure 2). 
Occasionally, extreme cases are reported in popular 

media, of people requesting or having received 

 euthanasia but with conditions or in contexts which 

are highly controversial. These cases fuel the ethical 

debate about the limits of euthanasia legislation (15). 

The gradual expansion described here largely runs 

parallel to experiences in the Netherlands (16). 

The impact of AD laws on medical professionals 

varies and is influenced by whether euthanasia or PAS 

FIGURE 1

Evolution of number of annually reported euthanasia cases to the Federal Control and 
Evaluation Commission for Euthanasia (FCECE) 2002–2021
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is legalized, or both. Although PAS is rarely chosen 
by patients over euthanasia in jurisdictions where 
both options are available, PAS might be preferred as 
it places less burden on the physician and the respon-
sibility rests with the patient (17). In those jurisdic-
tions where only PAS is legalized, the prevalence and 
rate of increase is much lower than in those jurisdic-
tions where euthanasia is also an option, e.g. the fre-
quency of PAS in Oregon is significantly less than the 
AD numbers in the Netherlands (18). In Belgium, the 
frequency of PAS was 0.05% of all deaths, while in 
the Netherlands it was 0.1% (17). The physician in-
volved in deaths with euthanasia or PAS is a general 
practitioner in 93% of cases in the Netherlands, 60% 
in Belgium and 71% in Switzerland (17). Although 
physicians can exercise conscientious objection and 
decline to participate in AD, concerns related to the 
wellbeing of physicians involved in AD practices 
exist as participation can potentially contrast with 
personal expectations about professional roles and 
 responsibilities (19). Research has shown that some 
physicians experience emotional burden or discom-
fort, while findings also identified satisfaction in 
meeting the needs of patient (20). 

Specific ‘slippery slope’ debates 
The “slippery slope” argument suggests that inevi-
table expansion will occur after legalization and will 
result in error, misuse and harm to vulnerable 
 populations such as older people, minors and people 
with disabilities or psychiatric conditions (1). We 
 review some of the  specific arguments for which 
data is available. 

Suicide contagion
Opponents of AD legalization frequently raise concerns 
about the potential for suicide contagion: a phenom-
enon where exposure to the option of AD would trigger 
suicidal ideation and behavior in vulnerable individuals 
(21). However, statistics in Belgium before and since 

the implementation of Euthanasia Law of 2002 do not 
indicate any association between enactment of legis-
lation and suicide rates among the general population, 
nor has such a link been established empirically 
 elsewhere (21).

Minors
There has been worldwide attention on Belgium’s legal 
extension to non-emancipated minors in 2014, and 
some have asserted the amendment was evidence of a 
“slippery slope” (22). However, it was disputed that 
using calendar age for eligibility was arbitrary and 
 minors with terminal illness mature more rapidly (22). 
The extension was ultimately approved with stricter 
eligibility criteria, limiting access to patients who 
 possess the capacity for discernment, have a short life 
expectancy, and physical, not mental suffering. The ca-
pacity for discernment is not defined, which results in 
some level of subjectivity and interpretation. Between 
2014 and 2020, there have been four cases since the 
 implementation of this law and it has been argued that 
in light of the political environment and legislative 
 outcome, the amendment was mainly of symbolic value 
(22). 

Life ending acts without explicit request. 
 Another concern relates to the demonstrated existence 
of physicians’ practice of administering medications 
to dying patients with the intention of hastening death 
without the explicit request of the patient (23). Critics 
condemn this prohibited practice and often point to 
the euthanasia law as being responsible for this 
 phenomenon. However, several facts contradict this 
conclusion (Box 1). Also, a study in Belgium 
 challenged the idea that these acts are unambiguously 
equal to nonvoluntary termination of life, as most 
cases reported in a physician survey were actually in 
line with patients’ wishes, were probably misinter-
preted by physicians to have had a life-shortening 
 effect, and/or had the primary goal of symptom man-
agement (24). Nonetheless, the practice has persisted 
after AD legalization, leading to the conclusion that 
AD legislation does not eradicate this practice 
 completely (6). 

Reporting, monitoring & safeguards
There is wide consensus that AD should be closely 
monitored to ensure compliance with all legal require-
ments, though opponents referring to the ‘slippery 
slope’ argue that over time AD safeguards will be more 
loosely followed and reporting failures will increase 
26. In Belgium, euthanasia requests must be evaluated 
by an attending physician as well as a consulting 
 physician, and performed cases reported to the Federal 
Control and Evaluation Commission for Euthanasia 
(FCECE) (27). While every jurisdiction to pass AD 
legislation has implemented similar procedural require-
ments and safeguards, there are persistent concerns 
about adherence (1). A Belgian survey found that 
15–23% of physicians hold negative attitudes toward 
procedural requirements in euthanasia practice, i.e. 

BOX 1

Euthanasia laws and life ending acts  
without explicit request 
Factors contradicting an association between euthanasia laws and life ending 
acts without explicit request:
1.) The practice was found to occur before the euthanasia law (e.g. in the 

 Netherlands it was responsible for 0.8% of all deaths in 1990 and 0.7% in 
1995 and 2001) (25)

2.) The rate decreased substantially after implementation of the euthanasia 
law (e.g. in Belgium it preceded 3.2% of all deaths in 1998 and it fell to 1.8 
in 2007 and 1.7 in 2013) (6, 25)

3.)  The practice also occurs in other countries without AD laws (e.g. Denmark, 
Italy, Sweden, UK) (25)
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consulting with a second independent physician when 
dealing with a request and reporting the case to the 
 federal review committee (highest among French-
speaking physicians) (28). Nonetheless, a 2013 study 
found that peer consultation was conducted in over 
90% of cases (6, 28). More information on the process 
for requesting and evaluating euthanasia cases has been 
 detailed (29). 

The rate of legal reporting of euthanasia cases—es-
timated through mortality follow-back surveys—in-
creased, from 54% in 2007 to 64% in 2013 in 
Flanders, Belgium (30). In the Netherlands, legal 
 reporting also increased over time and has remained 
stable at over 80% (29). 

Concerns have been raised about unreported and 
therefore unevaluated cases, inadequate monitoring 
of reported cases, inaction on cases not complying 
with requirements, and the FCECE’s composition and 
authority, which positions it to interpret the law with-
out significant constraint 27. The issue of unreported 
cases is of key concern: research using rigorous 
 anonymity procedures indicates that these cases are 
typically not reported because physicians do not con-
sider the case as euthanasia but rather as intensified 
alleviation of pain and symptoms or as palliative 
 sedation using non-recommended drugs such as 
opioids and benzodiazepines (30–32). In Belgium, 
death certificates have been found to significantly 
underestimate the frequency of euthanasia as a cause 
of death in Belgium (33). Further research, including 
mortality follow-back studies, are critical for monitor-
ing assisted dying practices. 

Impacts on palliative care (PC) 
Critics raise concerns that AD legislation diminishes 
the focus on the need for adequate PC, thwarting its de-
velopment as a young discipline (34). This concern is 
intensified by perceptions of intrinsic ethical and philo-
sophical incompatibilities (35). Moreover, many fear 
that patients would request and receive AD in the ab-
sence of good PC. Though it is difficult to establish the 
ripple effects, policy makers in Belgium chose to enact 
a twin law to boost capacity and ensure universal 
coverage of PC services (36). The Federation for Palli-
ative Care Flanders argued for compatibility between 
PC and AD and promoted integration, i.e. the option of 
AD at the end of an extensive PC trajectory (37). Bel-
gium is unique as such a ‘close’ relationship is not 
found in other countries implementing AD laws, with 
many PC physicians and organizations firmly in 
 opposition of AD (19, 35).

That said, data from the Benelux countries suggests 
that PC development has advanced under AD legis-
lation (34). In Flanders, the evidence points toward a 
considerable involvement of PC workers in patients 
receiving AD (5): 71% of AD cases took place within 
or after a PC trajectory (37). However, the long-term 
effects of legalization are still unknown, and nations 
considering legalization should strongly consider 
concurrently enhancing PC services (34). 

Conclusion 
The Belgian experience teaches us that AD practice 
gradually increases and diversifies in terms of the 
groups accessing it. Continued research has informed 
the ethical and policy debate, specifically around prac-
tical ‘slippery slope’ arguments and impacts on the 
wider end-of-life landscape, with the intermediate con-
clusion that fears have been largely unconfirmed, 
though probable limitations in the documentation must 
be considered. Yet, such effects are extremely difficult 
to establish, particularly without a systematic approach 
or formal mandate for longitudinal monitoring. Ad-
equate knowledge of evolutions and problems in AD 
practice should always inform discussions of potential 
adjustment or expansion of AD legislation. Therefore, 
we recommend the installment of adequate monitoring 
and evaluation systems and of independent research to 
evaluate AD practice and wider end-of-life care. In 
order to address knowledge gaps, specific recommen-
dations for future AD research have been outlined (38). 
Finally, the implementation of AD laws should always 
be accompanied by careful consideration for inte-
gration into the health care system, physician training 
and support, possibility of conscientious objection, 
availability of PC services, clinical guidelines and 
 public education. A high level of transparency and en-
gagement with medical professionals and the public is 
paramount. 

BOX 2

Euthanasia request and procedural requirements in  
Belgium & The Netherlands
● Patient request

– The patient request must be voluntary and well-considered
– The physician must inform the patient about his/her health condition and 

treatment possibilities
– The physician and patient must come to the belief that there is no reason-

able prospect of improvement 

● Procedural requirements   
– The treating physician must consult another independent physician who 

provides a formal advice*
– Following the euthanasia, the physician must notify the case for review by 

an Evaluation Committee by means of a legally defined registration form
– The Committee evaluates the notified case and determines whether 

 euthanasia was performed in accordance with the legal due care require-
ments

– If the Committee judges that the due care requirements have been met, 
the case is closed. If it believes the due care requirements have been 
 violated, the case is forwarded for further investigation

 * In Belgium: if the patient‘s death is not expected in the foreseeable future, a second independent 
physician who is a specialist in the disease must also provide advice.
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Dutch speakers)
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– Pluralistic representation (members 

with different life stances)

Procedure

The committee examines the registration 
forms sent in by the physician

The committee assesses each case on 
the basis of whether the euthanasia 
complies with the due care requirements

The committee can make remarks or re-
quests, but a majority vote is required for 
the anonymity of further information from 
the physician concerned to be lifted

Judgment and report

The committee passes judgement within 
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No notification to the physician

The case will be closed if the due care 
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The Netherlands

5 Regional Euthanasia Review 
 Committees

3 members of each committee

Committee members are appointed for 6 
years, renewable once

1 physician

1 lawyer who is also chairperson

1 expert on ethical issues

Substitute members are arranged

Each committee is chaired by a lawyer

The committees examine the registration 
forms sent in by the physicians

The committees assess whether each 
case of euthanasia or physician-assisted 
suicide complies with the due care 
requirements

The committees can make remarks or 
 request further information (orally or in 
writing) from the physician concerned

The committees can initiate an inquiry 
with the medical examiner, consultant, or 
caregivers to evaluate the physician's ac-
tions

The committees pass judgement within 
6 weeks

Written notification to the physician

The case will be closed if   the due care 
requirements are met

The case is forwarded to the Assembly of 
Prosecutors-General and the Regional 
 Inspector for health care for further inves-
tigation if two of the three committee 
members judge the due care require-
ments to have been violated
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eTABLE

Assisted dying requirements and safeguards

Jurisdiction

Europe

Switzerland

Netherlands

Belgium

Luxembourg

Germany 

Italy 

Spain

America

Canada

Colombia

USA

– Oregon 

 – Washington 

–  Montana 

–  Vermont 

–  California 

–  Colorado 

–  District of Columbia

–  Hawaii 

Euthanasia

No

Yes

Yes

Yes

No

No

Yes

Yes

Yes

No

No

No

No

No

No

No

No

PAS

Yes

Yes

Not legal (but 
condoned)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Diagnosis/prognosis 
required

None specified

None specified

Adults: incurable 
 condition 
Minors: terminal

Incurable condition

None specified

Irreversible disease 
and being kept alive 
with life support

Incurable disease or 
serious, chronic and 
impossible condition

Grievous and irre-
mediable medical 
 condition

Terminal

Terminal, <6 months

Terminal, <6 months

None specified

Terminal, <6 months

Terminal, <6 months

Terminal, <6 months

Terminal, <6 months

Terminal, <6 months

Waiting period 
required

None specified

None specified

None, terminal
 1 month, non-terminal

None specified

None specified

None specified

Two written or other-
wise recorded re-
quests,15 days apart

10 days written 
 request

Within 15 days after 
committee 
approval

15 days oral request, 
48 hours written 
 request

15 days oral request, 
48 hours written 
 request

None specified

15 days oral request, 
48 hours written 
 request

15 days oral request

None specified

15 days oral request, 
48 hours written 
 request

20 days oral request, 
48 hours written 
 request

Peer consultation 
required

None specified

Yes 

Yes 

Yes 

Not specified

Not specified

Yes

Yes

Committee approval 
required

Yes

Yes

Not specified

Yes

Yes

Yes

Yes

Yes

Committee review

None specified

Yes 

Yes

Yes

None specified

None specified

Yes

No

Yes, before 
 euthanasia or PAS 
per formed

None specified

None specified

None specified

None specified

None specified

None specified

None specified

None specified

Supplementary material to:

Developments Under Assisted Dying  Legislation
The Experience in Belgium and Other Countries

by Sarah Mroz, Luc Deliens, Joachim Cohen, and Kenneth Chambaere
Dtsch Arztebl Int 2022; 119: 829–35. DOI: 10.3238/arztebl.m2022.0378



M E D I C I N E

Deutsches Ärzteblatt International | Dtsch Arztebl Int 2022; 119: 829–35 | Supplementary material --

PAS, Physician-assisted dying

Jurisdiction

–  Maine 

–  New Jersey 

–  New Mexico

Australia

Queensland 

South Australia

Tasmania

Victoria 

Western Australia

New Zealand

Euthanasia

No

No

No

Yes

Yes

Yes

Yes

Yes

Yes 

PAS

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes 

Yes

Diagnosis/prognosis 
required

Terminal, <6 months

Terminal, <6 months

Terminal, <6 months

Terminal, <6 months 
and unbearable 
 suffering

Terminal, <6 months 
(or 12 months for 
neurodegenerative 
conditions)

Terminal, <6 months 
(or 12 months for 
neurodegenerative 
conditions)

Terminal, <6 months 
(or 12 months for 
neurodegenerative 
conditions)

Terminal, <6 months 
(or 12 months for 
neurodegenerative 
conditions)

Terminal, <6 months 
and irreversible de-
cline and unbearable 
suffering

Waiting period 
required

17 days oral request, 
48 hours written 
 request

18 days oral request, 
48 hours written 
 request

48 hours after pre-
scription written,  
*unless death 
 expected sooner

9 days, request ver -
bally, or by gestures or 
other means available 

9 days, request ver -
bally, or by gestures or 
other means available 

Written request, no 
wait time specified

9 days written

9 days written

48 hours after pre-
scription written and 
registrar informed

Peer consultation 
required

Yes

Yes

Yes 

Yes

Yes 

Yes

Yes

Yes

Yes

Committee review

None specified

None specified

None specified

Yes

Yes

Yes

Yes

Yes

Yes


