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Psychiatric Euthanasia in the Netherlands: A Critical Scientific and Clinical Examination 

What the evidence, outcomes, and documented practice reveal 

 

1. FOREWORD & OBJECTIVES 

Over a year ago, I read an article about the planned euthanasia of a 28-year-old Dutch woman called Zoraya because of depression, some 

autism and personality disorder [1]. She seemed an intelligent person, completely autonomous with no physical limitations or cognitive 

impairments, who went shopping twice a week and watched television like the rest of us, who lived in her own home with a loving partner 

and two cats [2]. I was dumbstruck that a doctor, a rational science-driven professional, would someday approach her and intentionally 

kill her [3]. Having no religious beliefs except my belief in science, logic, and common sense, euthanasia seems, in my humble opinion, a 

humane thing to do in agonizing, irreversible and intolerable situations with no possibility of improvement. That is exactly what is stated 

in Dutch law, that euthanasia is only allowed in cases of untreatable, irreversible medical conditions with no prospect of improvement 

that cause intolerable suffering [4]. In the meantime, I learned this young woman’s euthanasia was not an isolated case, but that 

psychiatric euthanasia is quite common and is carried out on more than 200 patients a year in the Netherlands [5]. One of the patients 

awaiting euthanasia is a 40-year-old mother of two young children who has suffered from severe depression since giving birth; before she 

goes through with it, though, she is scheduled to have a meeting where her psychiatrist and a grief counselor will explain to her children 

why their mother must be killed [6]. I came across a report of the euthanized psychiatric patients at the Expertise Center Euthanasia in 

the Netherlands, and read all 140 pages of it [7]. The primary diagnoses of those euthanized were related to mood disorders, trauma or 

stress (victims of sexual abuse, bullying, violence, or other traumatic events), schizophrenia, bipolar disorder, personality disorders, 

anxiety, obsessive-compulsive disorder, autism, attention deficit hyperactivity disorder, addictive disorders, or a combination of these. 

Astonishingly, eating disorders, somatic symptom disorder (a condition where a patient feels significant physical symptoms that cause 

distress and affect daily life, but which cannot be fully explained by a medical condition) or post-partum depression have also led to 

euthanasia. Even persistent genital arousal disorder and the inability to orgasm have led to euthanasia discussions with doctors [8]. How 

could physicians like me condone, support, and even actively participate in this? My feelings of anger and incomprehension were so deep 

and conflicting towards this practice, so irreconcilable with my idea of science-driven Medicine, that I felt compelled to approach the issue 

the only way I could, i.e. scientifically. Thus, the aim of this paper is to critically evaluate and synthesize all the available data on the subject 

of psychiatric euthanasia, i.e. euthanasia for mental reasons in non-senile patients without any physical illness. 

 

2. MATERIALS & METHODS 

I decided to restrict myself to facts, numbers and evidence, in order to reach any kind of conclusion and get some insight into this. The 

following evidence is the result of a 18-months-long investigation. Inclusion criteria comprised peer-reviewed articles published in any 

language (but mostly English and Dutch), encompassing the relevant medical literature to date (November 2025) about euthanasia for 

psychiatric reasons, patient interviews, including assessments of renowned key opinion leaders in psychiatry and Nobel Laureates. Given 

the large volume of data, the most relevant findings and issues are summarized by topic in the results. 

 

RESULTS 

3. Some of the most recent known cases of psychiatric euthanasia: the tip of the iceberg 

Zoraya ter Beek, 29 years old, was euthanized due to chronic depression, anxiety and trauma due to bullying and personality disorder 

and was a supporter of euthanasia for psychiatric reasons and gave talks about it; she lived her entire adult life (last 10 years) with a 

loving supportive partner in her own home; she did not receive any other treatments in the 4 years prior to her euthanasia, yet she was 

judged to be suffering intolerably and considered incurable. One of the top experts publicly supported her euthanasia [1,2,9,10]. 
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Milou Verhoof, 17 years old, was euthanized due to suicidal depression triggered by social media use; her mother felt that she was 

suffering from post-traumatic stress disorder rather than depression, as she had also been sexually assaulted during those vulnerable 

years; certain therapies couldn't be done immediately due to years-long waiting lists; One of the top experts, who was never the patient's 

attending physician, accelerated the euthanasia authorization and performed the euthanasia himself [6,11]. 

Romy, 21 years old, suffered a traumatic experience, then ADHD and some eating disorders; access to therapy facilities was complicated 

by the requirement to resolve personality issues first, waiting lists are too long, and in the end she was euthanized. The family contacted 

the same top expert that euthanized Milou Verhoof. He readily offered his services to accelerate the euthanasia process [12,13]. 

Contrary to what one might think, these three young girls were autonomous, independent, not cognitively impaired, and had friends and 

social media accounts. The published judgements by the Regional Euthanasia Review Committees for some of the euthanized psychiatric 

cases include a significant number of minors with psychiatric disease, many sexual abuse victims who couldn’t overcome their trauma, 

lonely and socially isolated patients, etc [14]. These patients were not only affected by their psychiatric conditions, but were also impacted 

by histories of abuse (the Netherlands has one of the highest sexual abuse rate of minors in the EU [15]), sometimes under psychiatric 

care [16], and a fragmented healthcare system. 

 

4. Euthanasia for psychiatric reasons does not prevent suicides but increases the number of dead patients 

One of the main arguments for psychiatric euthanasia is that assisted dying would reduce the number of violent and traumatic suicides 

[17,18]. But Dutch statistics tell a different story. According to the Centraal Bureau voor de Statistiek (Dutch statistics bureau), the suicide 

rate in the Netherlands is not decreasing. In fact, it has risen steadily for people up to the age of 40, reaching its highest level in the last 

two decades [19]. While the percentage of euthanasias in the total number of deaths has increased from 1.6% in 2007 to 4.8% in 2021, 

the number of suicides has also increased, from 8.3 per 100,000 inhabitants in 2007 to 10.6 in 2021, a 27% increase [17]. Thus, there is 

no evidence that psychiatric euthanasia reduces suicides, as falsely stated or indirectly promoted by the Expertise Center Euthanasia or 

the new KEA Foundation dedicated exclusively to the euthanasia of psychiatric patients [20]. Several international studies and Dutch 

experts have also shown that the availability of euthanasia or assisted suicide does not reduce the number of non-assisted suicides or 

self-harm, but, on the contrary, increases the number of non-assisted suicides in comparison to similar neighboring countries that do not 

have psychiatric euthanasia, in particular for women [17,21–23]. Estimations point that assisted suicide laws increase self-chosen deaths 

by 18%, and in cases of women by 40% [24]. Consequently, the availability of euthanasia for psychiatric reasons attracts and encourages 

people to be euthanized who would otherwise not die by suicide. That’s why former eminent supporters of psychiatric euthanasia 

retracted themselves about it: “By taking this bold step (of allowing psychiatric euthanasia), I thought we would be able to regulate suicide, 

limiting the all too frequent cases where a person takes his or her own life. I was mistaken.” [17]. Looking at the World Bank data, we can 

also see that the Netherlands, along with Belgium, has one of the highest suicide rates among the female population in the European 

Union, and it is rising [25]. Additionally, in the last 10 years, the prevalence of psychiatric disease has increased from 17.4% to 26.1%, 

which is not explainable by the COVID pandemic [26]. Moreover, when the “psychiatric euthanasia experts” are faced with acute suicidal 

patients, besides offering euthanasia, they don’t provide any useful suicide prevention, having several suicides under their belt [27]. This 

indirectly suggests that the country lacks the expertise to properly care for psychiatric patients compared to other EU countries. In addition 

to higher and increasing numbers of suicides, the total number of deaths increases further when euthanized psychiatric patients are 

added. Dutch researchers already presented evidence that the increase in non-assisted suicides and in psychiatric euthanasia represents 

an almost 50% increase in self-chosen deaths in the Netherlands over the past 10 years [28]. 

Meanwhile, the psychiatric euthanasia experts want to reduce suicide attempts by making euthanasia readily available. However, for every 

suicide death, there are approximately 20-30 suicide attempts [29–31]. Even after eliminating repeated attempts by the same person, if 

you multiply this new number by the 1862 suicide deaths in 2023 in the Netherlands [19], you will get a number in the tens of thousands 

of potentially euthanizable patients. That means tens of thousands of additional deaths per year by making euthanasia easily available. 

That's what these experts are going to achieve, and they're not afraid to put it in writing [20]. 
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5. Up to 25 psychiatric patients who apply for euthanasia must be euthanized to prevent a single suicide  

Available Dutch institutional data already allows this conclusion. The report from the Expertise Center Euthanasia shows that among 1553 

psychiatric patients who applied for euthanasia, including 891 rejected cases, only 59 (3.8%) died by suicide, while over 300 withdrew 

their requests and remained alive [6,7]. This demonstrates that suicide is relatively rare even in this high-risk group. The number needed 

to harm may be as severe as 5, based only on patients who withdrew their requests after waiting for too long. But bearing in mind the full 

cohort and ongoing trends toward broader eligibility and accelerated procedures, the number needed to harm may be closer to 25, 

considering the suicide prevalence in all 1553 patients. In other words, for every suicide potentially avoided, at least 25 lives will have 

been prematurely ended, most of whom might otherwise have survived or recovered. This raises an ethical question: Is it acceptable to 

euthanize so many people just because a fraction of them (less than 4%) commit suicide? Moreover, how many of the 149 euthanized 

patients might have changed their minds without committing suicide if given more time or access to evidence-based treatments? 

 

6. Lack of suicide prevention and support for families: enter psychiatric euthanasia 

Recent information shows that there are barriers and challenges to effective implementation of suicide prevention practices in the 

Netherlands. Budget cuts, staff and time limitations, increased workload of mental health services, provision of substandard services, 

their operational isolation and lack of communication with other health care providers or institutions, failure of mental health 

professionals to follow an agreed treatment plan or sometimes simply abandoning the patient, hinders recovery or creates feelings of 

rejection in the patient [26,27,32]. The collapse of support structures, whether unforeseen closures or for reallocation of resources, has 

left many patients without stabilizing routines or therapeutic continuity. In several cases, such disruptions directly preceded psychiatric 

decline and led to psychiatric euthanasia requests [16,33]. This lack of psychiatric care is further underscored by the mass lawsuit filed in 

May 2024 by patients and mental health professionals against the state and health insurers over "unacceptably long" waiting lists for 

people in need of psychiatric care [34]. Enter the Expertise Center Euthanasia and the KEA Foundation. Both claim to focus on the well-

being of patients, yet there is not a single word, recommendation or advice on their institutional websites regarding suicide prevention 

[35,36]. There is even a button in their website “You are looking for help”, but instead of providing or directing the reader to any suicide 

prevention or mental health support websites, it rather informs how hopeless and unbearable suffering can be and euthanasia might be 

justified, as well as advising on how to obtain it [37]. The KEA Foundation has even stated that its goal is to enable and provide more 

euthanasia for psychiatric patients and also to reduce suicides and suicide attempts by making euthanasia more readily available [36]. On 

the one hand, these doctors and institutions claim that euthanasia prevents suicides by providing a safe way for resolute suicidal patients 

to die and avoiding the traumatic experience for them and their families of a potentially violent and unexpected death. On the other hand, 

if the patients are too afraid to commit suicide by themselves, euthanasia offers the same safe and comfortable way to die in an 

environment where there is no fear of dying or feeling pain. So, whether suicidal patients have the courage to kill themselves or not, 

Medicine is now making sure that these patients end up dead.  

Surprisingly, while the Expertise Center Euthanasia or the KEA Foundation do not refer patients to suicide prevention services, the opposite 

is true. The national organization for suicide prevention in the Netherlands, the 113 Suicide Prevention Foundation, has an entire webpage 

dedicated to the Expertise Center Euthanasia, with several topics about it, such as what the Expertise Center Euthanasia is, how it works, 

and how long the euthanasia process takes [38]. The 113 Suicide Prevention Foundation openly states that it does not oppose euthanasia 

or assisted suicide, and advises patients whom to contact to learn more [39]. This foundation is also a well-known supporter of the Zero 

Suicide Initiative, where several countries have come together to provide better suicide prevention in mental health care [40,41]. 

Considering that the Foundation’s stated mission is “a country in which no one dies lonely and desperate by suicide” [39], their provision 

of detailed information about euthanasia and direct referral to euthanasia providers [38], raises the question of whether their 

interpretation of the Zero Suicide Initiative might encompass a vision in which suicide is not prevented, but instead medically facilitated. 
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There are also other institutions such as ThaNet [42], whose mission statement is to ensure that “everyone with psychological complaints 

has the right to a good conversation about death if they want it, through mental health care” [43]. However, Thanet’s goal is also to 

promote “a fundamental cultural change” where participating in death becomes normal and more accessible for people with psychiatric 

illness and persistent death wishes. It also wants to “solve practical and organizational problems”, such as “committing to have more 

psychiatrists carry out second opinions in the context of a euthanasia process” and speed up the process [43]. The current president of 

ThaNet goes so far as to offer an unusual form of hope: “I offer hope for a ‘good’ dying process” [44]. Some of the management members 

of ThaNet even appeal to stop psychiatric treatments and go for euthanasia: “…don't keep pushing and trying; stop proposing any further 

treatments…(euthanasia) is absolutely preferable” [18]. This institution, besides partnering with the Dutch Psychiatry Association, the 

Dutch GGZ (Dutch Association of Mental Health Care) is also associated with the Expertise Center Euthanasia, The Kea Foundation and 

even the 113 Suicide Prevention Foundation. In addition to promote the death of treatable patients and appealing them to stop psychiatric 

treatments, ThaNet also receives financial support from the Dutch Ministry of Health, Welfare and Sport [43,45].  

 

7. Loneliness and socioeconomic hardship in psychiatric euthanasia 

Many patients mentioned so far have some kind of family support or loved ones. However, there is a silent majority who is suffering from 

loneliness and requests euthanasia: 70.1% of all applicants to the Expertise Center Euthanasia were single and only 11.4% were married, 

in comparison to 39% of the Dutch population [7]. Social data is sometimes missing in the studies, but at least 56% of patients euthanized 

for psychiatric reason mentioned loneliness and social isolation with comments in their files stating that: “the patient was an utterly lonely 

man whose life had been a failure…” or “the patient indicated that she had had a life without love and therefore had no right to exist” 

[46]. These lonely people ended up being euthanized. Some are desperately longing for human contact and love, as one of the explicit 

cases in the Euthanasia Center's report makes clear: "[I want] to know what it is to be in love”. He too was considered to be suffering 

hopelessly and was approved for psychiatric euthanasia [7].  

Economic reasons and income have also been demonstrated to be a reason for people to request euthanasia. 88% of the applicants for 

psychiatric euthanasia received benefits in some form and didn’t have an income or salary [7]. Other Dutch authors have also pointed out 

that the additional burden of financial and socio-economic difficulties and inequalities has increased patients' desire for psychiatric 

euthanasia [47].  

 

8. An 18:1 gender disparity – young women are euthanized 6 times more than men, but commit 3 times less suicide 

The suicide rate of young women (20-40 years old) in the Netherlands is 2.5-3 times lower than that of men in the same age group 

[19,25,30]. However, young women in this group, i.e. Zoraya's group, were euthanized 5-6 times more often than young men [7]. This 

results in a gender disproportion of up to 18:1 between young women who are euthanized for psychiatric reasons and young men who 

commit suicide. The stark difference between psychiatric euthanasia and suicide rates among young women and men points to potential 

systemic issues and biases that need urgent attention. A higher tendency for women to request more often euthanasia than men is already 

known, with studies linking assisted suicide laws to a 40% increase in self-chosen deaths among women and a disproportionate risk of 

premature mortality [22,24]. Bad as this evidence might be for women, it is even worse in the case of psychiatric euthanasia. Two thirds 

of the patients euthanized in the Expertise Center Euthanasia report were women. Higher euthanasia rates in women may reflect the 

disempowerment of those who are more vulnerable to social pressure to die by suicide – for example, through feeling a burden to relatives 

or society [21,24]. And it is a fact that women are overrepresented in almost all age group groups. Apart from the 41-50 years age group 

where men were slightly over 20% more euthanized than women, in all the older age groups over 50, women were sometimes 2 to 3 

times more often euthanized for psychiatric reasons than men. However in the younger age groups that difference is even more 

pronounced, where 21- to 40-year-old women are 5 to 6 times more often euthanized than men [7]. Many of these young women would 

still be alive today if it weren't for the euthanasia services provided by certain doctors (including psychiatrists) or the staff of the Expertise 

Center Euthanasia or the KEA Foundation.  
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9. Disagreements, inconvenience and eagerness to reduce waiting lists for psychiatric euthanasia kills even more patients 

When Dutch experts disagree about the decisional competence of patients or the utility of new treatments, in most cases euthanasia is 

performed anyway, leaving the disagreements unresolved [46]. And in those rare cases where these Dutch experts are able to recognize 

that another therapy could be performed, they frequently proceed with euthanasia nevertheless, because there are no vacancies in a 

treatment facility at the moment, or, if a vacancy does exist, they argue that admission might destabilize the patient (even in the case of 

euthanized minors), or they consider the patient not sufficiently motivated for therapy, or even overruling other colleagues that suggest 

other treatments [5,7,48–50].  

Measures are being taken to shorten the waiting period between the formal request for euthanasia and its execution. The experts argue 

that the long waiting period is not humane for those who are suffering and because of the risk of suicide [18,27,51,52]. However, data 

from the Expertise Center Euthanasia directly contradicts this justification. Of the 1553 patients who registered for psychiatric euthanasia, 

only 59 died by suicide while waiting, whereas more than 300 later changed their minds and chose to live [7]. Independent studies confirm 

that longer waiting times are associated with a substantial number of patients abandoning their euthanasia request [6,53]. During this 

time, many experienced a reduction in suicidal intent, reconsidered death or began treatment, demonstrating that what is declared 

irreversible suffering is often neither irreversible nor stable. In the name of suicide prevention and relief from suffering, euthanasia is 

nonetheless increasingly approved for patients, resulting in hundreds of additional deaths among those who might have chosen to live, 

even after being denied evidence-based treatment. It’s a mathematical certainty. 

 

10. Lack of psychiatric support, false assumption of untreatability, and false dichotomy create Kafkaesque institution for children 

There is a foundation called “Letting go in love” (In liefde laten gaan), to support any parent of a child who is about to be euthanized or 

has already been euthanized due to mental illness [54]. The stated goals are to support parents through mutual contact, to provide 

information to parents and professionals, and to promote public understanding of euthanasia for mental illness in children [55]. The very 

existence of such a foundation only reinforces the incorrect assumption of untreatability, reinforces the false dichotomy of either suffering 

endlessly or dying, and wrongly reinforces the hopelessness of parents. Their activities cause parents to focus their minds and ultimately 

their children's lives solely on death, distracting them and indirectly preventing these parents from using their remaining energies and 

resources to find the right help for their children, to demand better mental health care, better suicide prevention and support, and to 

fight for their children's lives. The stories and experiences shared on their website are heartbreaking, yet the titles try to convene a feeling 

of beauty, serenity and peace: “She came in love and left in love”, “Tomas (23) was happy that he could stop”, “Esther's last wish” [56]. 

Some of its members even claim that euthanasia can be a beautiful path [57]. The symbol of the institution? A couple of butterflies, an 

image that recurs repeatedly in accounts of many euthanized young patients and their families during their interviews [11,13,57–59]. 

There are even animations with the names of euthanized children and young adults flying with butterflies to the background sound of 

piano music [60]. Could this be a sign of institutional contagion, shaping the perceptions of death in young individuals or their families 

who are already vulnerable? Interestingly, the only two psychiatrists on the foundation's advisory board are considered to be the two top 

Dutch experts on psychiatric euthanasia [27,61,62]. 

 

11. Children’s and young adults’ brains aren’t fully developed yet but are already condemned as irrecoverable 

The brain, the organ that harbours psychiatric disease, continues to develop and mature throughout adolescence and early adulthood, 

with the areas responsible for decision-making, planning, and impulse control, being one of the last to change and mature, completing its 

development in the mid-20s [63]. Personality traits continue to develop through young adulthood and often stabilize around the age of 

30 with increases in social dominance, conscientiousness, and emotional stability, especially in young adulthood (up to the age of 40). 

Personality traits tend to stabilize with age, but they can still change in response to significant life events or efforts towards self-

improvement [64,65]. Diffusion MRI studies demonstrate that human brain maturation, including networks governing judgment, impulse 
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control, and emotional regulation, continues into the mid-30s, indicating that neurobiological development is not complete before that 

age [66,67]. Thus, the brain development and personality traits aren’t even complete in young adults, let alone in children and teenagers. 

The two top Dutch experts in psychiatric euthanasia are both child and adolescent psychiatrists, yet they consider these children and 

young adults untreatable and beyond any help. 

 

12. Supporters of psychiatric euthanasia suffer from false dichotomy 

There is a reasoning ailment that affects most of these patients, their families and the doctors supporting and enabling psychiatric 

euthanasia. This ailment is called false dichotomy or false dilemma. False dichotomy occurs when only two choices are presented when 

more exist. These people believe that either the patients will continue to suffer intolerably their whole life or they must die (through 

suicide or euthanasia) to avoid it. “I have no other option but to end my life”, “dying is the solution”, “the thought (of euthanasia) brings 

me peace...that I don’t have to suffer anymore” [2,6]. However, there is clearly a third option or even more, including: first, the option of 

doing disease-specific, adapted, controlled and supervised evidence-based treatment regimens, which these patients didn’t do, as widely 

demonstrated [68,69]; second, the option of spontaneous recovery seen, for example, in long-term major depression without disease-

specific treatments, also demonstrated to happen over several years, sometimes in up to 50% of patients [70,71]; third, the option of not 

wanting to die anymore, as has happened to several hundreds of patients that were considered eligible and accepted for euthanasia, but 

withdrew their psychiatric euthanasia requests by their own decision after a prolonged waiting period [7]. Renowned doctors supporting 

psychiatric euthanasia declared that “the chance of a recovery after years of unsuccessful treatment is depressingly slim, thus patients 

either suffer unbearably, or they commit suicide”, “euthanasia for psychological suffering is a choice between two evils”, “it was clear to 

me after just one conversation that Michel had no other option than to take his own life (or suffer unbearably)”, “Mental illness kills you 

only by suicide and if you don’t want that, you are left with euthanasia”, “…euthanizing someone so young is very sad, but compared to 

suicide, I know what I prefer. I’m relieved”, “…there is no better alternative (to euthanasia)”, “she has no choice at all”, “…we have nothing 

left to offer except death.” [6,49,62,72,73]. This clearly demonstrates the dichotomy fallacy afflicting these professionals too. However, 

when psychiatric euthanasia is available, patients with death wishes or with treatment fatigue leading to death wishes [6,11] often become 

fixated on the possibility of euthanasia, further reinforcing this false dichotomy, thus denying these patients to see all the other positive 

life-affirming options.  

 

13. Psychiatric euthanasia is presented as normal, beautiful, glamorous or even an act of love 

Similar to suicide, there are attempts by some patients, family members, doctors and even institutions to embellish the practice, to 

destigmatize, glamorize or romanticize the idea of psychiatric euthanasia in young people as something normal or even beautiful, a special 

privilege: “I feel honored that I am allowed to go”, “(euthanasia) can be a beautiful path”, “The euthanasia was beautiful”, “Euthanasia is 

a very beautiful road, a special and intimate one” [11,16,18,36,54,57,74]. There are others who view it as something admirable, even 

courageous, conflating despair with autonomy, and say things like: “I have so much admiration for how you're doing this. It's so incredibly 

brave and strong […] I wish you strength and courage” [59]. Some psychiatrists go so far as to consider the euthanasia of these patients 

to be a virtuous act [72,75]. There is, for instance, a PhD thesis about euthanasia for psychiatric patients whose title is “the art of letting 

go” [48]. One of the known experts even claims “The word death is beautiful” [76]. Many supporters of psychiatric euthanasia consider 

the killing of these patients an act of love. This attitude can be seen in several journal articles published where titles and statements such 

as these appear: “She came in love and left in love”, “he has to let me go out of love”, “She was born out of love, and we let her go in 

love”, “How incredibly strong their love must be to be able to let go of their daughter” [13,58,59,77]. The phrase “sometimes when you 

love someone, you have to let them go” is even misinterpreted by patients requesting psychiatric euthanasia, where the concept of letting 

go becomes an acceptance of death rather than continued life apart [1,13].  
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14. The contagion of psychiatric euthanasia, its promotion by doctors and institutions 

Contagion in mental illness refers to the phenomenon whereby symptoms or behaviors associated with a mental disorder spread from 

one person to another, often through close contact or social interactions, or even through the media. Zoraya's best friend committed 

suicide at the age of 16, hence there was that suicidal contagion [1,9]. But there also seemed to be a psychiatric euthanasia contagion. 

Zoraya had close contact with several other people who were euthanized before her, people she called friends ("My friends who preceded 

me in euthanasia...") [78]. Some researchers consider the euthanasia law for mental diseases itself to have introduced a novel form of 

death-seeking behavior, potentially aligning with the traditional contagion effect observed in suicidality [33]. This contagion is increased 

by the public promotion of psychiatric euthanasia by certain doctors and institutions in the Netherlands. The websites of the Expertise 

Center Euthanasia or the KEA Foundation, are filled with messages promoting and reassuring psychiatric euthanasia as something 

perfectly normal, claiming that it is an integral part of clinical practice, that euthanasia doesn't mean failure, and that current medicine is 

not there yet [35,36]. They are filled with patient histories, especially of young patients who have been euthanized, podcasts, interviews, 

or even angry statements from psychiatric patients with persistent death wishes when confronted with people who want them to undergo 

further treatments. The subtext is there’s no future for the patient, that the suffering is unbearable and that euthanasia is the right path: 

“…at some point you have already had all the reasonable treatments that can still be applied and are exhausted. That in principle you do 

not want to die, but that death is your only way out of your great suffering” [79]. These institutions even offer “buddies” providing 

attention, understanding, even offering to contact family members about the patient’s death wish, to make them understand why the 

patient wants to die. These “buddies” choice of words make them seem a mentor or a personal trainer encouraging their “athlete” to go 

on and pursue euthanasia. Obituaries like “Romy (21) chooses euthanasia: 'Life was not made for me.' She left life in the presence of her 

family holding hands with her mother” seem to embellish the practice and elicit sympathy [12]. The website presents information that 

consistently promotes the practice of psychiatric euthanasia. Unlike the advertisement of other services or goods, such as a new medical 

treatment, a trip to the Bahamas, or a new car, these professionals and institutions promote psychiatric euthanasia, attracting and 

convincing vulnerable, mentally unstable, and highly persuadable people to seek their services, and ultimately killing them. The KEA 

Foundation even puts patients in touch with other patients who want psychiatric euthanasia, as stated in their goals: “…to contact with 

fellow sufferers is setting up a forum where psychiatric patients with a wish for euthanasia can find each other…[…] It also offers groups 

of relatives the opportunity to exchange their experiences surrounding the (upcoming) death of their loved ones” [20]. Facilitating contact 

between patients who share a desire for psychiatric euthanasia may reinforce existing death-ideation through peer influence, a concern 

already raised among professionals in psychiatry [33,71]. In such settings, ambivalent patients uncertain about euthanasia are more prone 

to confirmation bias and social reinforcement, increasing the likelihood they proceed with euthanasia. What initially appears as isolated 

symbolism reappears repeatedly and with striking consistency across patients, institutions, and public narratives surrounding psychiatric 

euthanasia. For example, many of these young patients and family members talk about butterflies, saying they feel like trapped butterflies, 

want to reincarnate as butterflies, want butterflies in their funerals, had butterflies tattooed on them and on family members, and so on 

[11,13,57–59]. What is the likelihood that these cases are unrelated? The pattern may reflect a form of self-fueled contagion, potentially 

indicative of a Werther effect contributing to clusters of psychiatric euthanasia, similar to suicide clusters. 

In sharp contrast to the promotion of euthanasia for mental reasons, the promotion of suicide is a crime in the Netherlands, according to 

article 294 of the Dutch Penal Code (Wetboek van Strafrecht) [80]. This law is designed to protect vulnerable people, such as those 

suffering from mental illness, emotional distress, or suicidal ideation, and to prevent them from taking their own lives, as well as to prevent 

the risk of suicide contagion or copycat suicides. However, the websites of the Euthanasia Expert Center and the KEA Foundation, as well 

as many experts and blogs by doctors, promote psychiatric euthanasia, planting thoughts and mental seeds in vulnerable minds or 

reinforcing already suicidal minds, adding a silver lining to the practice of killing these treatable patients [10,35,36,54]. 
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15. When support fails: Families and partners accept psychiatric euthanasia amid despair and fear of suicide 

It’s puzzling how partners and family members of psychiatric patients, especially parents, would accept euthanasia for their young or adult 

children [11,13]. Sometimes, they even expressed gratitude for the procedure and the doctors who performed it [2,6,72,81,82]. The 

explanation is that mental illness affects the patient, but can also create an atmosphere that burdens and wears down those around the 

patient, family, partners, and even treating physicians. Because of this prolonged and exhausting state, everyone involved and close to 

the patient can get caught up in the microenvironment and mindset created by the illness. Everybody is feeling helpless and lacking the 

proper support for their loved one as well as for themselves. In interviews with these patients and their parents, recurring institutional 

obstacles for a healthy recovery are laid bare. There are yearlong waiting lists for the few available treatment places that provided no 

effective treatments: “We were constantly running into extremely long waiting lists”, “The waiting lists were so long for psychiatric 

treatments”, “She waited 1.5 years for intensive trauma treatment…[At that point] the treatment did not bring what she hoped”, “One 

time I was sent to locked youth care simply because the waiting list for the psychiatric ward that could take me was too long” [11,13,34,83]. 

There is also a systemic failure across institutions to adopt an integrated treatment approach for patients with comorbid psychiatric 

disorders, addressing multiple conditions concurrently in a coordinated manner [33]. Often, these patients and their families waited a 

year or more for a treatment slot for problem A, then, when it became available, were denied admission because of unresolved problem 

B; after several more months of waiting, when a treatment slot became available to treat problem B, they were again denied admission 

because of unresolved problem A; “I was considered too complex and no treatment facility offered a solution where my problems could 

be treated simultaneously” [13]. Another frequent complaint is the denial of admission to treatment programs due to the patient's 

elevated risk of suicide, ironically excluding those in most urgent need of care [11,13].  

The risk of suicide in itself creates one of the greatest worries for parents, the fear of one day finding their child dead from suicide. This 

haunting fear of impending suicide hangs over parents like the sword of Damocles, causing unbearable anxiety: “We were afraid every 

day that she would succeed in taking her own life”, “I (the father) had been afraid it would happen for years”, “R. (21-years-old) tries 

several times to suicide”, “We are happy that M. (17-years-old) endured until she was allowed to go through euthanasia, and did not 

choose [suicide]...that would have been extra traumatizing for us” [6,11,13,84]. When you add this prolonged emotional burden to the 

years of watching their loved one struggle and suffer, family members reach a point where they simply can't take it anymore: “it is not a 

matter of not wanting to [help your child with mental illness] anymore but of really not being able to do it anymore”, “I could not have 

her live longer in this tragedy she was in”, “She felt she was too much, too difficult for us” [6,11]. Some family members of already 

euthanized psychiatric patients become such fierce supporters of euthanasia, that they even incite other parents to stop seeking new 

treatments: “…don't keep pushing and trying; stop proposing any further treatments (for your child)” [18]. The absence of adequate 

support or suicide preventive efforts leads to gradual erosion of insight and objectivity among family members. The patient’s persistent 

desire to die, can reinforce this dynamic, leading families to perceive euthanasia as an inevitable or even rational option. In extreme states 

of despair and systemic neglect, some parents may actively seek physicians, sometimes identified through media, willing to perform 

euthanasia, which is presented to them as a form of relief: “[Euthanasia] will bring [me, the partner] peace when the time comes”, “[I’ll] 

be relieved when the whole thing is over so I [the aunt] can grieve”, “it happened in M’s (28-year-old) small, narrow room there…her 

mother and her partner and her sister were there…everyone was very happy that it finally happened” [2,72]. Some family members, 

despite internal opposition to euthanasia, outwardly support the patient's decision to avoid causing more distress and to preserve the 

patient’s peace of mind. Others remain hopeful that the patient will change their mind at the last minute, leading to emotional charged 

situations immediately before the euthanasia procedure: “My mother cannot imagine life without me and still hopes that I will make a 

different choice”, “He (the husband) has a hard time with her impending farewell (of his 31 year-old wife suffering from post-partum 

depression), but understands her.”, “Contrary to my feelings, I said it is ok to my daughter, […] because who wants to lose their daughter?” 

[13,73,85]. 
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16. Psychiatry lacks the knowledge about the mechanisms of mental diseases 

Doctors defending psychiatric euthanasia, claim there is nothing else to be done for these patients, yet the current knowledge about the 

inner workings of the human mind or its diseases is minimal. Contrary to other fields in Medicine, the symptom-based classification 

systems currently used in psychiatry may give the illusion of understanding mental disorders. However, over 90% of the mechanisms 

involved in shifting the brain's mode of functioning remains undiscovered [86,87]. World-renowned psychiatry experts unequivocally 

assert that psychiatry lacks a fundamental understanding of the causes of mental illness, that it remains largely ignorant of the underlying 

biological mechanisms that drive psychiatric disorders. Despite advances in neuroscience and genetics, psychiatric diagnosis still relies 

exclusively and alarmingly on fallible subjective judgments, with no established biological markers, imaging signatures, or genetic patterns 

that align consistently with diagnostic categories. These researchers, including a Nobel laureate psychiatrist, conclude that most of 

psychiatry's knowledge about the development of mental illness remains unknown, speculative at best [88–94]. Even so, the defenders 

of psychiatric euthanasia claim with absolute certainty that there is nothing else to be done for these psychiatric patients. 

 

17. There is no objective or factual evidence to support psychiatric euthanasia 

While there is substantial research on euthanasia for terminally ill patients, there is a notable scarcity of high-quality, peer-reviewed 

clinical studies specifically supporting psychiatric euthanasia. All existing studies focus only on the ethical, psychological, procedural and 

legal aspects [46,47,95–97]. There are absolutely no clinical studies that provide objective data or any kind of irrefutable evidence 

demonstrating the benefits or advantages of psychiatric euthanasia. The only study that tried to show any objective results regarding 

psychiatric euthanasia relates to bereaved partners’ grief experiences following suicide vs psychiatric euthanasia [98]: in that study it was 

established that the planned death provided by psychiatric euthanasia allowed some partners to better prepare for the death of their 

loved one as opposed to their unexpected death by suicide. But many surviving partners of psychiatric euthanasia patients still remained 

with doubts and questions regarding themselves and their deceased partners on why they went ahead with psychiatric euthanasia, also 

evident by statements made outside of that study: “He (the husband) has a hard time with her impending farewell (of his 31-year-old wife 

and the mother of their six-year old child)” [73]. Neither this study nor any others provide objective data comparing psychiatric euthanasia 

with alternative approaches that keep the patients alive or tries to improve their conditions. There is simply no hard evidence. The 

justifications to do psychiatric euthanasia are based solely on personal subjective impressions such as the sense of relieving suffering or 

the sense of relief and gratitude shown by family-members. History offers multiple examples where similar reliance on subjective 

impressions led to harmful medical interventions, such as bloodletting, hysterectomies for presumed hysteria, or lobotomies for 

psychiatric diseases. But even those harmful procedures never intended to kill the patient, which makes psychiatric euthanasia something 

unique in human history.  

 

18. There is unbearable suffering and there’s endurable suffering 

Currently, for psychiatric euthanasia purposes, suffering is “unbearable” when a patient says it is [4,75]. I've seen many terminally ill 

patients in my career who were suffering bitterly, experiencing pain to a degree that they would urinate or soil themselves, unable to 

move without crying in pain, some unable to move at all and entirely dependent on others, but with no cognitive impairment, conscious 

and able to make decisions. Such patients would probably have benefited from euthanasia, if given the choice. These patients and their 

families sought my help and that of my colleagues to relieve their pain and suffering, sometimes on a daily basis, because the medication 

they had wasn’t enough to make the pain more tolerable. A comparison between physical and psychological pain is not intended here, 

nor would it be appropriate without the relevant clinical expertise. However, Zoraya’s case that prompted this research, was a young 

autonomous woman that requested euthanasia in 2020 at the age of 24, due to unbearable suffering; however, since that first request 

and for the last 4 years until her euthanasia at the age of 29, she didn’t received any treatment other than focusing on getting her 

euthanasia approved [1,2,74]. Why is it that during those 4 full years, the unbearable suffering she felt did not compel her to seek or try 

other treatments? Unlike many of the psychiatric patients who request euthanasia, patients with physical illness who are suffering 
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intolerably don't refuse any kind of treatment, they are desperate, they grab whatever they can, whatever treatment option they are 

offered, whatever promises to alleviate their pain. Sometimes, the suffering is so intense that they overcome any fears and take matters 

into their own hands, resorting to suicide [99]. Regardless of such desperate actions, these terminally ill patients invariably die within a 

short time, highlighting, once again, a stark contrast with the majority of psychiatric patients, who endure their suffering for years without 

resorting to suicide and continue to live [7]. This elicits two crucial questions: First, why did none of the doctors involved during the last 4 

years of Zoraya’s life question the perceived unbearable suffering claimed by a patient who did not do or seek new treatments during that 

period? Second, how can we justify the euthanasia of a patient on the grounds of unbearable suffering if that patient does not seek any 

kind of treatment in the 4 years prior to euthanasia? Not providing psychiatric treatment for years before euthanasia is apparently 

accepted by physicians who enable, authorize, or perform euthanasia for psychiatric reasons [27]. Additionally, in many patients disease 

symptoms decrease with age and what is felt unbearable today, may be more bearable in the future. This is confirmed by the higher rate 

of euthanasia request withdrawals among individuals in their 30s and 40s, compared to those in their 20s, who more often stick to their 

decision to die and go all the way, regardless of psychiatric condition [7]. Notably, many patients in their 30s and 40s, as well as their 

psychiatrists, report that had euthanasia been available to them in their 20s, they would likely have pursued it, thereby forfeiting the 

opportunity to recover and eventually lead meaningful, even joyful, lives [71]. 

 

19. Treatment refusal or patients’ perception of incurability also labels them as untreatable 

Again, for purposes of psychiatric euthanasia, a treatment alternative is not a reasonable alternative if the patient refuses it [4,75]. 

However, refusal of an effective treatment does not make an illness untreatable in the real word. If a patient with end-stage liver disease 

is on the waiting list for a liver transplant but refuses to stop drinking, that patient will never be selected to receive a new liver, despite 

his urgent wish to receive one. Human livers are a very limited resource, so physicians reserve those livers for patients who follow our 

recommendations and have the best predictable long-term outcome and life expectancy. Yet many patients who request psychiatric 

euthanasia are non-compliant, refuse suggested treatments, are more easily labeled as treatment-resistant and untreatable, and still get 

what they wish, i.e., euthanasia. Not only are these patients missing out on successful treatment options because of their refusal, but also 

due to lack of knowledge on the part of the treating physicians [68], and thus are inaccurately labeled as untreatable or treatment-

resistant. A review of euthanized psychiatric patients found that mental illness played a significant role in treatment refusal in more than 

half of the cases [46]. Some physicians enable this attitude and even see it as an evolution to accept the patient's subjective perception 

of being incurable as a medical definition of being untreatable: “If [the 17-year-old patient] can explain why it is no longer possible [or 

curable] and she has parents who support her in this [death] wish, who am I as a doctor to doubt that?” [11,100]. In some cases, the 

refusal could also be a sign that the desire to get better is probably not on the patient's mind or even their goal, as perceived in the 

multiple interviews and their speech, and this lack of motivation is recognized and even accepted by psychiatrists [48].  

 

20. Most justifications for psychiatric euthanasia have been provided by non-clinicians, using pseudo-scientific and pseudo-rational 

arguments 

The vast majority of the arguments in favor of psychiatric euthanasia are based on subjective, intangible criteria, and abstract concepts 

such as the individual's own perception of suffering, intolerability, dignity, discrimination, and the protection of self-determination. Most 

scientific articles supporting psychiatric euthanasia are written by non-medical authors (75%) [101], focus on subjective arguments, and 

appeal to ignorance, e.g.: they conflate physical and mental illness and suffering, disregarding the poorly understood etiology of mental 

illness [102,103]; they argue that the capacity of psychiatric patients to make decisions about their own euthanasia should be as simple 

and easy to evaluate as their decision capacity for any other medical procedure, and the threshold for assessing capacity for euthanasia 

should be even lowered in order to promote and facilitate self-determination [104]; they claim judgments about irremediability should 

rely not only on statistical chances of recovery, but depend heavily on the person's own judgment [105]; they argue that waiting for 

possible new treatments, such as ketamine for treatment-resistant depression, which is successfully used in other countries, does not 
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justify delaying euthanasia for too long [106,107]; they claim that refusing psychiatric euthanasia drives patients to attempt or commit 

suicide [108]; that if patients can refuse life-sustaining treatment, they should also have the right to psychiatric euthanasia even if there 

are effective treatments or even in the absence of suffering [109]; that because there is little empirical evidence that psychiatric euthanasia 

has negative consequences, the extension of psychiatric euthanasia to existential suffering is something inevitable, and these non-medical 

authors say that's not necessarily bad in itself [110]; they argue that depressed people may be so blocked that they can't take the step to 

kill themselves, or may accidentally kill others while attempting suicide, or that unsuccessful suicide attempts may reduce ability to work 

and earn less, or since treatment is very expensive, refusal of euthanasia is even more discriminatory [108]; they also argue that, since 

medical errors already exist in medicine, the risk of false positives (ending the lives of people who do not actually meet the criteria for 

euthanasia) is a perfectly acceptable consequence [111]. Curiously, in a society which currently rejects established figures of authority 

and knowledge in favor of self-determination and autonomy, 95% of applicants for active life termination in the Netherlands, don’t have 

the courage to kill themselves and ask the authoritarian figure of a doctor to do it for to them [112]. Various doctors and psychiatrists, 

supposed to be scientifically sound, are now parroting these pseudo-scientific and pseudo-rational arguments to support their actions of 

euthanizing psychiatric patients and even adding appeals to ignorance themselves. They say: “You don’t need to understand”; “If the 

(minor) patient explains why it is no longer possible to live and has parents who supports her wish, who am I to doubt that?”; “I don’t 

know what I am doing in a spiritual sense… I hope I end suffering for people… I can only trust my own conscience”; “you can never be sure 

if a death wish is not a symptom” [6,10,11,113].  

 

21. Physician disengagement, permissiveness, and the devaluation of life 

Psychiatric illness creates a heavy atmosphere around the patient, affecting families and health care professionals. Even the world's best 

experts admit that dealing with these patients is difficult [68,114]. Appropriate teams of professionals need to be trained to deal with this 

particular subset of patients because it is easy for some professionals to feel helpless, horrified, guilty, angry, betrayed, and sad for the 

patient [68]. This is one of the reasons why so many doctors give up on them. They tell a patient that there is nothing more that can be 

done for his or her condition, as so many patients have been told [58,74,81], which is not only scientifically incorrect given the current 

state of the art [115–118], but it also tells the patient that the doctors have given up, causing the patient to lose all hope of recovery [82]. 

One of the top Dutch psychiatric euthanasia experts said: “The worst thing I can say to you now is that I have some options to make you 

better. I don’t have any options” [58]. This reinforces and encourages the death wish that many of these people already have. If euthanasia 

is then made available to them, they will use it as a way to end their perceived suffering, as evidenced by the yearly increase in euthanasia 

cases for psychiatric illness in the Netherlands, with doctors giving in to psychiatric patients' suicidal wishes [75]. 

Despite technological advances and successful treatment options, ethical standards for life seem to be regressing. Compared to 

psychiatrists, Dutch general practitioners were almost three times more likely to approve euthanasia for psychiatric illness, and even in 

cases where the patient just feels tired of living without any severe disease [68,119]. This is a clear case of the Dunning-Kruger effect, in 

which individuals, such as general practitioners, with little skill, knowledge, or experience in a particular area overestimate their own 

ability or understanding, and thus are often mistakenly more confident in their opinions and more likely to support or endorse practices 

about which they know little, such as psychiatric euthanasia [50,120]. Regardless of their honesty or good intentions, how is scientific 

conviction and evidence-based medicine compatible with trusting a doctor about the usefulness of a life-ending procedure who says, "if 

the patient and the family wants it, who am I to doubt…I don't know what I'm doing...I hope I'm ending suffering...I can only trust my own 

conscience…I can never be sure"?  

The apparent ease with which some patients are deemed untreatable and approved for euthanasia raises serious questions about clinical 

judgment and standards of care. One of the cases mentioned in the report of the Expertise Center Euthanasia [7] is that of a lonely man 

in his 50s: he was often bullied in his adult life, never had an intimate relationship or even sex, craved for the desire to feel and fall in love 

at least once in his live; he was considered by several specialists, including those of the Expertise Center, on different occasions over a 

period of 16 months to fulfill all the criteria of being incurable and suffering unbearably, and was therefore eligible for euthanasia. These 
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patients desperately need friendship, human contact, they need doctors who will listen, really listen, even if it is only to listen to their 

wish to die. Listening doesn't mean enabling euthanasia, it means understanding, understanding their fears and anxieties. They need 

doctors who support them, who give them hope, not doctors who take it all away from them by emphasizing their hopelessness and 

supporting their death wish [82]. Prof. Lars Mehlum, one of the foremost psychiatric experts in the field, told me personally that many 

experts seriously disregard the profound interpersonal and psychological aspects of people's desire to die in the face of suffering; that we 

are social beings and that our psychological existence depends heavily on others, their support, their acceptance and their love. So, it is 

deeply disturbing that psychiatrists can turn a blind eye to this, but apparently passing the medical board exam (in psychiatry) is no 

guarantee that a doctor will be truly compassionate and follow Edward Trudeau's maxim that a doctor may be able to "to cure sometimes, 

to relieve often, but to comfort always". These patients are not getting the right treatments and have lost hope [68,69], have had doctors 

who explicitly have given up on them, reinforcing the idea of untreatability, actively undermining future recovery efforts, and blocking 

other more competent professionals from helping these patients by deliberately killing them beforehand.  

 

22. Outdated knowledge, inadequate procedures and no evidence-based treatment for the majority of euthanized patients 

The prolonged suffering of patients with years of inadequate treatments leading to treatment fatigue and despair is clearly illustrated:“She 

could no longer live her life. As much as she wanted to, it was no longer possible. She was exhausted, treatment-tired, treatment-

resistant”; “It’s not that I want to die, it’s that I don’t want to live this life anymore […] I’ve tried everything there is” [6,11]. It is the duty 

of the Regional Euthanasia Review Committees to verify whether the criteria of due care have been met after an euthanasia procedure 

[121]. However, a recent scientific review by Prof. Lars Mehlum, past president of the European Society for the Study of Personality 

Disorders concluded that most euthanized psychiatric patients in the Netherlands were far from having exhausted all therapeutic options: 

these patients were labeled untreatable and without prospects for improvement based on outdated knowledge and ignorance about the 

state-of-the-art in the treatment of psychiatric diseases [68]. In fact, a larger Dutch study including 116 euthanized psychiatric patients, 

based on data provided by the Regional Euthanasia Review Committees, concluded that only one patient with personality disorder 

received some partial evidence-based treatment specific to personality disorders; 99% of euthanized psychiatric patients received no 

evidence-based treatment prior to euthanasia [69]. Yet they were considered untreatable by the Dutch experts and the Regional 

Euthanasia Review Committees sanctioned that the proper due care criteria had been met.  

 

23. Clinical, scientific and academic limitations of the psychiatric euthanasia experts 

The two top experts in psychiatric euthanasia in the Netherlands are both child and adolescent psychiatrists [27,62]. Yet, the majority of 

cases of euthanasia they deal with are in adults. They judge the untreatability of adults, and enable and sometimes perform the psychiatric 

euthanasia on adults themselves. Could this be a further example of the Dunning-Kruger effect since their field of expertise is not adult 

psychiatry? But despite these doubts, given their responsiveness to evaluate, to give second opinions about the untreatability of certain 

psychiatric patients and to euthanize so many of them, one must assume that their expertise and knowledge of mood disorders, 

depression, and other psychiatric illnesses would be considerable. As a fellow physician and scientist, I searched several databases for 

published peer-reviewed articles by these top experts on these subjects, including euthanasia. However, there are none. Besides some 

blog posts and one opinion article [10,49], none of them has published any peer-review articles about these topics [122]. This means that 

these top experts have no scientific background, nor have they published any field work to validate their actions. These and other experts 

rely only on their beliefs, convictions, their subjective perceptions and personal sense of satisfaction to justify psychiatric euthanasia: 

“…(Dr. O.) found it so intense how long I had been suffering that he wanted to help relieve me of that pain.”, “he described her suffering 

as unlievable”, “I heard from Dr. V. that she was going to provide euthanasia to the mother of a six-year-old boy…I spoke to her too…that 

convinced me immediately…that woman suffered so terribly”, “His story was so convincing that all my theoretical objections disappeared”, 

“I have sleepless nights,… but what helps me is the gratitude of people, their parents, families and partners.”, “(If you don’t euthanize 

these patients) you let them down”, “I fulfilled an ultimate wish. So how wonderful it is to have that wish come true...”, “I am relieved 
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(about the euthanasia), I know what I prefer”, “Euthanasia seems very healthy to me” [6,11,13,49,51,62,72]. Such professional attitudes 

may explain why the Netherlands has one of the highest rates of mental health disease and suicide rates in the European Union [15,25,26].  

 

24. In other EU countries, similar patients survive and thrive 

In the Netherlands, the psychiatric euthanasia establishment provided death to over 600 treatable patients in the last 5 years alone. 

However, similar patients in other EU countries are able to survive and thrive, without killing themselves, their families get the support 

they need to get through the more difficult phases of the disease, they have significantly lower suicide rates than the Netherlands (2 to 4 

times lower female suicide rates in Italy, Spain or Greece) [25], and they don't have psychiatric euthanasia available. Other European 

experts have repeatedly demonstrated the curability of psychiatric disorders through successful treatment regimens delivered by trained 

teams of professionals and expert therapists. Experts like Prof. Lars Mehlum have hundreds of peer-reviewed publications, studies and 

real-world clinical data to establish, guide and explain their success in the same area [123].  

 

25. Once euthanasia is approved, the constant, untreatable, years-long symptoms of the disease disappear 

Curiously, the majority of patients who wish to die and request psychiatric euthanasia experience an astonishing improvement and 

sometimes even complete remission of their symptoms after receiving permission to be euthanized. From interviews with family members 

after euthanasia, or from interviews with patients just before euthanasia, they report that the psychological burden they had felt for years, 

the anxiety and anguish, the feelings of despair and hopelessness, the suicidal thoughts, almost every negative aspect of their illness 

suddenly disappeared. Even severe anorexic patients start to eat better. They begin to appreciate life, some start living again with their 

families without the recurring conflicts, do things with their families and partners that they rarely did during the years of their illness, 

engage in activities that they enjoy or have been putting off, travel, and generally seem to enjoy life, claiming the weeks before euthanasia 

as the happiest days of their lives: “We had a wonderful last time […] Everything was right in the weeks before euthanasia and on the day 

of the farewell”; “we had some very nice fun, moments”, “the last few weeks had been their happiest weeks in years!”; “Those last six 

weeks were happy ones, the family took walks, drank mugs of coffee and watched feel-good movies at night, the anger and hostility that 

had splintered the family evaporated”; “(After the approval) the weeks before E. died were the happiest of her adult life”; “For the first 

time in a long time we lived together as a family again and had the opportunity to make beautiful memories.”, “I went to Disneyland with 

a friend so I could give Stitch a hug one more time”, “Once the date was set, we had such a great week, even including trips to the zoo” 

[11,13,57,58,77,78,85,124]. The descriptions in these interviews are of people grabbing life with both hands, living and enjoying everyday 

life peacefully and happily, without stress or significant burden caused by the disease. There are some scientific articles and even a PhD 

thesis documenting this phenomenon: upon knowing that their euthanasia is approved these patients feel an immediate state of intense 

happiness, euphoria, a sense of being blessed and intense relief that persists; they also feel less burdened with self-destructive ideation 

and behaviors and suppress suicidal thoughts [47,95,125]. Some patients, after knowing that they had the option to proceed with the 

euthanasia, that alone gave them sufficient peace of mind to continue with their lives or even consider further treatments: “So when I 

finally got the permission to die, that was a huge relief…since then I'm experiencing better moments and I'm also in doubt now…we 

discuss other available options” [47,95].  

These recoveries didn’t happen because of medication, physical intervention on the patient’s body, alterations in their living environment, 

the people around them, or shifts in their social context. They occurred solely following an administrative event, informing them that they 

were finally approved for euthanasia and going to be euthanized in the next 4 to 6 weeks or so. No new treatments were introduced, 

nothing was changed in the patient's biology, yet a simple external trigger, such as a notification, caused this sustained improvement until 

the patient was euthanized. This raises again critical clinical questions: What happened to the daily and continuous unbearable suffering? 

What happened to the immutable euthanasia premise and criterion "without prospect of improvement" [4]? This pattern is strikingly 

different from any other physically terminally-ill patients who want euthanasia, who, despite receiving similar communications, continue 

to suffer without improvement, reporting pain until death. There is no suggestion that psychiatric patients were malingering or fabricating 
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their symptoms prior to approval. They likely experienced genuine distress, hopelessness, and suffering. However, if a mere administrative 

notification, a letter or a phone call can induce such a profound, unprecedented, week-long lasting improvement, and positive impact on 

these patients and their families, the claim of untreatability becomes clinically questionable. What medical basis remains for asserting 

that the condition is truly irreversible, intolerable, and beyond therapeutic reach? There are also several cases of patients who, after 

spending years on the psychiatric euthanasia waiting list and finally receiving approval, suddenly fall in love just one month before their 

scheduled death. Remarkably, all symptoms vanish as if by magic, and they renounce both euthanasia and their long-held wish to die 

[71,126].  

 

26. Lack of inquiry culture, diagnostic failures, and psychiatric impunity 

People should always question others and themselves about what they are doing and why they are doing it, especially when it comes to 

life and death decisions. The importance of this questioning is heightened by the fact that misdiagnosis in psychiatry is not incidental, but 

systemic. Several studies have shown that misdiagnosis is transversal to all the major psychiatric areas. Misdiagnosis rates reach impressive 

levels over 60% for major depressive disorder, over 90% for bipolar disorder, or over 80-90% for anxiety disorders [127]. Some patients 

consulted on average 4 different physicians before getting the correct diagnosis, and over a third waited 10 years before receiving an 

accurate diagnosis [128]. If patients exhibit autistic traces and are women, then the chance of misdiagnoses triples in comparison to men 

[129]. Even in specialized psychiatric settings and academic centers with inpatients, the misdiagnosis rate for severe psychiatric disorders 

reaches levels up to 40% [130,131]. Suffice to say that 6% of euthanized psychiatric patients in the report of the Expertise Center 

Euthanasia didn’t actually have a specific psychiatric diagnosis at all, it was simply unknown [7]. There are in fact reported cases of 

misdiagnosis in patients requesting psychiatric euthanasia, or even last-minute recovery before euthanasia after 10 years of wrong 

diagnosis with complete and full remission of the disease [48,132]. And yet, there have been multiple cases where psychiatric patients, 

after years of firmly convincing doctors, relatives, and review committees that euthanasia was their only escape, reversed their decision 

at the very last moment, in some cases as the needle approached [133,134]. If such profound turnarounds at the point of no return can 

happen after years of unwavering conviction, how can we possibly assume that others wouldn’t have changed their minds later, if only 

given more time? Such last-minute reversals fundamentally challenge the reliability of psychiatric assessments that deem mental suffering 

irremediable and death the only option. However, euthanizing the patient is the perfect self-concealing way of hiding medical errors, 

because no one will ever be able to prove that the diagnosis was wrong or the disease treatable, since the only proof or witness, i.e. the 

patient, is dead. So, besides psychiatry being a specialty with the highest misdiagnosis rate in medicine, and consequently higher chances 

of error and uncertainty, it is also the only specialty which, based on these uncertainties, proposes and performs the most definitive, 

ultimate and irreversible act of all medicine, i.e. the deliberate killing of physically fit patients. Despite all of these failures, psychiatry has 

the lowest malpractice lawsuit rate of any medical specialty [135,136].  

 

27. Euthanasia is the new cure for mental illness 

30 years ago, Professor Herbert Hendin said that normalizing suicide as a medical option lays the groundwork for a society that makes 

euthanasia a "cure" for suicidal depression [137]. Currently, psychiatric euthanasia happens so often, that even professionals within the 

euthanasia establishment, such as Prof. Theo Boer, who was on the Regional Euthanasia Review Committees in the Netherlands for 10 

years, saw how death by euthanasia as a last resort became death by euthanasia as the default option for psychiatric cases. Some of these 

professionals, including Prof. Boer, were so disgusted by the practice that they resigned from their positions [1,17,74,138]. Numbers show 

that euthanasia is becoming the standard of care for psychiatric illness: In 2023, 138 patients were euthanized due to mental disorders; 

by 2024, that number had risen to 219, an increase of 59% in just one year; while euthanasia for unbearable suffering of cancer patients 

in the Netherlands has increased by 37.5% in the last 10 years, euthanasia for psychiatric reasons has increased by 421% in the same 

period, with 219 people killed in 2024 [5,139,140]. These numbers don't include elderly or demented patients, but only people with purely 

psychiatric illnesses, the majority of which would be alive, properly and successfully treated in other countries. The euthanasia process 
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for psychiatric illness is promoted and presented as a treatment with a selection process with apparent medical criteria that then justify 

and support the decision to euthanize the psychiatric patient [4,7]. Since some doctors have become public supporters of psychiatric 

euthanasia and are known for facilitating euthanasia authorizations, desperate people see them on TV and come to them requesting for 

a second opinion [6]. There should be no bias or tendency towards psychiatric euthanasia, but the facts and data provided by the direct 

institutional facilitators say otherwise: 2024 had the highest number of psychiatric euthanasia deaths ever [5,140]. However, euthanasia 

is not a treatment but a final act that eliminates any possibility of recovery or future treatment for psychiatric patients. 

 

28. The euthanasia slippery slope 

There have been many warnings from doctors that allowing euthanasia for psychiatric illness could become a slippery slope. Isn't the 

killing of treatable patients, some of whom are not even suffering unbearably, who want to die, or whose family members are terrified 

that they might commit suicide, a sign of that slippery slope? The cases of the lonely people who never fell in love or had sex, the mother 

of two who can't stand her life, the 35-year old hockey world-champion who couldn’t get over the death of her mother, the belgian 23-

year old girl who couldn’t overcome the terrorist attack she witnessed or the 34-year-old woman euthanized a couple of months after the 

breakup with her boyfriend are perfect examples [6,7,46,141–144]. Will euthanasia become the new way to deal with frustration and 

dissatisfaction about life, the loss of a job, with grief or romantic disappointments [142]? If unbearable suffering alone becomes sufficient 

grounds for euthanasia, then financial ruin, imprisonment, or other irreversible life circumstances could likewise be framed as “incurable”, 

turning euthanasia into a means of escaping adversity, responsibility, or social consequences. 

 

29. Euthanasia offers no second chances 

There is a wide range of scientifically proven successful treatments for all the cases mentioned or any other psychiatric patient, with the 

potential to help them by making life more bearable and worth living. Unfortunately, in the Netherlands, for one reason or another, many 

patients do not have access to them and live miserable lives, commit suicide, or are euthanized. Regardless of euthanasia, the physically 

terminally ill patient has death always running toward him, and treatment options allow very few second chances at life. But that was not 

Zoraya's or any of the other cases. Would they still be alive today without euthanasia? Many definitely would, because they were afraid 

and didn't have the will or courage to do it themselves and take their own lives, having to rely on others to do it for them and sweeten 

the pill. Would all this presented evidence make them reconsider? We will never know, because euthanasia offers no second chances. 

Dead patients can't change their minds. 

  

30. CONCLUSIONS & AFTERWORD 

Pseudo-scientific and pseudo-rational arguments, hegemony of irrationality to accommodate patients' wishes, outdated knowledge about 

the treatment of psychiatric disorders, ignorance about personalized successful treatment regimens, lack of scientific evidence or 

background or academic knowledge of the top experts in the field or of the major parties to support their actions, overempathic biased 

doctors endorsing and performing psychiatric euthanasia, years-long waiting lists for inefficient treatment facilities, withholding evidence-

based treatments, patients inaccurately labeled as untreatable, abandoned patients, exhausted and wearied partners and parents, 

ignored families fearing the suicide of their loved ones, families pressed to support psychiatric euthanasia due to absence of efficient 

psychiatric assistance, lack of practical suicide prevention for patients and no support for their families, one of the highest suicide rates in 

Europe, unbearable suffering in patients who manage to survive for years without any treatment of which over 96% do not suicide, 18:1 

gender disproportion of euthanasia vs. suicide slaying young women, euthanasia guaranteed for suicidal patients or who attempt suicide, 

euthanasia as a default option for depression, outlawed promotion of suicide vs. institutional promotion of psychiatric euthanasia, 

institutional encouragement of contagion and psychiatric euthanasia clusters, doctors setting up foundations to accelerate the killing, 

unbearable and untreatable disease symptoms that suddenly disappear, last-second retractions that discredit years of prior psychiatric 
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conclusions, accelerated killing of hundreds of spontaneously recovering patients, Kafkaesque institutions indirectly endorsing the 

euthanasia of treatable children, killing of treatable patients who would survive and thrive in other countries. The list goes on.  

How can a great country like the Netherlands explain this magnitude and accumulation of errors, negligence and incompetence, with the 

complicity of political leaders? Europe has seen many health ministers fall for just a fraction of this disaster. Given the significantly lower 

suicide rates and the absence of psychiatric euthanasia in many EU countries, comparable patients have experienced different outcomes, 

being treated or maybe even cured, enjoying life and contributing to the lives of those around them. Though safeguards are formally in 

place, the evidence exposes that the psychiatric euthanasia system functions with alarming inconsistency, poor adherence to clinical 

standards, and systemic failures that would be unthinkable elsewhere in medical practice. Does the situation where an older man 

encourages and directly kills several younger women and teenagers and openly says he wants to hasten the demise of many others not 

set off alarm bells in the Netherlands? Why is the innovative Dutch euthanasia law, which stood for a fundamentally humane aspect of 

alleviating suffering, being distorted and manipulated by certain doctors (and patients) and becoming so inhumane? Any medical 

professional has the responsibility to provide state-of-the-art care and to be aware of the successful treatments available today. While 

ignorance in other medical fields can unintentionally kill patients, in psychiatry it can result in patients being deliberately killed, with full 

legal endorsement from Dutch lawmakers. It doesn’t require a medical degree to recognize that this practice stands in clear contradiction 

to common sense, rationality, and evidence-based clinical standards. How many more treatable young patients must be deliberately killed, 

how many orphaned children, widowed partners or bereaved parents will it take before Dutch doctors, their medical associations, 

politicians or the general public react? What cannot withstand scrutiny does not deserve quiet acceptance. In matters of life and death, 

silence is not neutrality, it is complicity. And that complicity extends to all who read these words, recognize the truth, and choose to look 

away. To remain passive in the face of preventable death is to stand on the wrong side of medicine, of reason, and of humanity.  

May these senseless deaths lead to critical reflection on what went wrong, to improve the training of expert psychiatrists, and stop these 

unnecessary deaths. Most importantly, let’s give patients and families facing severe psychiatric suffering precise evidence-based care and 

sustained support, so that instead of merely surviving and dying, they can start living. 

  

31. Institutional Non-Response 

Following the documentation and analysis presented in this paper, the Dutch Medical Association (KNMG) and the Dutch Association of 

Psychiatry (NVvP) were formally contacted and invited to respond to the documented institutional data and peer-reviewed evidence. The 

Dutch Medical Association, despite representing the medical profession as a whole and having been provided with the same 

documentation, deferred responsibility entirely to the Dutch Association of Psychiatry and did not address the substance of the concerns 

raised. In written correspondence, the Dutch Association of Psychiatry stated that it had no capacity to refute the substance of these 

findings. Despite this absence of engagement, the Dutch Association of Psychiatry, with the backing of the Dutch Medical Association, the 

Regional Euthanasia Review Committees and political authorities, continues to publicly assure patients and the broader public that 

psychiatric euthanasia is safe, careful, and beyond serious questioning. 
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