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Abstract
Advances in medicine can reduce active euthanasia of newborns with severe anomalies or unusual prematurity, but they 
cannot eliminate it. In the Netherlands, voluntary active euthanasia among adults and adolescents has been allowed since 
2002, when the so-called Groningen Protocol (GP) was formulated as an extension of the law on extremely premature 
and severely ill newborns. It is maintained that, at bioethical level, it serves the principle of beneficence. Other European 
countries do not accept the GP, including Belgium. Admissibility of active euthanasia is a necessary, though inadequate, 
condition for acceptance of the GP. Greece generally prohibits euthanasia, although the legal doctrine considers some of 
the forms of euthanasia permissible, but not active or involuntary euthanasia. The wide acceptance of passive newborns 
euthanasia, especially when the gestational age of the newborns is 22-25 weeks (“grey zone”), admissibility of practices 
within the limits between active and passive euthanasia (e.g., withholding/withdrawing), of “indirect active euthanasia” 
and abortion of the late fetus, the tendency to accept after-birth-abortion (infanticide) in the bioethical theory, the lower 
threshold for application of withdrawing in neonatal intensive care units compared with pediatric intensive care units, 
all the above advocate wider acceptance of the GP. However, the GP paves the way for a wide application of involun-
tary (or pseudo-voluntary) euthanasia (slippery slope) and contains some ambiguous concepts and requirements (e.g., 
“unbearable suffering”). It is suggested that the approach to the sensitive and controversial ethical dilemmas concerning 
the severely ill newborns is done not through the GP, but rather, through a combination of virtue bioethics (especially in 
the countries of the so-called “Mediterranean bioethical zone”) and of the principles of principlism which is enriched, 
however, with the “principle of mutuality” (enhancement of all values and principles, especially with the principles of 
“beneficence” and “justice”), in order to achieve the “maximal” bioethical approach, along with the establishment of 
circumstances and alternatives that minimize or eliminate the relevant bioethical dilemmas and  conflicts between the 
fundamental principles. Thus, the most appropriate/fairest choices are made (by trained parents and physicians), consid-
ering all interests involved as much as possible. Hippokratia 2014; 18 (3): 196-203.
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1.  “Early” active euthanasia and the Groningen Pro-
tocol

Advances in fetal and neonatal medicine [especially 
advances in neonatal intensive care units (NICUs)] have 
resulted in newborns with congenital defects previous 
considered non-viable surviving1,2; however, they often 
remain dependent on medical care or are neurologically 
devastated. Life-sustaining intervention, may itself in-
duce chronic diseases or disabilities to the infant (“prod-
ucts of the NICU”)3. Despite the progress made, modern 
anesthesiology cannot ensure the elimination of “unbear-
able suffering” of the newborn by palliative means (e.g. 
in conditions such as “osteogenesis imperfecta”)4. 

As the German theory5 rightly observes, it is very dif-
ficult to detect a prevailing view from an ethical and legal 

aspect on the issue of the so-called “early” euthanasia of 
severely ill newborns.

In the Netherlands, active euthanasia (voluntary) is 
permissible and constitutes a medical procedure6 (with 
well-defined requirements) among adults and adoles-
cents with limited life expectancy, and severe and persist-
ent suffering (starting from 12 years of age, whereas up to 
16 years of age full parent consent is required), following 
a voluntary, carefully considered, repeated request. A se-
quence and extension of this Dutch “death culture” is the 
Groningen Protocol (GP), which allows non-voluntary 
euthanasia among severely ill neonates with congenital 
anomalies in order to “give relief to” some newborns 
with stable physiology, hopeless prognosis, no predic-
tion of a good quality of life, from “unbearable suffer-
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ings”, and also reduce implementation of this practice in 
the clandestinity7, lend transparency8, so that any abuses 
are limited (even those done with a good intention), and 
this practice is carried out only in extreme and hopeless  
situations. It is reported that, in the Netherlands, one in 
200 newborns dies within the first year of their life. Sixty 
per cent of these deaths are preceded by an end-of-life 
decision7. A study (EURONIC) has shown that, at least in 
France, Belgium and the Netherlands, clandestine neona-
tal euthanasia is a fact9. Seventy-three per cent of neona-
tologists in France and 68 per cent of pediatricians in Flan-
ders have made decisions to perform active euthanasia 
among newborns who were terminally suffering, which is 
in contrast with their colleagues in other countries (Italy 
2%, Spain 2%, Germany 4%, UK 4%, and Sweden 2%)7. 
According to the EURONIC project, 45%-85% of neona-
tologists have administered drugs to accelerate death10,11. 
In Greece, euthanasia is totally prohibited, both by the 
Code of Medical Ethics (article 29) and the Penal Code 
(articles 299, 300, and 301). The Greek legal doctrine12 
has suggested that the possibility of leaving direct active 
euthanasia unpunished in extreme situations be enacted 
(de lege ferenda), and through the construction of the ex-
isting provisions of the law (de lege lata) they accept the 
admissibility of certain forms of euthanasia, especially 
passive and indirect active euthanasia (while rejecting the 
admissibility of direct active and involuntary euthanasia) 
and recommend the possibility of interrupting (or not ap-
plying) a newborn’s life support, even against the will of 
the parents in cases where the newborn is not a “poten-
tial person”, along with a significant lack of autonomy13. 
However, there is no clear legal immunity of the phy-
sician. In the overwhelming majority of legal doctrines, 
early active euthanasia is surrounded by the same disdain 
as active (direct) adult euthanasia12,14,15. An impressive 
exception at an international level is the so-called “Proto-
col at the Dutch city of Groningen”.

In accordance with the Protocol, the requirements for 
performing early euthanasia are: “unbearable suffering” 
and hopeless prognosis; informed consent by both par-
ents; no alternative solutions; assent by at least one doc-
tor who is independent of the incident; and carrying out 
the termination of life in a medically appropriate way.

The GP refers to three groups of severely ill new-
borns7: a) those who will die shortly despite the medical 
intensive care applied (e.g. severe lung hypoplasia); b) 
those with a very poor prognosis, dependent on intensive 
care (e.g. holoprosencephaly); and c) those with a hope-
less prognosis, physiologically stable, unbearable suffer-
ing that cannot be alleviated (including epidermolysis 
bullosa, Hallopeau - Siemens type). The GP is mostly 
concerned with this case. 

The GP was drafted by doctors, in collaboration with 
the Public Prosecutor’s Office, which appears to play a 
very significant part in the Netherlands. Following the 
publication of the GP in 2002, it was justifiably criticised 
in the international literature6. The proponents behind 
the protocol’s creation published an article in 2005 that 

advocated on its behalf, which protested against the er-
roneous widespread interpretation and its mission being 
misunderstood7.

The physician’s immunity is not absolutely guaran-
teed by the GP. In the Netherlands, in case of abnormal 
death, the doctor informs the Coroner, then the Public 
Prosecutor, the Council of Public Prosecutors, and finally, 
the Minister of Justice who is influenced by the GP, but 
he/she is not bound in his/her judgment7. No doctor has 
been prosecuted until now. During the seven-year period 
1997-2004, 22 cases have been reported16 to the authori-
ties (three on average per year), while it is estimated that 
there have been 15 cases per year, approximately, in the 
Netherlands7. The 22 cases where the law was applied 
(while the number of clandestine cases of active new-
borns euthanasia is estimated to be much larger) referred 
to cases of spina bifida [myelomeningocele (MMC)]17 
during the seven years of its application. Although it is 
reported18  that the admissibility of active (adults) eutha-
nasia in the Netherlands has resulted in a slippery slope 
and in a large increase in (illicit) cases of non-voluntary 
active euthanasia, five years after application of the GP it 
was established that there were neither any abuses (slip-
pery slope) seen, nor any increase in transparency19. 
         
2. Circumstances for adoption of the Groningen Pro-
tocol

Circumstances advocating the adoption of the GP 
(and also favored by its adoption) include the following: 

a) The tendency of the legal doctrine to smooth 
out the value difference between active and passive 
euthanasia12,14,20 and acceptance in some countries (in-
cluding Belgium and the Netherlands) of (voluntary) ac-
tive euthanasia among competent adult persons (and also 
persons ≥ 12 years old, as in the Netherlands), who have 
limited life expectancy and experience severe and per-
sistent suffering. The European Court of Human Rights 
(ECtHR) has accepted that the “right to die” may result, 
not from article 2 of the European Convention on Human 
Rights (ECHR) (case of Pretty vs UK, no. 2346/2002), 
but rather, from article 8 ECHR (privacy), on the vague 
condition, however, that the individual “is able to freely 
form his or her will on this and act accordingly” (case of 
Ηaas vs Switzerland, 2011).

b) Early passive euthanasia is much more widely ac-
cepted compared with the corresponding passive adults 
euthanasia21,22. The admissibility of withholding/with-
drawing of the intensive care, which is performed through 
a certain act, so that the doctor is basically equally re-
sponsible for the patient’s death, either this was caused 
by withdrawing or by active euthanasia. Withdrawing 
is considered (admissible) passive euthanasia, which is 
done in the best interest of the newborn (beneficial to 
it); it raises strong ethical dilemmas to the neonatologist 
who evaluates the quality of the patient’s remaining life 
(mostly the quality of future life, rather than the qual-
ity of the patient’s current life)23. Although withholding 
is considered morally equivalent  to withdrawing (e.g. 
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Nuffield Committee of Bioethics)24, in practice there are 
certain differences, since the threshold for withdrawing is 
higher than the threshold for withholding, and two thirds 
of European neonatologists -rightly- believe that they are 
not the same thing in terms of moral demerit25,26. In addi-
tion, withdrawing has an active character, which is also 
due to the fact that it cannot be performed by any other 
person apart from the physician27. The method of with-
holding/withdrawing is a more common cause of death 
in NICU9. 

Evaluation of the quality-of-life (QOL) is inevitable 
when the physician decides to perform (marginally ac-
tive) withholding/withdrawing. Therefore, it is much 
more inevitable when active involuntary euthanasia is 
performed. It often concerns the future23. When suffering 
of the non-terminal newborn is not taken into account, 
an unacceptable qualitative evaluation of life is clearly 
concealed. A highly problematic case is that of a new-
born of the so-called “grey zone”: i.e. a newborn with 
a gestational age of 22-25 weeks2,28. In addition, it is to 
be noted that the gestational age can hardly be estimated 
precisely. In 22 weeks’ time, it is considered that continu-
ation of the treatment constitutes a futility. It is difficult 
to establish such futility when it is not quantitative (i.e. 
the intensive care does not work) but is rather qualitative 
(i.e. the treatment is useless and non-application or inter-
ruption thereof is considered a “good medical practice”27. 
In 25 weeks’ gestational age, provision of intensive care 
is characterized as beneficial. The time interval between 
23 and 24 weeks of gestation,  which is considered a grey 
zone, weighing of the benefits and burdens for the new-
born is rather difficult2,25,28,29. Application of supportive 
care is examined by the doctor and the parents. In other 
countries, depending on the degree of protection recog-
nized in the fetus, people consider that there is futility 
in the 25th week (e.g. in the Netherlands)30, or in the 22nd 
week (e.g. in Italy)31. Fontana et al32, note that despite any 
theoretical recommendations (e.g. Nuffield Committee 
of Bioethics)24, the threshold for application or continua-
tion of the application of a life support treatment for the 
NICUs is lower than that of the pediatric intensive care 
units (PICUs), where respect for the child’s life is greater 
than respect for the newborn’s life. Thus, there is with-
drawing of the life-sustaining treatment for children  with 
unstable physiology in the PICUs, while there is with-
drawing of the life-sustaining treatment for newborns 
with (yet) stable physiology in the NICUs. The ethical 
dilemmas neonatologists are faced within the NICUs are 
strong, especially when they have to deal with a non-
terminal newborn, with stable physiology and hopeless 
prognosis11. 

c) Admissibility of the administration of palliative care 
in cases of acute pain, since this is justified by the sophis-
ticated and rather intuitive “principle of double effect”. 
According to this principle, it is considered that there is a 
moral distinction between intending a bad foreseen out-
come and just foreseeing it (not intending it), while the 
good outcome is the intended one; therefore, it is excus-

able. Pain treatment is usually administered, combined 
with withdrawing of the treatment (for providing relief 
from the suffering caused by it). A highly controversial 
issue, however, is admissibility of the administration of 
muscle relaxants2,25. It is to be noted that anti-pain treat-
ment is generally underused in neonatology28. 

d) Admissibility of the abortion of a late fetus33 (be-
yond the limits of viability which may be shifted to an 
earlier phase due to advances in medicine), as is the case 
in the Netherlands30 and in other countries, including 
Greece14 and the most conservative country favoring the 
protection of the fetus, Italy31, by covering the avoidance 
of causing damage -even psychological damage- to the 
pregnant woman. It is possible that this is, in fact, eugenic 
abortion. 

 e) Review of modern literature (Α.Giubillini/F.Min-
erva, 2013)34, which considers that the newborn may 
be admissibly killed provided that there is abortion of 
a late fetus, since a late fetus and a newborn infant are 
morally equivalent (“potential persons”), so that killing 
of the newborn is acceptable (even under certain condi-
tions), thus blurring the line between abortion and infan-
ticide, which is called after-birth (post-partum) abortion 
(PPA). This view has rightfully received much dispute. 
It constitutes a more “advanced” form of the GP. In the 
context of acceptance of ΡΡΑ, it is maintained that the 
newborn has no intrinsic human value, dignity, or inal-
ienable human rights. Adopting the utilitarian bioethical 
approach of “actual personism”35, it is claimed that there 
is no fully protected “person”, since the newborn does 
not either possess certain capacities, including rational-
ity, communication skills, minimal self-consciousness, 
or render himself/herself a (minimal) value, being unable 
to make any plans for the future, so that, if the newborn 
loses these capacities, he/she can experience such loss as 
harm. Others consider the ability to experience pain as a 
criterion. Others ground the low moral status of the new-
born on the different social status: the newborn is con-
sidered a “social person”, who has only rights to rise and 
protection (as weakest member of society)36. However, 
PPA is governed by arbitrariness and moral inconsisten-
cies35. It is unjustly discriminatory and counterintuitive. 
It is argued37, however, that there are also inconsistencies 
in favor of the admissibility of PPA: 1) It is maintained 
that it is unacceptable to make a distinction between a 
viable fetus (who may undergo an abortion) and a prema-
ture infant (who may not undergo infanticide, according 
to the common belief) only using the location in or out 
of the maternal body. The fetus’ viability is shifted to an 
earlier point in time because of the advances in medicine. 
It is difficult to define viability, at least based only on the 
newborn’s weight and gestational age (22-24 weeks of 
gestation, at the borderline of viability)29; 2) The Ameri-
can Medical Association thinks that one may extract 
organs from the anencephalic infant for transplantation 
purposes, prior to brain death37. For genetic reasons, there 
are human fetuses and infants who are unable to develop 
any cognitive abilities higher than those of a chimpanzee 



HIPPOKRATIA 2014, 18, 3 199

(lack of potential); 3) Fontana et al 32 observe that in prac-
tice, a lower moral status is intuitively (and culturally) at-
tributed to the newborns in the NICUs compared with the 
children in the pediatric ICUs (PICUs). However, Fon-
tana et al, do not provide a clear definition of the terms 
“QOL” and “certain prognosis”38. As mentioned above, 
some people attribute such discrimination against infants 
compared with children to certain intrinsic characteris-
tics, and others to social characteristics (acquisition of 
social membership in a community39,40 or attachment that 
the physicians and parents feel towards children28); 4) 
Kuhse and Singer41 think that any “consistency”32 in the 
decisions made for newborns and older children would 
result in consistency in the decisions made for newborns 
and fetuses.  However, from a cultural, social (since they 
have acquired social membership in a community), and 
intuitive point of view, a newborn is a “person”, not a 
“potential person” since, for transition from the status 
of a newborn to that of a child, there are no substantial 
changes in the outer world (as in the case of childbirth). 

f) There are certain situations where absolute protec-
tion of the human life gives way (legal defense, war)12, 
especially in medical practice (depending on the age of 
the patient, his/her possibilities of survival, futility of 
the treatment, and distributive justice and allocation of 
resources, especially in terms of the patient’s access to 
ultramodern medical methods). 

g) Certain trends in theory in favor of the admissibil-
ity of some loose forms of assisted suicide (plain facilita-
tion) and delimitation of the medical duty to support life 
which inevitably falls into decline at a point in time ear-
lier than those proposed by theory12,14. 

h) There is a tendency to accept certain non-volun-
tary forms of euthanasia (e.g. unilateral delimitation of 
medical duty and interruption of any artificial life sup-
port means, Baby Doe case, etc.)14. Acceptance of non-
voluntary (or involuntary) active euthanasia presupposes 
the acceptance of voluntary active euthanasia42. 

3.  Reasons against the adoption of the Groningen 
Protocol

The GP is rightfully one of the most controversial and 
important issues of modern bioethics. At legal level, it 
violates certain articles (e.g. article 3) of the United Na-
tions’ “Universal Declaration of Human Rights”17,35, cer-
tain articles (e.g. article 2) of the “European Convention 
on Human Rights”35 (ECHR), articles (e.g. article 6§1) 
of the Convention on the Rights of the Child35, etc. At 
bioethical level, it is in conflict with the universal prin-
ciples established after World War II26, including: “there 
is no human life not deserving to live”. It conflicts the 
equal dignity principle35, the bioethical principle of “no 
harm”17 and the principle of autonomy: This is non-
voluntary (involuntary) euthanasia. There is neither any 
real or presumed consent of the newborn, nor can it be 
substituted by the parents; besides, the parents have inad-
equate information and true serving of the newborn’s best 
interest is doubtful. It is also in conflict with the princi-

ple of justice, since there may be discrimination against 
newborns belonging to poorer families; thus, more mod-
ern palliative means cannot be applied to prevent their 
“unbearable suffering”42.  In addition, the GP may favor 
certain slippery slopes, thus enhancing any trends seek-
ing a limitation in the protection of human life in certain 
phases, with the risk of turning euthanasia of newborns 
into “large-scale” euthanasia against vulnerable groups of 
the population (newborns). The GP may also favor a slip-
pery slope from voluntary to involuntary (which has been 
occurring in the Netherlands for many years now)18,26 and 
from non-voluntary to involuntary euthanasia35. As cited 
above, the same trends favor the adoption of the GP.

The Nuffield Council of Bioethics states the active 
euthanasia of newborn should not be done “no matter 
how serious the condition of the baby”8.

The GP has “imprecise terminology and 
vagueness”17,42-44 and certain conditions which are dif-
ficult to ascertain whether they are satisfied in practice. 
Chervenak44  notes that the GP presents some “clinical 
and ethical imprecision”. Thus: 

a) The concept of “unbearable suffering” is vague 
(individual perception) and hard to be conceptualized 
and objectively estimated45, since it has a subjective 
character6,42. Neonatal pain is difficult to assess and quan-
tify46.  Suffering is a “wholly subjective” experience42. 
The term “suffering” is associated with the ability to form 
wishes, hope for the future and goals. “Immeasurable”47 
suffering must be quantified, so that the GP may serve 
the principle of beneficence, as argued. For death to con-
stitute a benefit, in order to serve the best interest of the 
newborn, there must be some certainty when weighing 
the burdens and benefits42. The view that the physicians 
can accurately determine if the newborn suffers unbear-
ably is erroneous, especially when it comes to newborns 
of an extremely low gestational age, including neurologi-
cally devastated newborns, newborns weighing less than 
800gr46, and newborns suffering from MMC43.  However, 
the GP relies on this view42. According to a study, new-
borns can “endure 14 pain procedures per day, on aver-
age48. Neonatal units have established certain neonatal 
pain scales46,49. However, further research and establish-
ment of certain assessment tools (evidence-based, be-
yond pain scales), are needed49.  In any case, physicians 
can more easily estimate whether there is generally any 
suffering and disability of the newborn compared with 
the parents. Physicians can more easily consider death 
preferable to disability28. It is not by chance the fact that, 
while bioethicists remained split in terms of the GP be-
tween supporters and opponents, the neurosurgical com-
munity remained mute17. The decision-making process 
must not obey any simple rules. It seems that pain treat-
ment is “grossly underused” among newborns28. In ad-
dition, among newborns, it is very difficult to evaluate 
other forms of suffering apart from pain, including itch-
ing or nausea.

 b) The meaning of the newborn’s “best interest” is 
unclear, especially when there is a prediction of a short 
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life expectancy and serious damage. Such a case of Ed-
wards syndrome (trisomy 18) is cited in the literature50. 
The newborn’s best interest must be examined from many 
aspects (e.g. cultural), not only from a medical aspect3. 
Verhagen and Sauer7 think that, if parents and the medical 
team believe that intensive care is not in the best interest 
of the child, then withholding/withdrawing is considered 
a “good practice”.  Pediatricians coming from many Eu-
ropean countries disagree, regarding the meaning they at-
tribute to the “best interest of the newborn”51. It is highly 
possible that the “best interest” of the community is be-
hind the best interest of the newborn52,53. 

c) The GP allows physicians to estimate the minimal 
acceptable “quality of another life” and assess the very 
ethical acceptability of their actions. And this is very dan-
gerous. What is estimated is whether there is suffering 
and a poor QOL (functional disability, pain, discomfort, 
poor prognosis, hopelessness, lack of self-sufficiency, 
hospital dependency, inability to communicate), along 
with the expectation of a prolonged survival. Neverthe-
less, a supporter of GP  (Manninen)20  thinks that the GP 
does not evaluate life from a qualitative point of view, but 
it rather constitutes a human alternative for suffering and 
dying newborns, which is applied under very strict con-
ditions, under extreme and exceptional circumstances, 
among terminal newborns, and under well-defined cir-
cumstances.     

Assessment of QOL is very difficult, especially when 
poor prognosis and serious damage coexist. An objective 
assessment of QOL is even more difficult.  In 92% of the 
cases, physicians think that great importance is given to 
the future QOL23. The GP most refers to MMC, whose 
prognosis has improved, especially through the develop-
ment of fetal surgery. Based on a number of studies that 
have been published after the GP, it is considered that 
the burdens of MMC were overestimated17,42,54. Scientific 
evidence may change. However, any decisions made in 
medical ethics are not only determined by evidence-based 
medicine. There is no evidence-based ethics43. 

d) It is doubtful whether consent of the parents may 
replace that of the newborn, or at least whether it may 
serve the best interest of the newborn. In addition, full 
information of the parents is probably impossible11. Kod-
ish47  thinks that the criterion of parental consent is more 
incoherent and objectionable than the criterion of assess-
ment of unbearable suffering. 

Parental consent in end-of-life decisions should be 
maximal: if not decisive, it should be substantial and sig-
nificant. It is an expression of the “autonomy of the fam-
ily unit”42. The parents bear the physical, emotional, so-
cial, and financial burden of the child. It is possible that, 
under the best interest of the newborn set out by them, 
their own interest to free themselves from this burden, 
or even their fatigue, is covered52,53. In the context of his 
thesis on a wide, responsible self-determination (personal 
utilitarianism), Lecaldano55 accepts, by way of exception, 
that only the parents may evaluate the newborn’s quality 
of life. Certainly, parents probably make decisions based 

on their own value system25. In France, parents are not 
taken into consideration in such decisions, while, in re-
cent years, some legislative attempts have been made to 
include participation of the parents9. Disregard of the par-
ent’s consent in cases of active termination of the new-
born’s life have been reported for years before the GP 
in the Netherlands11. In the UK, parents take part in such 
decisions, even at marginal gestational ages in terms of 
viability (22-25 weeks), with the Nuffield Committee of 
Bioethics seeking their maximal participation (i.e., wish-
ing them to have not a significant but rather a decisive 
role)24. An end-of-life (EOL) decision about the newborn, 
especially in terms of his/her active euthanasia of the GP 
must be collective (parents and other doctors). Good 
communication between the doctors and also between the 
doctors and the parents, as well as patience and dedication 
of time, are required48. Besides, this is how conflicts be-
tween doctors and parents are avoided.  In any case, there 
is no ex officio right of the parents to make a decision for 
their child. However, the GP model is medico-centric, it 
seeks to strike a balance between medical responsibility 
and parental autonomy. Eijnden and Martinovici8 think 
it correct the legal frame of newborn’s euthanasia to be 
relied both on legal principles and standards developed in 
euthanasia among adults and late abortion.

e) It is doubtful whether the most palliative and ac-
cepted medical standards are applied during the applica-
tion of the GP. In addition, it is questionable whether the 
opinion of another (independent) physician is sufficient, 
or whether (more rightly) the opinion of a committee of 
experts (medical, legal, bioethical) is required. It is also 
questionable whether active euthanasia of newborns may 
be characterized as a “good medical standard”7, since 
it violates the principles of pediatric ethics, as Kodish47 
points out. 

f) The supporters20 of the GP think that it only con-
cerns terminal newborns; its opponents think, however, 
more rightly, that it also concerns newborns with severe, 
non-terminal congenital anomalies42. Therefore, evalua-
tion of the QOL by third parties, including physician, par-
ents etc., acquires great importance as an unacceptable 
gradation of human life. 

g) The GP does not make a clear distinction between 
a positive prognosis of death and the ability to continue 
to live. 

h) The acceptance of the GP will be an obstacle to 
research on the medical treatment of severe anomalies of 
the newborns.

Chervenak56 and Barry17 think that the GP is scien-
tifically invalid.  Barry rightly notes that “the amount of 
medical resources” and “numerous admissions and op-
erations” should not favor the acceptance of the GP17.  

The degree of acceptance of the GP is substantially a 
culturally defined issue. A recent study has showed that 
different European countries deal with the issue of active 
euthanasia of newborns very differently. Important dif-
ferences are seen between European countries regarding 
EOL decisions (as influenced by the cultural and social 
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systems of every country)51. What is typical is the fact 
that in Belgium, which is one of the few European coun-
tries (along with France, Denmark, Sweden, the Nether-
lands, and Luxemburg) where there is high public accept-
ance of euthanasia57 (according to a survey conducted in 
2013) and which allows direct active adult euthanasia  by 
law (2002), as the Netherlands, under well-defined con-
ditions, in a recent law (2014) on active children eutha-
nasia, it is not the age, but rather the capacity of the child 
for discernment which is evaluated depending on the case 
(by a multidisciplinary pediatric team, including a clini-
cal psychologist), while a proxy request for euthanasia 
is excluded57.  It is to be noted that in Belgium there is 
(according to studies) failure of transparency “with only 
52.8% of acts of euthanasia reported to the authorities in 
Flanders”35.

4. Conclusion-Recommendation
Despite the advances in medicine, early active eu-

thanasia remains a problem. However, the GP is closely 
related only to the Dutch legal and bioethical culture. It 
is not adopted, not even in Belgium. Admissibility of 
voluntary active adults’ euthanasia (under certain condi-
tions) constitutes a prerequisite, but is not sufficient for 
adoption of the GP. Some circumstances in the field of 
bioethics favor (and are favored by) acceptance of the 
GP. However, they are deemed inadequate. The GP is in 
conflict with certain international laws, including univer-
sal principles of bioethics, predisposes to a slippery slope 
and contains uncertainties and requirements which are 
hard to establish in each individual case. 

The issue of early active euthanasia should not be 
regulated by guidelines allowing it, even under strict con-
ditions. The view that it is better when some newborns 
are in a state of unbearable suffering (which is rather rare 
with the use of modern methods of anesthesia), as inhu-
man as this may be, seems right, rather than some non-
unbearably suffering newborns being euthanized. The 
virtue  ethics58 that emphasizes the moral character or 
virtues of the individual (moral agent) and recognizes a 
wide discretion of the attending physician (based on his/
her culture, experience, skill, flexibility, courage, reso-
luteness, responsibility, respectfulness, sincerity, etc.), 
which verges on medical paternalism and approaches the 
patient in a holistic way, has much of a role in the coun-
tries of the so-called “Mediterranean bioethical zone”. 
Great importance is given to the relation between physi-
cian and patient, whose personal character is highlighted. 
The Mediterranean bioethics59 has an ethical and relation-
al character and approaches the person not in an absolute 
way (as an isolated individual), but as a co-participant. It 
gives great importance to values including beneficence, 
friendship and happiness, and the medical paternalism in 
favor of the patient’s life and health of Hippocratic ori-
gin, is typical. 

Greece is the motherland of the (South-European) 
Mediterranean bioethics, since it dates back to the think-
ing of Aristotle, Plato, and to the spirit of the Hippocratic 

Oath. Greek culture is not fanatically focused on indi-
vidualism and a “right to die” can hardly be acceptable.

In this study, it is suggested that an approach to the 
sensitive and controversial ethical dilemmas with regard 
to the severely ill newborn be done not through the GP, 
but, rather, through the combination of virtue bioeth-
ics (especially in the countries of the “Mediterranean 
bioethical zone”) and the principles of principlism, which 
is enriched, however, with the “principle of mutuality” 
proposed by DeMarco60  (enhancement of all principles), 
in order to achieve a “maximal” bioethical approach (by 
especially enhancing the principles of beneficence and 
justice), along with the establishment of circumstances 
and alternatives minimizing or eliminating the relevant 
ethical dilemmas and conflicts among the fundamental 
principles formed whenever certain dilemmas are to be 
solved (“decision-making”) based only on the principle-
based bioethical approach (so that certain principles are 
necessarily, and probably deliberately, eliminated):  the 
GP is supposed (which is not at all certain, however) to 
serve the bioethical principle of “beneficence”, which, 
in this particular case, is considered to dominate over 
the bioethical principle of “do-no-harm”. Virtue bioeth-
ics can be integrated into the principalism58 of Northern 
Europe and “ontological personalism”61 of Southern Eu-
rope, where human life is fully protected, starting from 
conception of the fetus. 

Thus, the dilemmas are not solved by defeating cer-
tain values (e.g. autonomy) in favor of others, but, rather, 
by enhancing values (changing circumstances, investi-
gating alternatives, e.g. educating patients, parents) that 
allow for less harm, greater autonomy, greater justice, 
more good (although the principle of beneficence is never 
fully satisfied). Therefore, the rightest/fairest  and “best” 
choices will be done (by trained parents and physicians) 
considering all interests involved as much as possible, 
including that of the community in general. Given that 
health care resources are limited, costs incurred by the 
health service may be taken into account in the decision-
making process in some extreme cases; however, they do 
not play the leading part50. Any conflicts arising should 
be solved by independent clinical ethics committees2, and 
courts should only constitute an “ultimum refugium”48.

Instead of the unacceptable evaluation of the QOL of 
another person, which takes place in passive and, much 
more, in active euthanasia of severely ill newborns (GP), 
it is more appropriate to make efforts to improve the qual-
ity of life of newborns, at state/community level: insti-
tutions, medical associations, physicians, psychologists, 
social-workers, nurses, clergy etc. Thus, creating the ap-
propriate circumstances and enhancing prevention (e.g. 
antenatal screening policy), the number of unbearably 
suffering newborns can be reduced to a minimum level 
(maybe, only in case of the rare disease “osteogenesis 
imperfecta”). It is noting woth that the infant mortality 
rate represents an important marker of a country’s public 
health62. 

In cases of EOL decisions, the physician should have 
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a good relationship and wide and substantial communica-
tion with the parents (and should have received a relevant 
training)2, accepting the intervention of a third party con-
sultant, while having a wide and decisive discretion and 
initiative (virtue ethics). What might possibly help such 
an assessment would be the establishment of Health-Re-
lated QOL (HRQOL) measures for newborns as well63. 
For such cases, one solution is to justify the act of kill-
ing of the newborn on a guilt level of the “perpetrator” 
through the mechanism of lifting liability of the physi-
cian who faces a conflict of equivalent duties.

 In any case, the active termination of a newborn’s life 
cannot be acceptable (imprecise terminology and vague-
ness, impossible to predict with certainty the future QOL, 
conflict with “no discrimination principle” etc)54, espe-
cially in the Hippocratic-Mediterranean Greek bioethical 
view and legislation, where the bioethical approach has a 
deontonogical, rather than a utilitarian character. In addi-
tion, the misused (active) palliative treatment, which le-
gitimately replaces the curative treatment in some cases, 
must be prevented from degenerating into an active ter-
mination of the newborn’s life. Nevertheless, the GP may 
give rise to an international discussion and improvement 
in the palliative treatment of newborns47,57.   

Conflict of interest
None declared by authors

References
1. Costeloe KL, Draper ES, Stacey F, Myles J, Hennessy EM.  

EPICure 2:  exploring increased survival of extremely premature 
babies. Arch Dis Child 2008; 93: A13.

2. Aladangady N, de Rooy L. Withholding or withdrawal of life 
sustaining treatment for newborn infants. Early Hum Dev. 2012; 
88: 65-69.

3. Koogler TK. Ethical issues in the care of the neurologically dev-
astated infant. Handb Clin Neurol. 2013; 118: 215-224.

4. Verhagen AAE. End of life decisions in Dutch neonatal intensive 
care units. Paris Legal Publishers, Paris,  2009, 57.

5. Ulsenheimer K. [Competence problems in deciding about treat-
ment or non-treatment of severely injured new-borns]. Hiersche 
H-D, Hirsch G, Graf-Baumann T (eds). Limitation of medical 
care duty to severely ill newborns, 1. Einbecker Workshop of the 
German Society for Medical Law, 27-29. June 1986, Springer 
-Verlag, Berlin-Heidelberg, 1987, 111.

6. Lindemann H, Verkerk M, Ending the life of newborn: the 
Groningen Protocol. Hastings Cent Rep. 2008; 38: 42-51.

7. Verhagen E, Sauer PJ, The Groningen protocol--euthanasia in 
severely ill newborns. N Engl J Med. 2005; 352: 959-962.

8. Vanden Eijnden S, Martinovici D. Neonatal euthanasia: A claim 
for an immoral law. Clin Ethics. 2013; 8: 75-84.

9. Garel M, Caeymaex L, Goffinet F, Cuttini M, Kaminski M. 
Ethically complex decisions in the neonatal intensive care unit: 
impact of the new French legislation on attitudes and practices 
of physicians and nurses. J Med Ethics. 2011; 37: 240-243.

10. Cuttini M, Casotto V, Kaminski M, de Beaufort I, Berbik I, 
Hansen G,  et al. Should euthanasia be legal? An international 
survey of neonatal intensive care units staff. Arch Dis Child 
Fetal Neonatal Ed. 2004; 89: F19-F24.

11. Pinter AB. End-of-life decision before and after birth: changing 
ethical considerations. J Pediatr Surg. 2008; 43: 430-436.

12. Voultsos P. The penal issue of euthanasia. A. Sakkoulas Editions, 
Athens-Komotini, 2006, 885-939, 967-984.

13. Vidalis T, Bio-law. Vol. I, The Person. A. Sakkoulas Editions, 
Athens-Thessaloniki, 2007, 125-127.

14. Psaroulis D, Voultsos P. Medical Law-Issues on Bioethics. 
University Studio Press, Thessaloniki, 2010, 403-405.  

15. Simeonidou-Kastanidou E. Crimes against life. A. Sakkoulas 
Editions, Athens-Thessaloniki, 2nd edition, 2001, 228-234.

16. Costeloe K. Euthanasia in neonates. BMJ. 2007; 334: 912-913.
17. Barry S. Quality of life and myelomeningocele: an ethical and 

evidence-based analysis of the Groningen Protocol.  Pediatr 
Neurosurg. 2010; 46: 409-414.

18. Keown J. Euthanasia, ethics and public policy: an argument 
against legalisation. Cambridge University Press, Cambridge, 
2002, 70-80.

19. Verhagen AA. The Groningen Protocol for newborn euthanasia; 
which way did the slippery slope tilt? J Med Ethics. 2013; 39: 
293-295.

20. Manninen BA. A case for justified non-voluntary active eutha-
nasia: exploring the ethics of the Groningen Protocol. J Med 
Ethics. 2006; 32: 643-651.

21. Schmitt R. [Eugenic indication before and after birth].  Klug-
Festschrift, II, Deubner Editions, Köln, 1983: 329-339.

22. Hanack EW. [Limits of medical treatment obligation in the most 
critically injured new-borns from a legal perspective]. Medizin 
Recht. 1985; 33-40.

23. Verhagen AA, Dorscheidt JH, Engels B, Hubben JH, Sauer PJ. 
End-of-life decisions in Dutch neonatal intensive care units. 
Arch Pediatr Adolesc Med. 2009; 163: 895-901.

24. Nuffield Council of Bioethics. Critical care decisions in fetal and 
neonatal medicine: ethical issues. Latimer Trend & Co., London, 
2006, 132, 142.

25. Larcher V. Ethical considerations in neonatal end-of-life care. 
Semin Fetal Neonatal Med. 2013; 18: 105-110.

26. Jotkowitz AB, Glick S. The Groningen Protocol: another per-
spective. J Med Ethics. 2006; 32: 157-158. 

27. Savulescu J. Abortion, infanticide and allowing babies to die, 40 
years on. J Med Ethics. 2013; 39: 257-259.

28. Dupont-Thibodeau A, Barrington KJ, Farlow B, Janvier A. End-
of-life decisions for extremely low-gestational-age infants: why 
simple rules for complicated decisions should be avoided. Semin 
Perinatol. 2014; 38: 31-37.

29. Powell TL, Parker L, Dedrick C, Barrera CM, Salvo DD, Erdman 
F, et al. Decisions and Dilemmas Related to Resuscitation of 
Infants Born on the Verge of Viability. Newborn Infant Nurs 
Rev. 2012; 12: 27-32.

30. Verloove-Vanhorick SP. Management of the neonate at the limits 
of viability: the Dutch viewpoint.  BJOG. 2006; 113 Suppl 3: 13-
16. 

31. Pignotti MS, Moratti S. The Italian Ministry of Health recom-
mends resuscitation for all preterm infants irrespective of gesta-
tional age and parental consent. Arch Dis Child Fetal Neonatal 
Ed. 2010; 95: F150-F151.

32. Fontana MS, Farrell C, Gauvin F, Lacroix J, Janvier A. Modes of 
death in pediatrics: differences in the ethical approach in neona-
tal and pediatric patients. J Pediatr. 2013; 162: 1107-1111.

33. Di Nucci E, Killing fetuses and killing newborns. J Med Ethics. 
2013; 39: e19-e20.

34. Giubilini A, Minerva F. After-birth abortion: why should the 
baby live? J Med Ethics. 2013; 39: 261-263.

35. Laing JA. Infanticide: a reply to Giubilini and Minerva. J Med 
Ethics. 2013; 39: 336-340.

36. Engelhardt HT. The context of health care; the endings and 
beginnings of persons. The foundations of bioethics. Oxford 
University Press, New York, 1986, 104-156, 202-252.

37. McMahan J. Infanticide and moral consistency. J Med Ethics. 
2013; 39: 273-280.

38. Ross LF, Frader JE. Newborns and other children: in defense of 
differential attitudes and treatment. J Pediatr. 2013; 162: 1096-
1099. 

39. Lomaksy LE. Persons, rights and the moral community. Oxford 



HIPPOKRATIA 2014, 18, 3 203

University Press, New York, 1987, 84-187.
40. Warren MA. Moral status: Obligations to persons and other liv-

ing things. Oxford University Press, New York, 1997, 77-89, 
131-242.

41. Kuhse H, Singer P. Should the baby live? The problem of handi-
capped infants. Oxford University Press, Oxford UK, 1985, 180-
191.

42. Kon AA. Neonatal euthanasia is unsupportable: the Groningen 
protocol should be abandoned. Theor Med Bioeth. 2007; 28: 
453-463.

43. Aronin PA, George TM. Commentary on ‘quality of life and 
myelomeningocele: an ethical and evidence-based analysis 
of the Groningen Protocol’ by Sean Barry, Pediatr Neurosurg 
2010;46:409-414. Pediatr Neurosurg. 2010; 46: 415-416.

44. Chervenak FA, McCullough LB, Arabin B. Why the Groningen 
Protocol should be rejected. Hastings Cent Rep. 2006; 36: 30-
33.

45. Cassell EJ. The nature of suffering and the goals of medicine. N 
Engl J Med. 1982; 306: 639-645.

46. de Rooy L, Aladangady N, Aidoo E. Palliative care for the new-
born in the United Kingdom. Early Hum Dev. 2012; 88: 73-77.

47. Kodish E. Paediatric ethics: a repudiation of the Groningen pro-
tocol. Lancet. 2008; 371: 892-893.

48. Laing IA. Conflict resolution in end-of-life decisions in the neo-
natal unit. Semin Fetal Neonatal Med.  2013; 18: 83-87. 

49. Carter BS, Jones PM. Evidence-based comfort care for neonates 
towards the end of life. Semin Fetal Neonatal Med. 2013; 18 (2): 
88-92. 

50. Thakkar D, Aladangady N. Appropriately grown baby with mul-
tiple congenital abnormalities: a case report. Medscape J Med. 
2008; 10: 210.

51. Sauer  PJ, Dorscheidt JH, Verhagen AA, Hubben JH; European 

Neonatal EoL Study group 2010. Medical practice and legal 
background of decisions for severely ill newborn infants: view-
points from seven European countries. Acta Paediatrica 2013; 
102: e57-e63. 

52. Laber J. The legal problems of early euthanasia. Medizin Recht. 
1990; 182-188.

53. Kaufmann A. For ethical and criminal judgement of the so-called 
early euthanasia. Juristen Zeitung. 1982; 481-487.

54. de Jong TH. Deliberate termination of life of newborns with 
spina bifida, a critical reappraisal. Childs Nerv Syst. 2008; 24: 
13-28; discussion 29-56.

55. Lecaldano E, Bioetica. Le ragioni morali. Laterza, Roma-Bari, 
2004, 163.

56. Chervenak FA, McCullough LB, Arabin B. The Groningen 
Protocol: is it necessary? Is it scientific? Is it ethical? J Perinat 
Med.  2009; 37: 199-205.

57. Dan B, Fonteyne C, de Cléty SC. Self-requested euthanasia for 
children in Belgium. Lancet 2014; 383: 671-672.

58. Resnik DB, Ethical virtues in scientific research. Account Res. 
2012; 19: 329-343.

59. Leone S. The features of a “Mediterranean” Bioethics. Med 
Health Care and Philos. 2012; 15: 431-436.

60. Demarco JP, Principlism and moral dilemmas: a new principle. J 
Med Ethics. 2005; 31: 101-105.

61. Pastor LM. [Of Bioethics and of Virtue in Personalist Bioethics: 
An integration possible?]. Cuadernos de Bioetica. 2013; 24: 49-
56.

62. Verhagen AA, Janvier A. The continuing importance of how ne-
onates die. JAMA Pediatr. 2013; 167: 987-988.

63. Boss RD, Kinsman HI, Donohue PK. Health-related quality of 
life for infants in the neonatal intensive care unit. J Perinatol. 
2012; 32: 901-906.


