LEGAL BOUNDARIES BETWEEN PALLIATIVE CARE AND EUTHANASIA IN INDONESIA: REASSESSING END-OF-LIFE DECISIONS UNDER LAW NO. 17 OF 2023 ON HEALTH AND ARTICLE 461 OF THE NEW CRIMINAL CODE



ABSTRACT
[bookmark: _GoBack]This article examines the legal boundaries between palliative care, treatment limitation, and euthanasia in Indonesia after the enactment of Law No. 17 of 2023 on Health and Minister of Health Decree No. HK.01.07/Menkes/2180/2023 on Palliative Care Services. Using normative legal research, the study combines statutory, conceptual, and comparative approaches. It argues that Indonesian law does not decriminalize active euthanasia. Article 461 of Law No. 1 of 2023 concerning the Criminal Code continues to criminalize intentionally taking another person’s life at that person’s serious request. At the same time, Indonesian health law recognizes palliative care and permits clinically appropriate end-of-life decisions, including withholding or withdrawing medically futile treatment, where the purpose is to avoid disproportionate intervention and relieve suffering rather than to cause death. The absence of detailed procedural safeguards creates uncertainty for patients, families, hospitals, and healthcare professionals. The article distinguishes euthanasia from treatment refusal, limitation of futile treatment, and palliative sedation by examining intention, causation, medical indication, proportionality, and procedural accountability. Comparative lessons from the Netherlands, Belgium, and Victoria, Australia are used not to recommend automatic legalization of euthanasia, but to identify safeguards that can improve Indonesian end-of-life governance. The article proposes a rights-based framework consisting of capacity assessment, written informed consent, independent medical review, multidisciplinary consultation, ethics oversight, documentation, dispute resolution, and good-faith legal protection for professionals. This framework preserves the criminal-law prohibition on intentional life-ending acts while strengthening dignity, autonomy, and legal certainty in terminal care.
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INTRODUCTION
End-of-life care is one of the most demanding fields of legal and ethical decision-making. It concerns patients whose illness threatens life, families who must participate in difficult conversations, and clinicians who must decide whether further intervention is beneficial. Modern medicine can sustain biological life for extended periods, but the availability of technology does not mean that every intervention is clinically indicated or ethically required. Decisions about ventilation, resuscitation, artificial nutrition, hydration, dialysis, intensive care, and symptom control therefore require a legal framework that is sensitive to both the sanctity of life and the dignity of the person.
Indonesia has strengthened its health-law framework through Law No. 17 of 2023 on Health and the Minister of Health Decree on Palliative Care Services. These instruments recognize that care for patients with life-threatening illness must address physical, psychological, social, and spiritual suffering. They also acknowledge that treatment which is no longer beneficial need not be continued merely because it can technically be delivered. Yet the same legal system criminalizes intentional killing at the serious request of the person killed through Article 461 of the New Criminal Code. The coexistence of these rules creates a practical question: how can clinicians lawfully limit treatment without being accused of causing death?
The central claim of this article is deliberately narrow. Indonesia has not decriminalized euthanasia. The appropriate legal reform is not an automatic authorization of life-ending acts, but a clear and accountable framework for end-of-life decision-making. The framework must distinguish intention to kill from acceptance of natural death, and it must protect patients against abandonment while protecting clinicians who act according to professional standards.
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RESEARCH METHOD
This research is normative legal research. The statutory approach examines the 1945 Constitution, Law No. 17 of 2023 on Health, Law No. 1 of 2023 concerning the Criminal Code, and Minister of Health Decree No. HK.01.07/Menkes/2180/2023. The conceptual approach addresses euthanasia, palliative care, informed consent, autonomy, beneficence, non-maleficence, medical futility, proportionality, and palliative sedation. The comparative approach considers selected safeguards in the Netherlands, Belgium, and Victoria, Australia.
Primary legal materials are read systematically alongside secondary materials from bioethics, palliative medicine, criminal law, and comparative health law. The analysis uses grammatical, systematic, and teleological interpretation. Comparative materials are not treated as rules that can simply be transplanted; they are used to identify procedural lessons compatible with Indonesian constitutional commitments, professional responsibility, and the continuing criminal prohibition on intentional life-ending conduct.
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THE LEGAL FRAMEWORK OF END-OF-LIFE CARE IN INDONESIA
The Indonesian Constitution protects life, personal security, dignity, and the right to health. These guarantees do not create a simple hierarchy in which one value eliminates all others. Protection of life requires the state to prevent unlawful killing and neglect, while respect for dignity requires that patients not be reduced to objects of treatment. A legally sound approach must therefore reject both intentional killing and futile intervention that merely prolongs suffering without reasonable clinical benefit.
Law No. 17 of 2023 provides the contemporary health-law context for patient rights, professional responsibility, and quality care. Informed consent is important because medical intervention ordinarily requires information, understanding, voluntariness, and decision-making capacity. However, consent is not a blanket waiver of criminal law. It supports a patient’s right to accept or refuse treatment, but it cannot transform an intentional act of killing into lawful care.
The Palliative Care Decree is particularly significant because it directs attention to quality of life and recognizes that clinicians are not required to provide treatment that is medically non-beneficial and merely prolongs dying. This is best understood as a rule against futile treatment, not as a rule authorizing euthanasia. The legal justification for withholding or withdrawal depends on a genuine clinical judgment, proportionality, careful communication, and documented decision-making.
Article 461 of the New Criminal Code establishes the outer boundary. It criminalizes taking another person’s life at that person’s serious request. The provision focuses on intentional deprivation of life. Accordingly, an act whose direct purpose is death remains prohibited even when motivated by compassion. The difficult cases are those in which death is foreseeable after a lawful decision to discontinue treatment. In those cases, the law should examine the purpose of the decision, the medical indication, the alternatives considered, and the procedure followed.
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CONCEPTUAL AND LEGAL DISTINCTIONS IN END-OF-LIFE DECISIONS
Terminology matters because imprecise labels can create fear, stigma, and legal error. Active euthanasia is generally understood as a clinician’s intentional administration of a lethal intervention to cause death at the patient’s request. Physician-assisted suicide differs because the final act is performed by the patient, although a clinician provides means or information. Neither category has a legal basis in Indonesia.
Treatment refusal is different. A competent patient may reject an intervention, including one that could prolong life. The clinician’s obligation is to ensure that the decision is informed and voluntary, to offer alternatives, and to continue appropriate comfort care. Withholding and withdrawal of treatment are likewise distinct from euthanasia when the treatment is medically futile or disproportionate and the objective is to avoid burdensome intervention rather than to cause death.
Palliative sedation presents another difficult boundary. It involves proportionate reduction of consciousness to relieve refractory symptoms in a patient approaching death. Its ethical and legal defensibility depends on the clinical objective, proportional dose, monitoring, and absence of an intention to hasten death. The doctrine often described as double effect is useful only as a disciplined inquiry: a harmful foreseeable consequence cannot be used to conceal an impermissible objective. The decision must remain clinically justified and transparently documented.
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LEGAL UNCERTAINTY IN INDONESIAN CLINICAL PRACTICE
Indonesian clinicians may face uncertainty when patients lose capacity, when families disagree, or when continued treatment appears burdensome but relatives insist on “doing everything.” Uncertainty also arises when a patient refuses treatment but the family fears that refusal will be interpreted as abandonment. These situations cannot be solved by a signature alone. They require a process that tests capacity, confirms diagnosis and prognosis, considers alternatives, and records reasons.
A further risk is economic pressure. Decisions about limiting treatment must never become a substitute for equitable access to care. Poverty, lack of insurance, inadequate hospital resources, or caregiver exhaustion can distort choice. A lawful framework must therefore ensure that palliative care, pain relief, psychosocial support, and spiritual care are genuinely offered before a decision is treated as voluntary.
Hospitals also need institutional guidance. Without standardized procedures, clinicians may practice defensively by continuing non-beneficial treatment, while families may receive inconsistent information. Conversely, vague rules could permit premature withdrawal without adequate review. Legal certainty requires safeguards that are practical, not merely aspirational.
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COMPARATIVE LEGAL LESSONS
The Netherlands and Belgium regulate euthanasia under strict statutory conditions, including voluntary requests, unbearable suffering, consultation, and reporting or review mechanisms. Victoria, Australia regulates voluntary assisted dying through staged eligibility assessments, trained practitioners, and oversight. These jurisdictions differ in scope and moral premises, and their substantive legalization models should not be assumed suitable for Indonesia.
Their most relevant lesson is procedural. High-stakes end-of-life decisions require independent assessment, written records, consultation, and review. These safeguards are useful even where euthanasia remains prohibited. Indonesia can adopt procedural protections for treatment limitation and palliative care without adopting the substantive permission to intentionally end life. Comparative law therefore supports a model of accountability rather than a model of automatic legal transplantation.
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A PROPOSED INDONESIAN END-OF-LIFE DECISION-MAKING FRAMEWORK
Indonesia should establish a national regulation, supported by hospital standard operating procedures, for end-of-life decision-making. First, the treating team should determine whether the patient has decision-making capacity and whether the clinical condition is terminal, irreversible, or marked by treatment futility. Second, the patient should receive comprehensible information about diagnosis, prognosis, options, burdens, benefits, and available palliative support.
Third, decisions to withdraw life-sustaining treatment should ordinarily receive an independent medical opinion. Fourth, a multidisciplinary consultation should involve relevant specialists, nursing staff, and palliative-care professionals. Fifth, contested cases should be referred to a hospital ethics committee. Sixth, the entire process should be documented, including the patient’s wishes, family communication, clinical reasons, and alternatives considered.
The framework should distinguish a patient’s refusal of treatment from a request to cause death. It should require continuing comfort care after treatment limitation. It should also establish a rapid dispute-resolution pathway for conflicts between clinicians and family members. Finally, good-faith legal protection should be available to professionals who follow the prescribed process and professional standards. This is not immunity; it is accountability-based protection.
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CONCLUSION
Indonesian law has not decriminalized euthanasia. Article 461 of Law No. 1 of 2023 continues to prohibit intentional taking of life at a patient’s serious request. At the same time, Law No. 17 of 2023 and the Palliative Care Decree recognize care directed at relieving suffering and avoiding medically non-beneficial treatment. The legal task is to draw a reliable boundary between prohibited life-ending acts and lawful decisions to refuse, withhold, or withdraw disproportionate treatment.
A comprehensive end-of-life decision-making framework is needed. It should rest on capacity assessment, valid informed consent, independent review, multidisciplinary consultation, ethics oversight, documentation, dispute resolution, continuing palliative care, and good-faith professional protection. Such reform would improve legal certainty without collapsing palliative care into euthanasia or abandoning the criminal-law protection of life.
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TABLE 1. LEGAL AND CLINICAL DISTINCTIONS BETWEEN END-OF-LIFE PRACTICES
	Practice
	Primary intention
	Actor
	Indicative legal position

	Active euthanasia
	Cause death
	Clinician
	Prohibited under Article 461

	Assisted suicide
	Enable self-caused death
	Patient with assistance
	No legal basis

	Treatment refusal
	Decline intervention
	Competent patient
	Potentially lawful

	Futile-treatment limitation
	Avoid disproportionate care
	Clinical team
	Potentially lawful with safeguards

	Palliative sedation
	Relieve refractory symptoms
	Clinical team
	Potentially lawful if proportionate


TABLE 2. COMPARATIVE SAFEGUARDS AND THEIR RELEVANCE FOR INDONESIA
	Safeguard
	Comparative lesson
	Indonesian relevance

	Independent consultation
	Second opinions reduce unilateral decisions
	Required for withdrawal of life support

	Written records
	Review depends on traceable reasons
	Mandatory standardized forms

	Oversight
	External or institutional review promotes accountability
	Hospital ethics committee review

	Capacity assessment
	Voluntariness must be tested
	Clinical and psychiatric assessment where needed

	Reporting
	Transparency supports public trust
	Internal reporting and audit
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