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Introduction

Questions about euthanasia and life-sustaining treatment require precise definitions. The original
response consistently values life and the physician’s duty to relieve suffering, but it incorrectly treats
refusing, withholding, or withdrawing treatment as homicide and assumes that continued intervention
is always medically and ethically required. Modern clinical ethics distinguishes intentionally causing
death from respecting an informed refusal of treatment, allowing an underlying illness to take its
course, and providing comfort when burdens exceed likely benefit. Laws vary by jurisdiction, so this
discussion is ethical and educational rather than legal advice. It preserves the assignment’s four-
question structure while considering autonomy, capacity, professional duty, surrogate decisions,
medical effectiveness, palliative care, and conscientious disagreement (Beauchamp & Childress,
2019).

Question One: What Is the Physician’s Role?

A physician’s role is not limited to prolonging biological life at every cost. It includes diagnosing
illness, preventing avoidable harm, curing when possible, relieving suffering, communicating
uncertainty, respecting informed choices, protecting confidentiality, and accompanying patients when
cure is no longer achievable. Beneficence supports treatment that advances the patient’s welfare,
while nonmaleficence cautions against interventions whose burdens exceed likely benefit. Respect for
autonomy recognizes that a competent adult directs what may be done to their body. Justice requires
fair access and protection against discrimination. These duties can conflict, which is why end-of-life
care depends on deliberation rather than one absolute slogan. Hope may shift from cure toward
comfort, time with family, or a death consistent with the patient’s values.

Voluntary Euthanasia Defined

The World Medical Association defines euthanasia as a physician deliberately administering a lethal
substance or intervention to cause the death of a patient with decision-making capacity at that
patient’s voluntary request. Physician-assisted suicide or assisted dying usually refers to a clinician
providing medication that the eligible patient takes to end life. Terminology and legal status differ
among countries and subnational jurisdictions. The World Medical Association opposes euthanasia and
physician-assisted suicide, while some professional bodies and legal systems take different positions
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or remain neutral. Ethical analysis should not blur these practices with stopping unwanted ventilation,
declining resuscitation, or using proportionate medication for symptoms. Intention, action, causation,
consent, and legal framework all matter (World Medical Association, 2019).

My Evaluation of Voluntary Euthanasia

A physician may oppose voluntary euthanasia because intentionally causing death appears
incompatible with the healing role, risks normalizing suicide, and may endanger patients affected by
disability discrimination, inadequate care, depression, coercion, or poverty. These are serious
concerns. Supporters emphasize autonomy, unbearable suffering, and tightly requlated choice when a
competent person faces an incurable condition. My own position can remain opposed while
acknowledging that the opposing argument is not simply disregard for life. Ethical disagreement turns
on whether respect for autonomy can authorize lethal assistance and whether safeguards can protect
vulnerable people adequately. Regardless of jurisdiction, no patient requesting death should be
abandoned; the request requires careful assessment of symptoms, capacity, coercion, mental health,
social support, and palliative options.

Conscientious Objection

Clinicians may have moral or religious objections to participating in euthanasia or assisted dying
where it is legal. The World Medical Association states that physicians should not be forced to
participate or refer, although local law and professional standards may impose different duties
concerning information, transfer, or continuity. Conscientious refusal should be communicated early
and respectfully, not at a moment when a dying patient has no alternative. It should not become
judgment, punishment, or abandonment. Institutions need policies that protect both professional
integrity and patient access within the law. A clinician who objects still owes symptom relief,
emergency care, honest communication, and appropriate continuation or transfer of ordinary
treatment. Moral disagreement does not cancel the therapeutic relationship.

Question Two: Withdrawing Life-Sustaining
Treatment

Withdrawing treatment means stopping an intervention that has already begun, such as mechanical
ventilation, dialysis, vasopressors, artificial nutrition in some circumstances, or another life-prolonging
technology. The American Medical Association states that a patient with decision-making capacity
may ask for any medical intervention to be stopped even when death is expected, and a properly
authorized surrogate may decide for a patient who lacks capacity. The ethical cause of death is the
underlying disease, not a new lethal act, when treatment is removed because it is unwanted or no
longer appropriate. Withdrawal must include planning for symptoms, family communication, nursing
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support, and medication to prevent distress. It is not abandonment or deliberate neglect (American
Medical Association, Opinion 5.3).

Capacity and Informed Refusal

Decision-making capacity is specific to the choice and time. A patient should be able to understand
relevant information, appreciate how it applies personally, reason among options, and communicate a
decision. Capacity can be impaired by delirium, severe depression, intoxication, medication,
neurological disease, or misunderstanding, but disagreement with a clinician does not prove
incapacity. Informed refusal requires explanation of the diagnosis, likely outcomes, alternatives,
burdens, and the possibility of changing the decision. Communication support, interpreters, and time
can improve capacity. When doubt remains, consultation may be appropriate. Respecting refusal is
not equivalent to endorsing death; it recognizes that treatment requires consent and that bodily
integrity continues during serious illness.

Advance Directives and Surrogates

When a patient lacks capacity, an advance directive or durable healthcare power of attorney may
identify preferences and a decision maker. Surrogates should use substituted judgment by asking
what the patient would choose, based on prior statements and values. When those wishes are
unknown, they use the patient’s best interests, considering benefit, burden, pain, function, and
dignity without assuming that disability makes life less valuable. Family members do not gain
unlimited authority through relationship or financial interest. Clinicians should assess conflicts,
explain options, and involve ethics consultation or legal processes when necessary. The original fear
of “greedy” relatives identifies a genuine risk, but safeguards and evidence should replace the
assumption that every withdrawal decision is exploitation.

Medically Ineffective or Nonbeneficial Treatment

Patients may request interventions that clinicians believe cannot achieve the intended physiological
goal or offer reasonable benefit. A physician is not ethically required to provide treatment that is
medically ineffective, but the judgment should not be made casually or through cost prejudice.
Disagreement may arise because physician and family define benefit differently. A time-limited trial
can clarify whether an intervention improves the agreed outcome. Institutions should use transparent
review, second opinions, and transfer options where possible. Continuing invasive treatment
indefinitely can cause pain, complications, and loss of meaningful interaction without changing
prognosis. The duty to care persists even when a particular technology is stopped. Comfort treatment,
communication, and presence remain active medical work (American Medical Association, Opinion
5.5).
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Question Three: Withholding Treatment

Withholding treatment means deciding not to start an intervention. Examples include a do-not-
attempt-resuscitation order, declining intubation, or choosing not to begin dialysis when burdens
outweigh expected benefit. The American Medical Association finds no ethical difference between
withholding and withdrawing treatment when the reasons and decision-making standards are the
same. Starting a trial does not create a permanent obligation to continue it, and fear of later
withdrawal should not prevent potentially useful treatment. Emotionally, stopping a visible machine
can feel different from not starting it, so families need preparation and explanation. Ethically, both
decisions concern whether an intervention is wanted and beneficial. Neither is automatically
euthanasia.

Do-Not-Resuscitate Decisions

A do-not-attempt-resuscitation order applies to cardiopulmonary arrest and does not mean “do not
treat.” A patient with such an order may still receive antibiotics, oxygen, surgery, transfusion, dialysis,
nutrition, or intensive symptom management according to goals. Cardiopulmonary resuscitation has
limited success in advanced illness and can cause fractures, internal injury, prolonged intensive care,
or neurological harm. Clinicians should present realistic outcomes rather than ask families whether
they want “everything” without explanation. The decision should be documented and revisited when
condition or goals change. In an emergency without known preferences, resuscitation may be
attempted, but advance planning reduces the likelihood that crisis becomes the first moment in which
values are discussed.

Question Four: Is There an Ethical Difference?

There is an ethical difference between euthanasia and forgoing life-sustaining treatment. In
euthanasia, the clinician intentionally performs an act designed to cause death. In withholding or
withdrawing unwanted or nonbeneficial treatment, the clinician stops imposing a medical intervention
and allows the underlying condition to determine the course, while continuing comfort care. Intention
alone is not always easy to interpret, but it remains important alongside causal mechanism and
consent. There is no ethical difference between withholding and withdrawing the same intervention
under equivalent conditions, although people may experience them differently. Calling all three
practices “passive euthanasia” creates confusion and can make patients fear that accepting comfort-
focused care is equivalent to requesting death.
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Palliative Sedation

Palliative sedation reduces consciousness to relieve severe symptoms that remain refractory despite
appropriate treatment, usually in a patient near the end of life. Its purpose is symptom relief, not
death, and medication should be proportionate to the distress. It differs from euthanasia in intention,
dose, process, and expected mechanism. Decisions require informed consent where possible, expert
assessment, documentation, and continued care for family and basic comfort. Opioids used
appropriately for pain or breathlessness should not be withheld because of an exaggerated fear that
they automatically hasten death. At the same time, sedation should not conceal inadequate symptom
assessment or be used for staff convenience. Specialist palliative consultation can help with difficult
cases (American Medical Association, Opinion 5.6).

Nutrition, Hydration, and Basic Care

Food and water carry powerful emotional and cultural meaning, but medically delivered nutrition and
hydration can be clinical interventions with benefits and burdens. Tube feeding may support recovery
or long-term nutrition in some conditions, while in advanced dying it can cause aspiration, fluid
overload, discomfort, or restraints without restoring function. Ordinary assistance with eating, mouth
care, warmth, hygiene, and human presence remains essential. Decisions should be individualized
rather than described as starving a patient or as universally obligatory. Families need explanation
that decreased appetite and thirst can be part of the dying process. Care continues through mouth
moistening, symptom relief, and respectful attention even when artificial delivery is not started or is
discontinued.

Justice and Vulnerability

End-of-life choices occur within unequal systems. People may request withdrawal because treatment
is burdensome, but they may also feel pressured by cost, lack of home support, disability stigma, or
fear of being a burden. Clinicians should ask whether better palliative care, communication,
equipment, income support, or caregiver relief would change the decision. Safeguarding autonomy
requires more than obtaining a signature; it requires reducing coercive circumstances. Conversely,
disability should not be used to deny a competent person the same right to refuse treatment that
others possess. Justice protects people from both unwanted intervention and discriminatory
undertreatment. Ethical review should examine whose preferences are believed and whose suffering
receives resources.
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Conclusion

The physician’s role combines preservation of life with relief of suffering, respect for autonomy,
honest communication, and protection of vulnerable patients. A person may oppose voluntary
euthanasia while recognizing that withholding or withdrawing unwanted treatment is ethically
different from deliberately causing death. Competent patients can refuse interventions, and
surrogates may decide according to known wishes or best interests when capacity is absent.
Withholding and withdrawing are ethically equivalent when based on the same reasons, although
withdrawal can feel more difficult. Palliative sedation and comfort medication aim to relieve refractory
suffering, not to kill. Good end-of-life care neither abandons patients nor requires every available
technology. It aligns treatment with informed goals while maintaining dignity and compassionate
presence (National Consensus Project for Quality Palliative Care, 2018).
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