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Introduction
The conflict between a right to life and a claimed right to die brings together medicine, law, ethics,
religion, disability rights, family relationships, and the experience of suffering. The debate becomes
confused when several distinct practices are grouped under the single term “euthanasia.” A capable
patient’s refusal of treatment, the withdrawal of a ventilator, palliative sedation, physician-assisted
dying, and euthanasia differ in intention, clinical action, and legal status. Contemporary medical
ethics does not generally classify withholding or withdrawing unwanted life-sustaining treatment as
“passive euthanasia.” A patient with decision-making capacity may decline an intervention even when
that decision is expected to lead to death, and professional care continues through symptom control,
nursing, communication, and palliation. Assisted dying raises a separate question because a clinician
intentionally participates in bringing about death under a jurisdiction’s legal framework. Clear
terminology is therefore the first ethical requirement. Without it, respect for treatment refusal can be
confused with intentional killing, while direct assistance in dying can be described as though it were
simply another form of stopping burdensome treatment.

Autonomy and the Refusal of Treatment
Respect for autonomy means that a patient with decision-making capacity has authority over what is
done to the body. Informed consent requires understandable information about diagnosis, expected
benefits, burdens, alternatives, and the likely consequences of refusal. The American Medical
Association states that there is no ethical difference between withholding an intervention and
withdrawing it after treatment has begun when the patient no longer wants it or when it no longer
serves agreed goals. This principle can apply to ventilation, dialysis, artificial nutrition, resuscitation,
chemotherapy, or other life-sustaining interventions. Refusal does not necessarily mean that the
patient wants to die. A person may value life while deciding that a particular treatment causes
excessive suffering, prevents meaningful interaction, or offers too little benefit. When an intervention
is withdrawn, clinicians do not abandon the patient; appropriate palliative and supportive care should
continue. A do-not-attempt-resuscitation order likewise concerns cardiopulmonary resuscitation and
should not be interpreted as a blanket instruction to stop antibiotics, oxygen, pain management, or
other treatments unless those decisions have been made separately.
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Assisted Dying, Euthanasia, and Palliative Sedation
Assisted dying and euthanasia involve different legal and ethical questions because the clinician’s role
includes intentional participation in ending life. Terminology varies across jurisdictions. In some
systems, an eligible patient self-administers medication prescribed for that purpose; in others, a
clinician may administer the medication under specified safeguards. Many jurisdictions prohibit both
practices. Canada’s medical assistance in dying framework, for example, permits MAID under federal
criteria and procedural safeguards, while eligibility where mental illness is the sole underlying
condition remains excluded until March 17, 2027. That Canadian rule should not be presented as a
universal model. Palliative sedation is distinct again. It may be used near the end of life when severe
symptoms cannot be adequately relieved through ordinary measures, with the clinical intention of
reducing otherwise refractory suffering rather than causing death. The ethical distinction depends on
purpose, proportionality, consent, and clinical context. Accurate analysis therefore requires asking
what action is performed, what outcome is intended, who initiates the decision, what legal authority
applies, and which safeguards or professional standards govern the practice.

Arguments Supporting and Opposing Assisted
Dying
Supporters of lawful assisted dying emphasize autonomy, relief of suffering, and the view that
competent adults should have substantial authority over the conditions under which they endure
irreversible decline. They may argue that regulated assistance offers a more transparent alternative
to secret or dangerous attempts and that simply having the option can provide reassurance even
when a patient never uses it. Opponents emphasize the professional duty not to intentionally cause
death, uncertainty in prognosis, possible errors in capacity assessment, and concern that depression,
social isolation, family pressure, disability discrimination, or inadequate care can influence requests.
The phrase “slippery slope” is often too vague to carry the argument by itself, but specific concerns
about coercion, unequal access, expanding eligibility, or biased judgments about quality of life
deserve empirical examination. Safeguards such as independent assessment, documented
voluntariness, review of alternatives, reporting, and oversight can reduce some risks without
eliminating every possibility of error. The policy dispute therefore concerns how autonomy and
protection should be balanced under conditions where both excessive paternalism and insufficient
protection can cause harm.

Capacity, Surrogates, and Advance Care Planning
Decision-making capacity is specific to the decision and the time at which it is made. A diagnosis of
mental illness, disability, advanced age, or disagreement with clinicians does not by itself establish
incapacity. A patient should be able to understand relevant information, appreciate its significance,
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reason about the available options, and communicate a choice. When capacity is absent, a legally
authorized surrogate generally uses the patient’s known values and prior preferences or, when those
are unknown, an appropriate best-interest standard under applicable law. Advance directives can
identify a surrogate and record preferences about resuscitation, ventilation, artificial nutrition,
hospitalization, or other interventions. They are most useful when accompanied by earlier
conversations rather than left as isolated documents completed during crisis. Ethical consultation can
assist when family members and clinicians disagree about the patient’s wishes or when the meaning
of prior instructions is uncertain. Advance planning does not remove uncertainty, but it reduces the
likelihood that a family must reconstruct deeply personal values for the first time while facing an
emergency.

Justice, Disability, Palliative Care, and Social
Conditions
End-of-life autonomy is incomplete if a person’s realistic alternatives are shaped by untreated pain,
poverty, inaccessible housing, inadequate disability support, caregiver exhaustion, or unavailable
palliative care. A person who needs assistance with daily life should not be assumed to have a poor
quality of life, and dependency should not be treated as evidence that death is preferable. Disability-
rights concerns therefore deserve a central place in policy design because social prejudice can
influence how clinicians, families, and institutions interpret suffering. At the same time, protecting
vulnerable groups should not erase the agency of capable disabled or older adults who hold stable
preferences. Ethical protection should target coercion, neglect, and deprivation while preserving
individual participation in decisions. Strong palliative care, mental-health support, caregiver respite,
accessible communication, and practical social assistance are essential regardless of whether
assisted dying is lawful. Prognosis also remains uncertain, which is why time-limited treatment trials
can sometimes be useful: clinicians and patients can agree in advance on which outcomes would
justify continuing an intervention and which would indicate that its burdens outweigh its expected
benefits.

Conclusion
The right-to-life and right-to-die debate becomes more coherent when distinct end-of-life practices are
analyzed separately. A capable patient’s refusal or withdrawal of unwanted treatment is ethically
different from euthanasia or medical assistance in dying, and palliative sedation has another clinical
purpose again. Respect for autonomy requires informed consent, decision-specific capacity
assessment, and attention to the patient’s goals, while protection of vulnerable people requires
safeguards against coercion, discrimination, neglect, and inadequate alternatives. Where assisted
dying is legal, eligibility and procedures depend on jurisdiction and should not be generalized from
one country to another. Where it is prohibited, patients still retain important rights concerning
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unwanted treatment and comfort-focused care. The central ethical responsibility is therefore neither
to prolong biological life at any cost nor to describe death as a simple solution to suffering. It is to
respect persons through accurate information, appropriate care, meaningful choices, support for
families, and serious attention to the social conditions that shape those choices. Precision in language
protects that process because it prevents fundamentally different decisions from being debated as
though they were one act.
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