
Editorial

End-of-Life Care: Beyond Survival, Towards Dignity

Introduction

Modern medicine has transformed the boundaries of human 

survival. Advances in intensive care, mechanical 

ventilation, renal replacement therapy, vasopressor 

support, artificial nutrition, cardiac devices, antimicrobials, 

and organ support technologies have allowed clinicians to 

sustain life in situations that were once considered 

irreversible. These developments are among the greatest 

achievements of medical science. They have saved 

countless lives, restored health, and extended meaningful 

survival for many patients. Yet, these same advances have 

also created new ethical and clinical dilemmas. Medicine 

can now maintain biological function even when the 

possibility of meaningful recovery has disappeared. A heart 

may continue to beat, lungs may be ventilated, blood 

pressure may be supported, and nutrition may be delivered 

artificially, but the patient may no longer have awareness, 

interaction, comfort, or any realistic chance of recovery.

This reality compels medicine to ask a difficult but 

necessary question: when does sustaining life cease to be 

healing and begin to prolong dying? This question is not 

merely theoretical. It is faced daily in emergency 

departments, intensive care units, oncology wards, 

neurology units, and homes where families struggle to 

decide what is right for their loved ones. End-of-life care 

begins at this intersection. It asks clinicians, families, 

institutions, and society to recognize that the purpose of 

medicine is not merely to extend life at all costs. The 

purpose of medicine is also to relieve suffering, respect 

human values, and preserve dignity when cure is no longer 

possible [1-3].

The Meaning of Dignity at the End of Life

Dignity is often discussed as a philosophical or moral ideal, 

but in end-of-life care it is also a clinical responsibility. A 

dignified death does not mean abandoning treatment. It 

means ensuring that the patient is not reduced to a collection 

of failing organs, laboratory values, ventilator settings, and 

drug infusions. Dignity requires that the patient remains at 

the centre of care. Their comfort, values, beliefs, previously 

expressed wishes, and emotional needs must guide 

decision-making. The clinical team must ask not only “Can 

we continue treatment?” but also “Should we continue this 

treatment?” and “Is this treatment still serving the patient?”

Preserving dignity also means protecting the patient from 

unnecessary pain, invasive procedures, isolation, and loss 

of privacy [2,4,5]. It requires the treating team to recognize 

the patient as a person with a life story, relationships, fears, 

hopes, and values. Even when consciousness is lost, the 

patient's dignity must remain fully respected.

When recovery becomes impossible, the goal of care must 

shift deliberately and responsibly. The focus moves from 

prolonging life to preserving dignity, from intervention to 

intention, from survival alone to comfort and meaning, 

from aggressive treatment to compassionate care, and from 

doing everything possible to doing everything appropriate. 

This transition is not a failure of medicine. It is a sign of 

mature, ethical, and patient-centred medical practice. It 

reflects the understanding that medical success cannot be 

measured only by survival statistics, but also by the quality 

of care delivered in the final phase of life. Such a shift 

requires courage from clinicians and trust from families. It 

may be emotionally difficult because it involves accepting 

the limits of treatment. However, when done with honesty 

and compassion, it allows the patient's remaining time to be 

protected from avoidable suffering.

Life-Sustaining Treatments are not a Moral Obligation

Life-sustaining treatments include mechanical ventilation, 

vasopressor support,  dialysis,  cardiopulmonary 

resuscitation, invasive monitoring, antibiotics, blood 

products, clinically assisted nutrition, and hydration. These 

interventions can be lifesaving when used in reversible 

illness. However, they are still medical treatments. Like all 

treatments, they must be evaluated in relation to benefit, 

burden, prognosis, and alignment with the patient's goals.

No treatment is automatically obligatory simply because it 

is available. The mere ability to continue an intervention 

does not make its continuation ethically necessary [6,7]. 

Modern medicine must therefore distinguish between 

treatments that restore meaningful life and treatments that 

merely delay death. This distinction is especially important 

in intensive care settings, where machines and drugs may 

create the appearance of stability while the underlying 

disease remains irreversible. Families may interpret 

continued treatment as continued hope. It is the 

responsibility of clinicians to explain when treatment is no 

longer changing the outcome.

A treatment is appropriate when its expected benefit 

outweighs its burden. However, when treatment no longer 

offers meaningful recovery, symptom relief,  or 

improvement in quality of life, it  may become 

disproportionate [8-10]. Continuing such treatment can 

increase suffering rather than reduce it. For example, 
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mechanical ventilation may be appropriate in a patient with 

reversible respiratory failure. But in a patient with 

irreversible neurological injury, progressive multi-organ 

failure, or terminal illness with no possibility of recovery, 

ventilation may only prolong the dying process. Similarly, 

vasopressors, dialysis, and artificial feeding may be 

beneficial in selected situations, but they may become 

medically inappropriate when they only sustain organ 

function without improving the patient's overall condition 

or comfort. Proportionality requires a balanced view of 

what the treatment is achieving and what it is costing the 

patient physically, emotionally, and spiritually.

The burden of treatment may include pain, repeated 

procedures, loss of communication, prolonged ICU stay, 

distress to families, and loss of a peaceful dying process 

[11]. Therefore, benefit must not be assessed in purely 

physiological terms. It must be assessed in terms of the 

patient's overall welfare. Clinically assisted nutrition and 

hydration are often emotionally perceived as basic care [12-

15]. Families may feel that stopping artificial feeding is 

equivalent to starving the patient. However, in medical and 

ethical terms, artificial nutrition and hydration are medical 

interventions. They require tubes, devices, monitoring, and 

clinical judgment.

When they no longer serve the patient's interests, or when 

they contribute to discomfort, complications, aspiration, 

fluid overload, or prolongation of dying, they may be 

ethically withheld or withdrawn. This is particularly 

relevant in irreversible conditions such as persistent 

vegetative state, advanced dementia, terminal illness, or 

severe irreversible brain injury. It is important to explain 

this distinction gently to families. Food and water have deep 

emotional and cultural meaning, and decisions about 

artificial nutrition can be painful. Clinicians must reassure 

families that comfort measures, mouth care, symptom 

relief, and compassionate presence will continue even if 

medically assisted feeding is not pursued.

Futility in End-of-Life Care

Futility refers to treatment that is unlikely to achieve its 

intended physiological or meaningful clinical goal [16-19]. 

It does not mean that the patient's life is futile. It means that 

a particular medical intervention is no longer useful for 

achieving recovery, comfort, or meaningful survival. This 

distinction is extremely important. The dignity of the 

patient must never be questioned. What may be questioned 

is the usefulness of continued intervention. The term futility 

should therefore be used carefully and respectfully. 

Families may misunderstand it as a judgment on the value 

of their loved one's life. Clinicians should instead explain 

that the disease has reached a stage where further 

intervention cannot reverse the condition or restore 

meaningful recovery.

The decision that treatment is futile must be based on 

careful medical assessment. It should not arise from 

emotional exhaustion, moral distress, bed shortages, 

financial constraints, or institutional pressure [9,10, 19-23]. 

Clinical futility must be judged through reversibility of the 

underlying illness, prognosis, response to ongoing 

treatment, expected quality of life, patient's known values 

and preferences, consensus among treating clinicians, and 

multidisciplinary discussion when needed. Such decisions 

should be transparent, documented, and communicated 

compassionately to the family. The process should allow 

time for questions, second opinions when appropriate, and 

repeated discussions if the family is struggling to 

understand the situation. Objective judgment also protects 

clinicians from making decisions based on impulse or 

fatigue. End-of-life decisions are too serious to be made 

casually. They require clinical clarity, ethical reflection, and 

institutional support.

The concept of futility must be used with great caution. It 

should not become a convenient label for difficult cases. It 

should not be used to deny care to patients who are elderly, 

disabled, economically disadvantaged, or socially 

vulnerable. Futility must remain anchored in medical 

reasoning, ethical reflection, and respect for the patient. The 

patient's age, disability, social status, or economic 

background must never become the basis for limiting care. 

Every patient deserves individualized assessment. A 

treatment that is inappropriate for one patient may be 

appropriate for another depending on prognosis, 

reversibility, and the patient's own goals. Ethical decision-

making must therefore remain patient-specific and free 

from prejudice.

Withholding and Withdrawing Treatment

Withholding treatment means deciding not to start a 

medical intervention because it is unlikely to benefit the 

patient [9, 10, 24, 25]. Withdrawing treatment means 

stopping an intervention that has already been started 

because it is no longer beneficial [24-27]. Emotionally, 

withdrawing treatment often feels more difficult than 

withholding it. Families and clinicians may feel that 

stopping a ventilator, dialysis, or vasopressor support is an 

active step. However, ethically, withholding and 

withdrawing inappropriate treatment are similar when the 

treatment no longer serves the patient's goals. This 

understanding is essential because many treatments are 

started during uncertainty or emergency. Once more 

information becomes available and prognosis becomes 

clearer, it is ethically acceptable to reassess and discontinue 

treatments that are no longer useful. Starting treatment 

should not mean that it must continue indefinitely.

A critical ethical distinction must be preserved: withholding 

or withdrawing life-sustaining treatment is not the same as 
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causing death. In such situations, the underlying illness 

causes death. The physician does not kill the patient. The 

physician recognizes the limits of medicine and allows the 

natural course of disease to proceed while ensuring that the 

patient is comfortable and cared for.

“Care does not stop when treatment stops.

We may withdraw machines, but we never withdraw care.

When cure is no longer possible, comfort becomes the 

priority.”

This message must be clearly 

communicated to families. Many 

relatives fear that limiting treatment 

means the patient will be neglected 

[28]. The healthcare team must 

reassure them that attention, 

monitoring, symptom relief, nursing 

care, and emotional support will 

continue with even greater focus.

When life-sustaining treatment is 

w i thhe ld  o r  w i thd rawn ,  t he 

responsibility of the healthcare team 

increases rather than decreases. The 

patient must receive meticulous care 

focused on comfort, relief of 

suffering, privacy, communication, 

and emotional  support .  This 

includes control of pain and 

breathlessness, relief of agitation, 

management of secretions, skin 

care, nursing comfort, family 

presence, spiritual support, and clear 

explanation of what to expect during 

the dying process.

This is not passive care. It is active, 

compassionate, and deeply humane 

care. The aim is to ensure that the 

pa t ien t  does  no t  exper ience 

avoidable distress and that the 

family does not feel abandoned. 

Good end-of-life care also prepares 

the family for visible changes during 

dying, such as altered breathing, 

reduced consciousness ,  cold 

extremities, or decreased urine 

output. Explaining these changes 

r e d u c e s  f e a r  a n d  p r e v e n t s 

u n n e c e s s a r y  p a n i c - d r i v e n 

interventions.

The Indian Legal and Ethical 

Context

In India, end-of-life care has 

gradually gained ethical and legal 

recognit ion.  Landmark judicial  decisions have 

acknowledged that the right to life includes the right to live 

and die with dignity. These developments have helped 

clarify the permissibility of withholding and withdrawing 

life-sustaining treatment under appropriate safeguards. 

This legal evolution is important because many clinicians in 

India have historically feared legal consequences when 

limiting futile treatment (Figure 1). As a result, aggressive 

interventions have often continued even when they no 

longer benefit the patient.
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FIGURE-1: End of life care journey of India

Abbreviations: EOL: End-of-life; ISCCM: Indian Society of Critical Care Medicine; IAPC: Indian 

Association of Palliative Care; ICMR: Indian Council of Medical Research; DNAR: Do Not Attempt 

Resuscitation; ICU: Intensive Care Unit; ICUs: Intensive Care Units.



The legal progress also reflects a broader moral recognition 

that dignity at the end of life is not a luxury. It is a 

fundamental component of humane care. However, 

awareness of these developments remains uneven across 

institutions and among healthcare workers.

Legal frameworks should not intimidate doctors. They 

should enable ethical care. Clear legal protection is 

essential for clinicians who act in good faith, follow due 

process, involve families, document decisions, and 

prioritize the patient's best interests. However, legal 

recognition alone is not enough. Hospitals must develop 

practical systems so that these principles can be 

implemented at the bedside. The law should provide 

confidence, not confusion. If procedures are too complex, 

clinicians may avoid appropriate end-of-life decisions 

despite legal permission. Therefore, legal clarity must be 

translated into simple institutional pathways. The aim 

should be to make ethical end-of-life care a routine part of 

good clinical practice, not an exceptional act [29].

Role of all Stakeholders

Role of Physicians

Doctors must not remain passive observers in end-of-life 

decision-making. They must lead with clinical clarity, 

ethical sensitivity, and compassionate communication. 

Physicians should initiate discussions when treatment is no 

longer beneficial. They should explain prognosis honestly 

and guide families through difficult decisions. Avoiding 

these conversations does not protect families. It burdens 

them with uncertainty and guilt.

The physician's duty does not end when cure is no longer 

possible. In many ways, the physician's role becomes even 

more important. Patients and families need guidance, 

reassurance, and presence. Being present at the end of life is 

a powerful form of care. Even when no curative treatment 

remains, the physician can still relieve symptoms, reduce 

fear, support the family, and ensure that the patient's final 

phase is peaceful and dignified.

Role of Hospitals and Institutions

Every hospital should have a clear end-of-life care policy. 

Such policies should define processes for identifying 

medically inappropriate treatment, conducting family 

meetings, documenting decisions, obtaining second 

opinions, involving ethics committees, and ensuring 

comfort care.

Without institutional support, clinicians may feel isolated 

and vulnerable. Institutional policies also create 

consistency. They prevent end-of-life decisions from 

varying widely depending on the individual doctor on duty. 

A clear policy reassures patients, families, and healthcare 

workers that decisions are being made through a fair and 

transparent process.

Role of Nurses and Allied Healthcare Workers

Nurses are often closest to patients and families. They 

observe suffering, provide comfort, explain bedside 

changes, and support families during the dying process. 

Their role in end-of-life care is central. They should be 

included in decision-making conversations and trained in 

symptom recognition, comfort care, communication, and 

family support. Families often trust nurses because of their 

continuous presence at the bedside. Nurses can recognize 

subtle signs of discomfort and alert physicians early. Their 

involvement makes end-of-life care more responsive, 

compassionate, and practical.

Role of Primary Care Doctors

Primary care doctors and family physicians are often the 

first point of contact. They know the patient's family, social 

background, and long-term illness trajectory. They are well 

placed to initiate advance care planning and guide families 

before crisis occurs. Training in basic palliative care and 

end-of-life communication should be integrated into 

undergraduate and postgraduate medical education [30-32].

Primary care doctors can also help identify patients who 

need early palliative support. They can prevent unnecessary 

hospital visits by managing symptoms locally when 

appropriate. Their role is especially important for elderly 

patients, chronically ill patients, and those with limited 

access to tertiary care.

Role of Community Health Workers

Community health workers, including ASHA workers, can 

play an important role in bridging hospitals and homes. 

They often understand local culture, family dynamics, and 

community beliefs. With appropriate training, they can help 

identify patients needing palliative support, guide families, 

assist with symptom reporting, and encourage timely 

medical consultation.

They can also help families understand basic comfort 

measures and when to seek medical help. Their presence 

can reduce isolation for families caring for dying patients at 

home. In resource-limited settings, they may become the 

most accessible link between the healthcare system and the 

patient.

Role of Society and Culture

Death remains a taboo subject in many families. It is often 

discussed only when crisis has already occurred. This 

silence prevents planning and increases suffering. Society 

must become more comfortable discussing serious illness, 

dying, and medical limits [33]. Such conversations do not 

invite death. They prepare families to face it with clarity and 

dignity. Schools, communities, religious groups, media, 

and healthcare institutions can all help normalize these 

conversations. A society that can speak openly about dying 

is better able to care for the dying. Silence often leads to 
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fear; conversation can create preparedness.

Role of Lawmakers and Policymakers

Lawmakers have a crucial role in bridging the gap between 

ethical principle and clinical practice. Legal procedures for 

withholding and withdrawing life-sustaining treatment 

must be clear, accessible, and practical. Complicated 

processes may discourage implementation and leave 

patients exposed to prolonged suffering.

Legal pathways must be understandable for clinicians 

working in busy hospitals. They should not require 

excessive paperwork, repeated approvals, or unclear 

authority. Simplicity is not the enemy of safety; it is 

essential for implementation. India needs standard 

documentation formats, institutional pathways, and legal 

protections for clinicians acting in good faith. These 

frameworks should be usable not only in large hospitals but 

also in district and community settings.

Uniformity will reduce confusion and variation between 

institutions.

Standard forms can help clinicians document prognosis, 

family discussions, patient preferences, and care plans 

clearly. Such tools also reassure families that decisions are 

being made according to accepted norms rather than 

personal opinion. A national framework can bring 

confidence to both doctors and the public.

Building an End-of-Life Care Pathway

Patients with irreversible illness, advanced organ failure, 

severe neurological injury, terminal malignancy, advanced 

dementia, or progressive multi-organ dysfunction should be 

identified early for goals-of-care discussions. Early 

identification allows time for planning rather than crisis-

driven decision-making. Clinicians should recognize 

warning signs such as repeated ICU admissions, poor 

functional status, treatment failure, progressive decline, and 

absence of realistic curative options. Once such patients are 

identified, communication should begin gradually and 

sensitively. Waiting until the last hours often deprives 

families of meaningful participation.

Hospitals should develop structured family meeting 

processes. These meetings should include explanation of 

diagnosis, prognosis, treatment options, likely outcomes, 

and comfort-focused alternatives. A structured meeting 

helps ensure that important information is not missed. Such 

meetings should be conducted in a private and calm 

environment. The family should be allowed to ask 

questions and express emotions. A single meeting may not 

be enough; difficult decisions often require repeated 

conversations and time for acceptance [34].

Difficult cases should have access to ethics consultation and 

palliative care teams. This provides support to both 

clinicians and families. Ethics support is especially useful 

when there is disagreement, uncertainty, or concern about 

the appropriateness of continued treatment. Palliative care 

t eams  can  he lp  manage  symptoms  and  gu ide 

communication. Ethics teams can help clarify values, 

responsibilities, and processes. Together, they reduce 

conflict and improve confidence in decision-making.

Reassessment also shows families that decisions are not 

rushed or predetermined [34-39]. It demonstrates that the 

medical team remains attentive and thoughtful. This 

ongoing review builds trust and ensures that care remains 

appropriate to the patient's condition.

Conclusion

Medicine is not solely about defeating death. It is about 

honouring life in its entirety, including its final phase. To 

care well for the dying is not to surrender. It is to uphold the 

highest ideals of the profession. When cure is no longer 

possible, dignity must remain non-negotiable.

End-of-life care asks medicine to combine science with 

wisdom, law with compassion, and technology with 

humanity. It reminds us that the true measure of healthcare 

is not only how many lives we save, but also how gently, 

honestly, and respectfully we care for those who cannot be 

saved. A dignified death is not a failure of medicine. It is one 

of its most profound responsibilities. End-of-life care must 

therefore become a visible, taught, practiced, and protected 

part of modern healthcare.

The final goal is not only to help people live well, but also to 

ensure that when life reaches its natural end, patients are not 

left to suffer unnecessarily. They must be cared for with 

comfort, honesty, presence, and respect. In that 

commitment lies the deepest humanity of medicine.
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