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1. OVERVIEW
Qu"lity of life h"s so m"ny 
different me"nings "s we will see 
"s we move on, but most medic"l 
ethic"l philosophers st"ted the 
different between qu"lity of life 
"nd s"nctity of life in which they 
s"id qu"lity of life m"y be defined 
"s " multidimension"l constructs 
th"t include perform"nce "nd 
enjoyment of soci"l roles, 
physic"l he"lth, intellectu"l 
functioning, emotion"l st"te "nd 
life s"tisf"ction while by the term 
s"nctity, they me"n th"t hum"n 
life represents the highest v"lue 
th"t preserved.



Most people; no m"tter the level 
"nd frequency of p"in they 
experience, they irr"tion"lly 
choose it over de"th. Some h"ve 
" very low p"in threshold while 
others c"n h"ndle it to some 
extent. Christi"ns view this 
differently; they see p"in "s 
something th"t is tempor"l "nd 
inevit"ble for the testing of their 
f"ith "nd "lso " virtue. No m"tter 
the kind of p"in they f"ce, they 
will choose it over de"th 
hundreds of times. It goes s"me 
for the non- religious. Some 
people experience very severe 
"nd extreme "mounts of p"in "s 
" result of their illness yet, they 
prefer "nd choose to rem"in "live 
"nd conscious th"n die "nd forgo 
the p"in. Termin"lly ill p"tients 
"re tr"pped in this dilemm" "s 
well. The use of life support or 
extension is not new "nymore. For 
ex"mple p"tients who suffers 
from " st"ge four bre"st c"ncer 
"nd does not h"ve "ny hope of 
living "s prep"ring for de"th is 



the only "ltern"tive, still w"nt to 
 be pl"ced on hospice c"re 
despite the hopelessness. They 
"re fully "w"re of the kind of p"in 
they will f"ce "nd how they will 
end up dying in the ne"rest future 
yet, they w"nt to go through it 
"nd endure the p"in bec"use 
they w"nt to live "s much "s they 
c"n.
2. DEFINITION
MEANING: When defined "s " 
st"te of s"tisf"ction, qu"lity of 
life expresses " v"lue judgment: 
The experience of living "s " 
whole or in some "spect, is 
judged to be good or b"d, better 
or worse. In recent ye"rs, efforts 
h"ve been m"de to develop 
me"sures of qu"lity of life th"t 
c"n be used to give some 
empiric"l b"sis to this v"lid 
judgment "nd to ev"lu"te 
outcome of clinic"l interventions.
DEFINITION: Qu"lity of life m"ybe 
defined "s " multidimension"l 
construct th"t includes 
perform"nce "nd enjoyment of 



soci"l roles, physic"l he"lth, 
intellectu"l functioning, emotion"l 
st"te, "nd life s"tisf"ction or 
wellbeing.
 
3. DIVERGENT EVALUATION OF 
QUALITY OF LIFE
The ev"lu"tion of qu"lity of life is 
so subjective; observers will r"te 
cert"in forms of living quite 
differently. This diversity gives 
rise to sever"l common m"jor 
problems in clinic"l ethics:
1. L"ck of underst"nding "bout 
the p"tientʼs own v"lues
2. Divergence between physici"ns 
"ssessment of their p"tientʼs 
qu"lity of life "nd the "ssessment 
m"de by p"tients themselves
3. Bi"s "nd discrimin"tion th"t 
neg"tively "ffect the physici"nʼs 
dedic"tion to the p"tientʼs 
welf"re
4. The introduction of soci"l 
worth criteri" into qu"lity of life 
judgments.
Studies h"ve shown physici"nʼs 
consistently r"te their p"tientʼs 



qu"lity of life lower th"n to the 
p"tient themselves.  Also in 
"nother study, physici"n "nd 
p"tients were "sked 
independently to ev"lu"te living 
with cert"in chronic conditions. 
Physici"n judged life with these 
conditions to be less toler"ble 
th"n did the p"tients who 
suffered them. Physici"n b"sed 
their "ssessments prim"rily on 
dise"se conditions, where"s 
p"tients took into "ccount 
nonmedic"l f"ctors, such "s 
interperson"l rel"tionships, 
fin"nces "nd soci"l conditions. 
Also, studies h"ve shown th"t 
clinici"nʼs qu"lity of life 
"ssessments strongly influence 
clinic"l decisions such "s those 
"bout resuscit"tion or forgoing 
life support.
 
4. ENHANCEMENT MEDICINE 
OF QUALITY OF LIFE
Medicines h"ve two different 
c"p"bilities, thereʼs enh"ncement 
"nd tre"tment, enh"ncement 



"ugments the "lre"dy norm"l 
psychologic"l, physic"l "nd 
physiologic"l ch"r"cteristic 
beyond the norm"l r"nge "nd it 
isnʼt initi"ted bec"use of "n 
obvious psychologic"l, physic"l 
or physiologic"l  deficit but r"ther 
it s"tisfies the desire of 
individu"ls where"s, tre"tment is 
the reverse(initi"ted bec"use of 
"n obvious "nd medic"lly proven 
deficit). There is " thin line in the 
distinction between tre"tment 
"nd enh"ncement medicines 
bec"use they "re both medic"lly 
proven "nd they improve the 
qu"lity of life. But enh"ncement 
medicines s"tisfies individu"l 
desires: cosmetic surgery for 
individu"l who desire " more 
"ttr"ctive "ppe"r"nce, growth 
hormone for individu"ls who "re 
short "nd so on. Therefore ethic"l 
questions h"ve been r"ised "nd 
itʼs seen "s unf"ir to others who 
do not use these enh"ncement 
medicines or c"nnot "fford them 
even if they desire them.



Though enh"ncement medicines 
is now " p"rt of medic"l pr"ctice, 
pr"ctitioner should be "w"re th"t 
most enh"ncement medicines "re 
on the fringe of ethic"l go"ls of 
medicine "nd m"y c"use 
neg"tive "nd person"l 
consequences.
 
5. COMPROMISED QUALITY OF 
LIFE AND LIFE SUSTAINING 
INTERVENTION
Qu"lity of life c"n be 
compromised in v"rious w"ys "nd 
it is import"nt to identify these 
w"ys "s well "s the rel"tionship 
between qu"lity of life ev"lu"tion 
"nd the use of life sust"ining 
tre"tment in order to be "ble to 
"nswer the questions often r"ised 
"t times when p"tients "re 
seriously ill "nd receiving 
intensive life sust"ining 
tre"tment. There "re three 
different w"ys in which 
compromised qu"lity of life 
"ppe"rs in clinic"l ethics "nd 
they "re:



1. Restricted qu"lity of life
2. Severely diminished qu"lity of 
life "nd
3. Profoundly diminished qu"lity 
of life
RESTRICTED QUALITY OF LIFE: It 
describes " situ"tion in which " 
person suffers from severe 
deficits of physic"l or ment"l 
he"lth. Their "bility to perform 
one or more common hum"n 
"ctivities is restricted "nd this 
c"uses the person with the deficit 
or "n observer to form "n opinion 
"bout the worth of " life 
restricted in th"t m"nner. 
Opinions of the person living the 
life m"y differ from th"t of the 
observer. It is one of the go"ls of 
medicine to support "nd enh"nce 
restricted qu"lity of life. For 
ex"mple, Ms. Cope, " di"betic 
p"tient who h"s multiple medic"l 
problems considers her life, 
"lthough restricted to be v"lu"ble 
"nd worthwhile, where"s some 
observers m"y judge otherwise.
SEVERELY DIMINISHED QUALITY 



OF LIFE: It describes " form of life 
in which " personʼs gener"l 
physic"l condition h"s seriously 
"nd irreversibly deterior"ted, 
whose r"nge of function is gre"tly 
limited, whose "bility to 
communic"te with others is 
minim"l "nd who m"y be 
suffering discomfort "nd p"in. 
They often need life-sust"ining 
interventions. The ethic"l 
question is whether the f"ct th"t 
the p"tient h"s " severely 
diminished qu"lity of life m"kes it 
ethic"lly permissible to 
discontinue life-supporting 
interventions. An ex"mple is the 
c"se of Mrs. A.W., " 34-ye"r-old 
wom"n, m"rried with three 
children, "nd h"s h"d " history of 
scleroderm" "nd ischemic 
ulcer"tions of fingers "nd toes. 
She is "dmitted to the hospit"l for 
tre"tment of ren"l f"ilure. The big 
toe of her right foot "nd sever"l 
fingers of her left h"nd bec"me 
g"ngrenous. Sever"l d"ys l"ter 
she consents to "mput"tion of 



the right foot "nd the thumb "nd 
first finger of her left h"nd. After 
surgery, she is "ltern"tely 
obtunded "nd confused. She 
develops pneumoni" "nd is 
pl"ced on " respir"tor. The 
rem"ining fingers of her left h"nd 
become g"ngrenous, "nd more 
extensive "mput"tion is required. 
Her ren"l condition worsens, "nd 
it is now necess"ry to consider 
initi"ting di"lysis. The "ttending 
physici"n s"ys, "How could 
"nyone w"nt to live " life of such 
terrible qu"lity?" He "sks himself 
whether di"lysis should be 
withheld "nd whether the 
respir"tor should be 
discontinued.
In this c"se, the severe physic"l 
deficits "nd problems of 
reh"bilit"tion f"ced by her evoke 
in the observer "n "ssessment 
th"t "No one would w"nt to live 
th"t w"y." This, of course, c"nnot 
be verified by Mrs. A.W. "t this 
time. She h"s " progressive 
dise"se with its "ssoci"ted 



problems. M"ny of these 
problems "re susceptible to 
effective medic"l tre"tment "nd 
reh"bilit"tion. In "ddition, she 
herself h"s consented to the 
initi"l "mput"tions, suggesting 
her willingness to live with these 
deficits. Fin"lly, her vit"l 
person"lity before her surgery 
suggested to the st"ff th"t she 
h"d the "bility to cope with 
reh"bilit"tion "nd the difficulties 
of subsequent life. Even though, 
"t the time of her hospit"liz"tion, 
she seems to some observers to 
h"ve severely diminished qu"lity 
of life, Mrs. A.W. should be viewed 
"s " person with restricted qu"lity 
of life.
In " c"se like this, it is ethic"lly 
oblig"tory to continue to tre"t 
Mrs. A.W. Signific"nt medic"l 
go"ls c"n still be "tt"ined "nd, 
"lthough her current preferences 
c"nnotbe "scert"ined, it c"n be 
presumed th"t she f"vors 
continued tre"tment. M"ny 
persons do live successfully "nd 



h"ppily with such severe 
restrictions.
PROFOUNDLY DIMINISHED 
QUALITY OF LIFE: It is "n 
"ppropri"te objective description 
of the situ"tion in which p"tient 
suffers extreme physic"l 
debilit"tion together with 
"pp"rently complete "nd 
irreversible loss of sensor "nd 
intellectu"l "ctivity. This 
judgment c"nnot result from 
person"l ev"lu"tion, bec"use "ny 
person in this situ"tion l"cks the 
"bility to perceive, underst"nd, 
"nd ev"lu"te his or her st"te. For 
inst"nce, " p"tient in " veget"tive 
st"te h"s no "bility to determine 
his line of c"re or the "ctions to 
be t"ken.
 
6. PAIN RELIEF FOR 
TERMINALLY ILL PATIENT
   Definition:  A termin"l illness is 
defined "s " life limiting dise"se 
with "n irreversible decline "nd 
"n expected surviv"l of months or 
less. One of the m"in concerns in 



these p"tients is p"in which is " 
c"rdin"l indic"tor of their qu"lity 
of life. Unrelieved p"in continues 
to be "n import"nt public he"lth 
issue worldwide, despite the 
recommend"tions for "dequ"te 
p"in control in the World He"lth 
Org"niz"tion (WHO) guidelines.
 
TOOL
The tools to gr"de p"in severity is 
the Brief P"in Inventory Short 
Form (BPI-SF). The P"in 
M"n"gement Indeed (PMI) is " 
well v"lid"ted tool for "ssessing 
the "dequ"cy of p"in control. The 
BPI-SF me"sures the presence, 
the loc"tion "nd the severity of 
p"in. The p"in severity w"s 
determined "s none, mild, 
moder"te, or severe with scores 
of 0, 1, 2, "nd 3 respectively. 0 
which me"ns no p"in "nd 10 
being the worst p"in im"gined, 1- 
4 is mild, 5 - 6 is moder"te, 7 - 10 
is severe p"in. The "n"lgesic 
drug ther"py score w"s 
determined for e"ch p"tient 



"ccording to the most p"tent "re 
used, b"sed on the WHO l"dder 
of no p"in with; 0- no "n"lgesic 
drug, 1- non -opioid, 2- we"k 
opioid, "nd 3- strong opioid.
 
PREVALNENCE OF END OF THE 
PAIN.
P"in "t the end of life is most 
often equ"ted with the medic"l 
consequence of signific"nt illness 
such "s c"ncer, l"te HIV dise"se, 
but it occurs not simply bec"use 
of the underlying di"gnosis, but 
r"ther "s " consequence of the 
underlying p"thology.
 
CARE SETTING AT THE END OF 
LIFE.
The "v"il"bility of resources, "nd 
the level of expertise of the c"re 
provides influence p"in 
m"n"gement "t the end of life. 
People h"ve the opportunity to 
receive p"in m"n"gement 
services "t the end of life but only 
35% utilize their benefit with " 
medi"n l"ngu"ge of st"y of "bout 



3 weeks.
 
PAIN ASSESSMENT IN 
ADVANCED DISEASE.
P"in should be "ssessed utilizing 
" thorough p"in "ssessment 
including loc"tion, dur"tion, 
onset, ch"r"cteristic, severity, 
"llevi"ting/ relieving f"ctors "nd 
"ssoci"ted mech"nisms should 
direct "ppropri"te tre"tment. It is 
not "ppropri"te for someone else 
to know the qu"lity of p"in 
"nother person feels. But they 
c"n "ssist with the p"tient 
"ssessment when they c"nnot 
give self-report. But if " p"tient is 
un"ble to be "ssessed due to 
cognitive imp"irment, type 
clinici"ns should "sk themselves 
if they would be in p"in in this 
situ"tion. If the "nswer is YES or 
of the condition is known to 
c"use p"in, it is best to "ssume 
th"t p"in is present "nd should 
be tre"ted "ccordingly.
 
PHARMACOTHERAPY FOR PAIN 



IN ADVANCED DISEASE AND AT 
THE END OF LIFE.
Adjuv"nt "n"lgesics "re routinely 
used in p"in m"n"gement for 
m"ny types of p"in. The 
commonly used "gents like 
"ntidepress"nt, "nd 
"nticonvuls"nts "re gener"lly not 
"v"il"ble "s intr"venous 
prep"r"tion "nd thus potenti"lly 
limit their use "t the end of life.
Opioids "re the princip"l cl"ss of 
"n"lgesics used "t the end of life 
bec"use of their potency 
concomit"nt, mild sed"tive "nd 
"ntiolytic properties "nd "bility to 
be "dministered by multiple 
routes. Opioids ther"py 
fortun"tely provides "dequ"te 
p"in relief for gre"ter th"t three 
qu"rters of p"tients with c"ncer 
p"in. Ex"mples of Opioids used in 
end-of-life setting except 
meperidine includes ")Morphine 
b) Fent"nyl c) Hydromorphone d) 
Meth"done e) Oxycodone.
Meperidine is not included due to 
the "ccumul"tion of its 



met"bolite normeperidine which 
is not reversed by n"loxone "nd 
produces neurotoxicity.
ROUTE OF ADMINISTRATION.
For those "ble to sw"llow " d for 
whom p"in c"n be controlled the 
preferred routes for 
"dministr"tion of Opioids "re or"l, 
bucc"l "nd sublingu"l. Therefore 
opioid "dministr"tion m"y 
become necess"ry through 
rot"tion to tr"nsderm"l, rect"l, 
v"gin"l, "nd intr"venous "nd 
neuroxi"l when " dise"se 
progress "nd p"in incre"ses.
 
7. MEDICALLY ASSISTED DYING
    Some p"tients conclude th"t 
the qu"lity of their life is so 
diminished th"t life is no longer 
worth living. People who come to 
this conclusion "re usu"lly 
termin"lly ill, h"ving unrelieved 
p"in or suffering or consider 
themselves " burden on others 
"nd "re usu"lly under the c"re of 
" physici"n. It m"y occur to them 
to "sk their physici"n to help 



them die quickly "nd p"inlessly.
EUTHANASIA
   Euth"n"si" me"ns “good 
he"lth”. Medic"lly, it implies th"t 
the doctor "ssure th"t his p"tient 
dies "s pe"cefully "nd 
comfort"bly "s possible. Direct 
killing w"s un"ccept"ble. L"ter 
the term w"s used to describe 
“mercy killing” which me"ns 
killing " sufferer to relieve p"in, 
either by " physici"n or " 
comp"ssion"te p"rty. Distinctions 
were m"de between volunt"ry, 
non-volunt"ry "nd involunt"ry 
euth"n"si".
• Volunt"ry euth"n"si" described 
situ"tions in which the p"tient 
consciously "nd deliber"tely 
requested de"th.
• Non-volunt"ry euth"n"si" 
described situ"tions in which the 
p"tient m"kes no request with no 
c"p"city of m"king the decision.
• Involunt"ry euth"n"si" 
described situ"tions in which 
p"tients were killed "g"inst their 
wishes.



Involunt"ry h"s been condemned 
by comment"tors, volunt"ry is 
controversi"l, but h"s been 
defended by comment"tors, non-
volunt"ry h"s been criticized by 
most comment"tors.
    Tod"y, volunt"ry euth"n"si" is 
highly deb"ted "nd considered 
illeg"l t"king of hum"n life in 
Americ"n l"w, "nd in "ll ethics 
st"tements of medic"l 
org"niz"tions, it is considered 
unethic"l beh"vior.
PHYSICIAN ASSISTED DYING
The physici"nʼs role in tr"dition"l 
discussions w"s gener"lly 
"dministr"tion of leth"l drug, 
usu"lly by injection. In more 
recent deb"tes, the role is 
leg"liz"tion of physici"nʼs 
prescription of " drug th"t the 
p"tient m"y t"ke to bring de"th.
Ex"mple; A p"tient is dying from 
c"ncer "nd suffering is intense. 
The p"tient requests the 
physici"n to prescribe medic"tion 
to end his/her life, to give him/her 
instructions on "ppropri"te 



dos"ge "nd "dministr"tion "nd to 
be present when he/she t"kes the 
medic"tion to end his/her life.
ETHICAL ARGUMENTS
1. The dedic"tion of medic"l 
profession to the welf"re   of the 
p"tient "nd promotion of he"lth 
might be seriously undermined in 
the eyes of the public "nd the 
p"tient by p"rticip"tion of 
physici"ns in the de"th of the 
very ill, even of this who request 
it.
2. Medic"l ethics h"s tr"dition"lly 
emph"sized the s"vings "nd 
preserv"tion of life h"s 
repudi"ted the direct t"king of 
life. The Hippocr"tes o"th s"ys ‘I 
will not "dminister " de"dly 
poison to "ny one when "sked to 
do so nor suggest such " course.̓ 
These "ncient prohibition seems 
directly "imed "nd medic"l 
workers-"ssisted dying. 
Contempor"ry org"nized 
medicine re"ffirms this tr"dition.
3. Request of swift de"th "re 
often m"de in circumst"nces of 



extreme distress, which m"y be 
"llevi"ted by skillful p"in 
m"n"gement "nd other positive 
interventions such "s those 
employed in hospice c"re, 
simil"rly, such request m"y 
m"nifest " tre"t"ble depression
4. They involve of " medic"l 
worker "s " prescribed "nd not 
"n "dmistr"tor of leth"l 
intervention should be equ"lly 
objection"ble.

 
 
 
8. CARE OF THE DYING 
PATIENT

      Dying p"tients "re p"tients 
th"t "re very close to de"th, "nd 
exhibit m"ny signs "nd symptoms 
of ne"r-de"th. For inst"nce, 
"ctively dying p"tients "re often 
times unresponsive, "nd their 
blood pressure often drops 
signific"ntly.
      Comfort c"re is "n essenti"l 
p"rt of medic"l c"re "t the end of 
life. It is c"re th"t helps or 



soothes " person who is dying. 
The go"ls "re to prevent or 
relieve suffering "s much "s 
possible "nd to in some people 
w"nt to be surrounded by f"mily 
"nd friends; others w"nt to be 
"lone while some, oft do not even 
get to choose. But, "voiding 
suffering, h"ving your end-of-life 
wishes followed, "nd being 
tre"ted with respect while dying 
"re common hopes.
    Ide"lly, people who "re dying 
need c"re in four "re"s—physic"l 
comfort, ment"l "nd emotion"l 
needs, spiritu"l issues, "nd 
pr"ctic"l t"sks. Also, their 
f"milies need support "s well. 
Although everyone dies, e"ch 
loss is person"lly felt by those 
close to the one who h"s died.
    End of-life c"re is the term 
used to describe the support "nd 
medic"l c"re given during the 
time surrounding de"th. Such 
c"re does not h"ppen only in the 
moments before bre"thing 
ce"ses "nd the he"rt stops 



be"ting. Older people often live 
with one or more chronic illnesses 
"nd need " lot of c"re for d"ys, 
weeks, "nd even months before 
de"th.
 W"ys of c"ring for " dying 
p"tient includes the following:
1) Providing physic"l comfort:   
There "re w"ys to m"ke " person 
who is dying more comfort"ble. 
Discomfort c"n come from " 
v"riety of problems. For e"ch, 
there "re things you or " 
he"lthc"re provider c"n do, 
depending on the c"use. For 
ex"mple, " dying person c"n be 
uncomfort"ble bec"use of:
I) P"in
II) Bre"thing problems
III) Skin irrit"tion
IIII) Digestive problems
V) Temper"ture sensitivity
VI) F"tigue
              It is our duty "s " he"lth 
c"re profession"l to ensure th"t 
our p"tient is not "ffected or is 
relieved by the "bove mentioned 
so "s to provide m"ximum 



physic"l comfort to the p"tient.
         P"in killers or opioids should 
be "dministered to the p"tient 
when he or she is in p"in to 
relieve p"in "s p"in c"nnot be 
e"sily cured but relieved. This 
should be done effectively 
bec"use p"in c"n c"use the 
p"tient to h"ve mood swings or 
depressed.
        The p"tient m"y experience 
bre"thing problems such "s 
dyspne" (shortness of bre"th) or 
de"th r"ttle (very noisy 
bre"thing) which is common 
during the end life cycle of " 
p"tient. The doctor or nurse 
should "ssist in r"ising the he"d 
of the bed, opening " window, 
using " humidifier, or h"ving " f"n 
circul"ting "ir in the room. 
Sometimes, morphine or other 
p"in medic"tions c"n help relieve 
the sense of bre"thlessness.
        Skin problems c"n be very 
uncomfort"ble. With "ge, skin 
n"tur"lly becomes drier "nd more 
fr"gile, so it is import"nt to t"ke 



extr" c"re with "n older person's 
skin. Gently "pplying "lcohol-free 
lotion c"n relieve dry skin "nd be 
soothing. Also, pressure sore 
complic"tion m"y "rise from 
const"nt sitting or lying down 
position without movement. The 
p"tient should be turned from 
side to b"ck "nd to the other side 
every few hours m"y help prevent 
bed sores. Try putting " fo"m p"d 
under "n "re" like " heel or elbow 
to r"ise it off the bed "nd reduce 
pressure. Ask if " speci"l 
m"ttress or ch"ir cushion might 
"lso help. Keeping the skin cle"n 
"nd moisturized is "lw"ys 
import"nt.
         Digestive problems. N"use", 
vomiting, constip"tion, "nd loss 
of "ppetite "re common issues "t 
the end of life. Medicines th"t c"n 
control n"use" or vomiting or 
relieve constip"tion, should be 
"dministered to the p"tient to 
help reduce the symptoms.
        Temper"ture sensitivity. 
People who "re dying m"y not be 



"ble to tell you th"t they "re too 
hot or too cold, so w"tch for 
clues. For ex"mple, someone who 
is too w"rm might repe"tedly try 
to remove " bl"nket. You c"n t"ke 
off the bl"nket "nd try " cool 
cloth on his or her he"d. If " 
person is hunching his or her 
shoulders, pulling the covers up, 
or even shivering—those could be 
signs of cold. M"ke sure there is 
no dr"ft, r"ise the he"t, "nd "dd 
"nother bl"nket. Avoid electric 
bl"nkets bec"use they c"n get 
too hot.
  F"tigue. It is common for people 
ne"ring the end of life to feel tired 
"nd h"ve little or no energy. Keep 
"ctivities simple. For ex"mple, " 
bedside commode c"n be used 
inste"d of w"lking to the 
b"throom. A shower stool c"n 
s"ve " person's energy, "s c"n 
switching to sponging off in bed. 
 
2) M"n"ging ment"l "nd 
emotion"l needs: Someone who is 
"lert ne"r the end of life might 



underst"nd"bly feel depressed or 
"nxious. It is import"nt to tre"t 
emotion"l p"in "nd suffering. 
Encour"ging convers"tions "bout 
feelings might help. A dying 
person m"y "lso h"ve some 
specific fe"rs "nd concerns. He 
or she m"y fe"r the unknown or 
worry "bout those left behind. 
Some people "re "fr"id of being 
"lone "t the very end. This feeling 
c"n be m"de worse by the 
underst"nd"ble re"ctions of 
f"mily, friends, "nd even the 
medic"l te"m. The nurse should 
indulge in the following:
I) The simple "ct of physic"l 
cont"ct: holding h"nds, " touch, 
or " gentle m"ss"ge—c"n m"ke 
" person feel connected to those 
he or she loves
II) Try to set " comforting mood. 
Remember th"t listening "nd 
being present c"n m"ke " 
difference.
III) Some medic"l experts h"ve 
s"id th"t when de"th is very ne"r, 
music "t " low volume "nd soft 



lighting "re soothing. In f"ct, ne"r 
the end of life, music ther"py 
might improve mood, help with 
rel"x"tion, "nd lessen p"in. 
Listening to music might "lso 
evoke memories those present 
c"n sh"re.
3) Spiritu"l needs "t the end of 
life : People ne"ring the end of life 
m"y h"ve spiritu"l needs "s 
import"nt "s their physic"l 
concerns. Spiritu"l needs include:
I) finding me"ning in one's life 
"nd ending dis"greements with 
others, if possible. The dying 
person might find pe"ce by 
resolving unsettled issues with 
friends or f"mily. Visits from " 
soci"l worker or " counselor m"y 
"lso help.
II) M"ny people find sol"ce in 
their f"ith. Others m"y struggle 
with their f"ith or spiritu"l beliefs. 
Pr"ying, t"lking with someone 
from one's religious community 
(such "s " minister, priest, r"bbi, 
or im"m), re"ding religious texts, 
or listening to religious music m"y 



bring comfort.
III) Sh"ring memories of good 
times is "nother w"y some people 
find pe"ce ne"r de"th. This c"n 
be comforting for everyone. Some 
doctors think it is possible th"t 
even if " p"tient is unconscious, 
he or she might still be "ble to 
he"r. It is prob"bly never too l"te 
to s"y how you feel or to t"lk 
"bout fond memories.
 

 
9. TREATMENT OF 
ATTEMEPTED OR SUICIDES
 

The ethic"l b"sis for suicide 
prevention is the well 
"uthentic"ted psychologic"l 
thesis th"t the suicide "ttempt is 
often " “cry for help” r"ther th"n 
"n un"mbiv"lent decision to end 
oneʼs life. The suicide "ttempt 
m"y not be "n "ct of "utonomy 
but r"ther "n "ct resulting from 
imp"ired c"p"city bec"use of " 
ment"l or physic"l dise"se or 
emotion"l conflict.                           



                                                          
                                   
Suicide "ttempts "re often 
undert"ken in psychop"thologic"l 
conditions, such "s depression, 
th"t "re tre"t"ble under soci"l 
conditions th"t "re tr"nsient, 
such "s dis"ppointed love or 
fin"nci"l loss. Physici"ns h"ve "n 
ethic"l oblig"tion to recognize the 
suicid"l inclin"tions of p"tients 
whom they encounter in their 
pr"ctice "nd to m"ke efforts to 
"ssist them person"lly or by 
referr"l to " tr"ined suicide 
counsellor or " psychi"trist.

 
            SUICIDE AND REFUSAL OF 
TREATMENT
It is sometimes "sked whether 
refus"l of tre"tment by " p"tient, 
especi"lly " p"tient who is 
termin"lly ill is equiv"lent to 
suicide. Signific"nt ethic"l 
differences exist between suicide 
"nd the refus"l of medic"l c"re. 
The differences include;
1. In the refus"l of c"re, de"th is 



c"used by the progress of leth"l 
dise"se, which is not tre"ted. But 
in suicide, the immedi"te c"use 
of de"th is " self – inflicted leth"l 
"ct. In refusing lifes"ving c"re, 
the p"tientʼs refus"l "uthorizes 
the physici"n to refr"in from 
ther"py "nd the f"t"l condition 
itself, is the c"use of de"th.
2. In refus"l of c"re, persons do 
not t"ke their lives but inste"d 
they do not permit "nother to 
help them survive. Persons who 
"bhor the thought of suicide m"y 
s"y, “I do not w"nt to kill myself, I 
only w"nt to be "llowed to die on 
my own terms "nd to control the 
time "nd m"nner of my dying”.
Even though suicide "nd refus"l 
of tre"tment both result in de"th, 
the mor"l setting differs 
completely in intention, 
circumst"nces, motives "nd 
desires. M"ny judici"l "nd leg"l 
st"tutes now distinguish between 
legitim"te refus"l of c"re "nd 
suicide. Hence, involunt"ry 
psychi"tric tre"tment m"y be 



given to persons considered “" 
d"nger to themselves” by 
possible suicide.
 

 
10. PEDIATRIC NOTES ON 
QUALITY OF LIFE

     
Qu"lity of life judgments "bout 
children differ from those m"de 
"bout "dults in two import"nt 
w"ys. First, "dults often c"n 
express preferences "bout future 
st"tes of life "nd he"lth. Second, 
when "n "dult is inc"p"ble of 
expressing preferences, the 
history of th"t personʼs 
preferences "nd style of life often 
"llow others to estim"te how th"t 
person would v"lue "nd "d"pt to 
future situ"tions.
      In pedi"trics, the life whose 
qu"lity is being "ssessed is 
"lmost entirely in the future. Also, 
just "s in "dult c"re, pedi"trici"ns 
tend to "ssess qu"lity of life "s 
lower th"n either p"rents or the 
"ffected children.



        Medic"l interventions th"t 
"re gener"lly effective in 
"llevi"ting physic"l dis"bility "re 
ethic"lly m"nd"tory when the 
only supposed contr"indic"tion is 
development"l dis"bilities in 
r"nge ch"r"cteristics of Down 
syndrome. More complic"ted 
medic"l conditions such "s 
c"rdi"c deformity, m"ybe genuine 
contr"indic"tions to tre"tment.
 
 
11. CONCLUSION
Qu"lity of life is one of the most 
controversi"l construction in 
bioethics. In gener"l, qu"lity of 
life is considered "s freedom from 
emotion"l "nd physic"l 
discomfort. This view is 
inconsistent with the b"sic 
principle of medic"l ethics, th"t 
life is " ‘bonum onticumʼ th"t h"s 
" v"lue on its own. In "n ethic"l 
perspective of qu"lity of life 
should be considered "n 
import"nt me"ns to preserve " 
personʼs dignity th"t is the "bility 



to pursue his/her own unique 
mission.
 
 


