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1.OVERVIEW

Qualityoflifehassomanydifferentmeaningsaswewillseeaswe
move on,butmostmedicalethicalphilosophers stated the different
betweenqualityoflifeandsanctityoflifeinwhichtheysaidqualityoflife
maybedefinedasamultidimensionalconstructsthatincludeperformance



and enjoymentofsocialroles,physicalhealth,intellectualfunctioning,
emotionalstateandlifesatisfactionwhilebytheterm sanctity,theymean
thathumanliferepresentsthehighestvaluethatpreserved.

Mostpeople;no matterthe leveland frequency ofpain they
experience,theyirrationallychooseitoverdeath.Somehaveaverylow
painthresholdwhileotherscanhandleittosomeextent.Christiansview
thisdifferently;theyseepainassomethingthatistemporalandinevitable
forthetestingoftheirfaithandalsoavirtue.Nomatterthekindofpain
theyface,theywillchooseitoverdeathhundredsoftimes.Itgoessame
forthenon-religious.Somepeopleexperienceverysevereandextreme
amountsofpainasaresultoftheirillnessyet,theypreferandchooseto
remainaliveandconsciousthandieandforgothepain.Terminallyill
patientsaretrappedinthisdilemmaaswell.Theuseoflifesupportor
extensionisnotnew anymore.Forexamplepatientswhosuffersfrom a
stagefourbreastcanceranddoesnothaveanyhopeoflivingaspreparing
fordeathistheonlyalternative,stillwantto beplacedonhospicecare
despitethehopelessness.Theyarefullyawareofthekindofpaintheywill
faceandhowtheywillendupdyinginthenearestfutureyet,theywantto
gothroughitandendurethepainbecausetheywanttoliveasmuchas
theycan.

2.DEFINITION

MEANING:Whendefinedasastateofsatisfaction,qualityoflifeexpresses
avaluejudgment:Theexperienceoflivingasawholeorinsomeaspect,is
judgedtobegoodorbad,betterorworse.Inrecentyears,effortshave
beenmadetodevelopmeasuresofqualityoflifethatcanbeusedtogive
someempiricalbasistothisvalidjudgmentandtoevaluateoutcomeof
clinicalinterventions.

DEFINITION:Qualityoflifemaybedefinedasamultidimensionalconstruct
thatincludesperformanceandenjoymentofsocialroles,physicalhealth,
intellectualfunctioning,emotionalstate,andlifesatisfactionorwellbeing.



3.DIVERGENTEVALUATIONOFQUALITYOFLIFE

Theevaluationofqualityoflifeissosubjective;observerswillratecertain
formsoflivingquitedifferently.Thisdiversitygivesrisetoseveralcommon
majorproblemsinclinicalethics:

1.Lackofunderstandingaboutthepatient’sownvalues

2.Divergencebetweenphysiciansassessmentoftheirpatient’squality

oflifeandtheassessmentmadebypatientsthemselves

3.Biasanddiscriminationthatnegativelyaffectthephysician’s

dedicationtothepatient’swelfare

4.Theintroductionofsocialworthcriteriaintoqualityoflifejudgments.

Studieshaveshownphysician’sconsistentlyratetheirpatient’squalityof
lifelowerthantothepatientthemselves.Alsoinanotherstudy,physician
andpatientswereaskedindependentlytoevaluatelivingwithcertain
chronicconditions.Physicianjudgedlifewiththeseconditionstobeless
tolerablethandidthepatientswhosufferedthem.Physicianbasedtheir
assessmentsprimarilyondiseaseconditions,whereaspatientstookinto
accountnonmedicalfactors,suchasinterpersonalrelationships,finances
andsocialconditions.Also,studieshaveshownthatclinician’squalityof
lifeassessmentsstronglyinfluenceclinicaldecisionssuchasthoseabout
resuscitationorforgoinglifesupport.

4.ENHANCEMENTMEDICINEOFQUALITYOFLIFE

Medicineshavetwodifferentcapabilities,there’senhancementand
treatment,enhancementaugmentsthealreadynormalpsychological,
physicalandphysiologicalcharacteristicbeyondthenormalrangeandit
isn’tinitiatedbecauseofanobviouspsychological,physicalor
physiologicaldeficitbutratheritsatisfiesthedesireofindividualswhereas,
treatmentisthereverse(initiatedbecauseofanobviousandmedically
provendeficit).Thereisathinlineinthedistinctionbetweentreatmentand
enhancementmedicinesbecausetheyarebothmedicallyprovenandthey
improvethequalityoflife.Butenhancementmedicinessatisfiesindividual



desires:cosmeticsurgeryforindividualwhodesireamoreattractive
appearance,growthhormoneforindividualswhoareshortandsoon.
Thereforeethicalquestionshavebeenraisedandit’sseenasunfairto
otherswhodonotusetheseenhancementmedicinesorcannotafford
them eveniftheydesirethem.

Thoughenhancementmedicinesisnowapartofmedicalpractice,
practitionershouldbeawarethatmostenhancementmedicinesareonthe
fringeofethicalgoalsofmedicineandmaycausenegativeandpersonal
consequences.

5.COMPROMISEDQUALITYOFLIFEANDLIFE
SUSTAININGINTERVENTION

Qualityoflifecanbecompromisedinvariouswaysanditisimportantto
identifythesewaysaswellastherelationshipbetweenqualityoflife
evaluationandtheuseoflifesustainingtreatmentinordertobeableto
answerthequestionsoftenraisedattimeswhenpatientsareseriouslyill
andreceivingintensivelifesustainingtreatment.Therearethreedifferent
waysinwhichcompromisedqualityoflifeappearsinclinicalethicsand
theyare:

1.Restrictedqualityoflife

2.Severelydiminishedqualityoflifeand

3.Profoundlydiminishedqualityoflife

RESTRICTEDQUALITYOFLIFE:Itdescribesasituationinwhichaperson
suffersfrom severedeficitsofphysicalormentalhealth.Theirabilityto
perform oneormorecommon human activitiesisrestricted and this
causesthepersonwiththedeficitoranobservertoform anopinionabout
theworthofaliferestrictedinthatmanner.Opinionsofthepersonliving
thelifemaydifferfrom thatoftheobserver.Itisoneofthegoalsof
medicinetosupportandenhancerestrictedqualityoflife.Forexample,Ms.
Cope,adiabeticpatientwhohasmultiplemedicalproblemsconsidersher
life,although restricted to bevaluableand worthwhile,whereassome
observersmayjudgeotherwise.



SEVERELYDIMINISHED QUALITYOFLIFE:Itdescribesaform oflifein
whichaperson’sgeneralphysicalconditionhasseriouslyandirreversibly
deteriorated,whoserangeoffunctionisgreatlylimited,whoseabilityto
communicatewithothersisminimalandwhomaybesufferingdiscomfort
and pain.They often need life-sustaining interventions.The ethical
questioniswhetherthefactthatthepatienthasaseverelydiminished
qualityoflifemakesitethicallypermissibletodiscontinuelife-supporting
interventions.AnexampleisthecaseofMrs.A.W.,a34-year-oldwoman,
marriedwiththreechildren,andhashadahistoryofsclerodermaand
ischemiculcerationsoffingersandtoes.Sheisadmittedtothehospitalfor
treatmentofrenalfailure.Thebigtoeofherrightfootandseveralfingers
ofherlefthandbecamegangrenous.Severaldayslatersheconsentsto
amputationoftherightfootandthethumbandfirstfingerofherlefthand.
Aftersurgery,sheisalternatelyobtundedandconfused.Shedevelops
pneumoniaandisplacedonarespirator.Theremainingfingersofherleft
handbecomegangrenous,andmoreextensiveamputationisrequired.Her
renalconditionworsens,anditisnow necessarytoconsiderinitiating
dialysis.Theattendingphysiciansays,"Howcouldanyonewanttolivealife
ofsuch terrible quality?"He asks himselfwhetherdialysis should be
withheldandwhethertherespiratorshouldbediscontinued.

Inthiscase,theseverephysicaldeficitsandproblemsofrehabilitation
facedbyherevokeintheobserveranassessmentthat"Noonewouldwant
tolivethatway."This,ofcourse,cannotbeverifiedbyMrs.A.W.atthis
time.Shehasaprogressivediseasewithitsassociatedproblems.Manyof
these problems are susceptible to effective medicaltreatmentand
rehabilitation.In addition,she herself has consented to the initial
amputations,suggestingherwillingnesstolivewiththesedeficits.Finally,
hervitalpersonalitybeforehersurgerysuggestedtothestaffthatshehad
theabilitytocopewithrehabilitationandthedifficultiesofsubsequentlife.
Even though,atthe time ofherhospitalization,she seems to some
observerstohaveseverelydiminishedqualityoflife,Mrs.A.W.shouldbe
viewedasapersonwithrestrictedqualityoflife.

Inacaselikethis,itisethicallyobligatorytocontinuetotreatMrs.A.W.
Significantmedicalgoalscanstillbeattainedand,althoughhercurrent
preferencescannotbeascertained,itcanbepresumedthatshefavors
continuedtreatment.Manypersonsdolivesuccessfullyandhappilywith



suchsevererestrictions.

PROFOUNDLYDIMINISHEDQUALITYOFLIFE:Itisanappropriateobjective
descriptionofthesituationinwhichpatientsuffersextremephysical
debilitationtogetherwithapparentlycompleteandirreversiblelossof
sensorandintellectualactivity.Thisjudgmentcannotresultfrom personal
evaluation,becauseanypersoninthissituationlackstheabilitytoperceive,
understand,andevaluatehisorherstate.Forinstance,apatientina
vegetativestatehasnoabilitytodeterminehislineofcareortheactionsto
betaken.

6.PAINRELIEFFORTERMINALLYILLPATIENT

Definition:Aterminalillnessisdefinedasalifelimitingdiseasewithan
irreversibledeclineandanexpectedsurvivalofmonthsorless.Oneofthe
mainconcernsinthesepatientsispainwhichisacardinalindicatoroftheir
qualityoflife.Unrelievedpaincontinuestobeanimportantpublichealth
issueworldwide,despitetherecommendationsforadequatepaincontrolin
theWorldHealthOrganization(WHO)guidelines.

TOOL
ThetoolstogradepainseverityistheBriefPainInventoryShortForm (BPI-
SF).ThePainManagementIndeed(PMI)isawellvalidatedtoolfor
assessingtheadequacyofpaincontrol.TheBPI-SFmeasuresthepresence,
thelocationandtheseverityofpain.Thepainseveritywasdeterminedas
none,mild,moderate,orseverewithscoresof0,1,2,and3respectively.0
whichmeansnopainand10beingtheworstpainimagined,1-4ismild,5-
6ismoderate,7-10isseverepain.Theanalgesicdrugtherapyscorewas
determinedforeachpatientaccordingtothemostpatentareused,based
ontheWHOladderofnopainwith;0-noanalgesicdrug,1-non-opioid,2-
weakopioid,and3-strongopioid.

PREVALNENCEOFENDOFTHEPAIN.
Painattheendoflifeismostoftenequatedwiththemedicalconsequence
ofsignificantillnesssuchascancer,lateHIVdisease,butitoccursnot
simplybecauseoftheunderlyingdiagnosis,butratherasaconsequenceof
theunderlyingpathology.

CARESETTINGATTHEENDOFLIFE.



Theavailabilityofresources,andthelevelofexpertiseofthecareprovides
influencepainmanagementattheendoflife.Peoplehavetheopportunity
toreceivepainmanagementservicesattheendoflifebutonly35%utilize
theirbenefitwithamedianlanguageofstayofabout3weeks.

PAINASSESSMENTINADVANCEDDISEASE.
Painshouldbeassessedutilizingathoroughpainassessmentincluding
location,duration,onset,characteristic,severity,alleviating/relieving
factorsandassociatedmechanismsshoulddirectappropriatetreatment.It
isnotappropriateforsomeoneelsetoknowthequalityofpainanother
personfeels.Buttheycanassistwiththepatientassessmentwhenthey
cannotgiveself-report.Butifapatientisunabletobeassesseddueto
cognitiveimpairment,typecliniciansshouldaskthemselvesiftheywould
beinpaininthissituation.IftheanswerisYESoroftheconditionisknown
tocausepain,itisbesttoassumethatpainispresentandshouldbe
treatedaccordingly.

PHARMACOTHERAPYFORPAININADVANCEDDISEASEANDATTHEEND
OFLIFE.
Adjuvantanalgesicsareroutinelyusedinpainmanagementformanytypes
ofpain.Thecommonlyusedagentslikeantidepressant,and
anticonvulsantsaregenerallynotavailableasintravenouspreparationand
thuspotentiallylimittheiruseattheendoflife.
Opioidsaretheprincipalclassofanalgesicsusedattheendoflifebecause
oftheirpotencyconcomitant,mildsedativeandantiolyticpropertiesand
abilitytobeadministeredbymultipleroutes.Opioidstherapyfortunately
providesadequatepainreliefforgreaterthatthreequartersofpatientswith
cancerpain.ExamplesofOpioidsusedinend-of-lifesettingexcept
meperidineincludesa)Morphineb)Fentanylc)Hydromorphoned)
Methadonee)Oxycodone.
Meperidineisnotincludedduetotheaccumulationofitsmetabolite
normeperidinewhichisnotreversedbynaloxoneandproduces
neurotoxicity.

ROUTEOFADMINISTRATION.
Forthoseabletoswallowadforwhom paincanbecontrolledthe
preferredroutesforadministrationofOpioidsareoral,buccaland
sublingual.Thereforeopioidadministrationmaybecomenecessary
throughrotationtotransdermal,rectal,vaginal,andintravenousand
neuroxialwhenadiseaseprogressandpainincreases.



7.MEDICALLYASSISTEDDYING
Somepatientsconcludethatthequalityoftheirlifeissodiminishedthat

lifeisnolongerworthliving.Peoplewhocometothisconclusionare

usuallyterminallyill,havingunrelievedpainorsufferingorconsider

themselvesaburdenonothersandareusuallyunderthecareofa

physician.Itmayoccurtothem toasktheirphysiciantohelpthem die

quicklyandpainlessly.

EUTHANASIA

Euthanasiameans“goodhealth”.Medically,itimpliesthatthedoctor

assurethathispatientdiesaspeacefullyandcomfortablyaspossible.

Directkillingwasunacceptable.Latertheterm wasusedtodescribe

“mercykilling”whichmeanskillingasufferertorelievepain,eitherbya

physicianoracompassionateparty.Distinctionsweremadebetween

voluntary,non-voluntaryandinvoluntaryeuthanasia.

 Voluntaryeuthanasiadescribedsituationsinwhichthepatient
consciouslyanddeliberatelyrequesteddeath.

 Non-voluntaryeuthanasiadescribedsituationsinwhichthepatient
makesnorequestwithnocapacityofmakingthedecision.

 Involuntaryeuthanasiadescribedsituationsinwhichpatientswere
killedagainsttheirwishes.

Involuntaryhasbeencondemnedbycommentators,voluntaryis

controversial,buthasbeendefendedbycommentators,non-voluntaryhas

beencriticizedbymostcommentators.

Today,voluntaryeuthanasiaishighlydebatedandconsideredillegal

takingofhumanlifeinAmericanlaw,andinallethicsstatementsof

medicalorganizations,itisconsideredunethicalbehavior.

PHYSICIANASSISTEDDYING

Thephysician’sroleintraditionaldiscussionswasgenerallyadministration

oflethaldrug,usuallybyinjection.Inmorerecentdebates,theroleis

legalizationofphysician’sprescriptionofadrugthatthepatientmaytake

tobringdeath.



Example;Apatientisdyingfrom cancerandsufferingisintense.The

patientrequeststhephysiciantoprescribemedicationtoendhis/herlife,

togivehim/herinstructionsonappropriatedosageandadministrationand

tobepresentwhenhe/shetakesthemedicationtoendhis/herlife.

ETHICALARGUMENTS

1.Thededicationofmedicalprofessiontothewelfare ofthepatient
andpromotionofhealthmightbeseriouslyunderminedintheeyesof
thepublicandthepatientbyparticipationofphysiciansinthedeath
oftheveryill,evenofthiswhorequestit.

2.Medicalethicshastraditionallyemphasizedthesavingsand
preservationoflifehasrepudiatedthedirecttakingoflife.The
Hippocratesoathsays‘Iwillnotadministeradeadlypoisontoany
onewhenaskedtodosonorsuggestsuchacourse’.Theseancient
prohibitionseemsdirectlyaimedandmedicalworkers-assisteddying.
Contemporaryorganizedmedicinereaffirmsthistradition.

3.Requestofswiftdeathareoftenmadeincircumstancesofextreme
distress,whichmaybealleviatedbyskillfulpainmanagementand
otherpositiveinterventionssuchasthoseemployedinhospicecare,
similarly,suchrequestmaymanifestatreatabledepression

4.Theyinvolveofamedicalworkerasaprescribedandnotan
admistratoroflethalinterventionshouldbeequallyobjectionable.

8.CAREOFTHEDYINGPATIENT
Dyingpatientsarepatientsthatareveryclosetodeath,andexhibit

manysignsandsymptomsofnear-death.Forinstance,activelydying
patientsareoftentimesunresponsive,andtheirbloodpressureoftendrops
significantly.

Comfortcareisanessentialpartofmedicalcareattheendoflife.Itis
carethathelpsorsoothesapersonwhoisdying.Thegoalsaretoprevent
orrelievesufferingasmuchaspossibleandtoinsomepeoplewanttobe
surroundedbyfamilyandfriends;otherswanttobealonewhilesome,oft
donotevengettochoose.But,avoidingsuffering,havingyourend-of-life
wishesfollowed,andbeingtreatedwithrespectwhiledyingarecommon
hopes.

Ideally,peoplewhoaredyingneedcareinfourareas—physicalcomfort,
mentalandemotionalneeds,spiritualissues,andpracticaltasks.Also,



theirfamiliesneedsupportaswell.Althougheveryonedies,eachlossis
personallyfeltbythoseclosetotheonewhohasdied.

Endof-lifecareistheterm usedtodescribethesupportandmedical
caregivenduringthetimesurroundingdeath.Suchcaredoesnothappen
onlyinthemomentsbeforebreathingceasesandtheheartstopsbeating.
Olderpeopleoftenlivewithoneormorechronicillnessesandneedalotof
carefordays,weeks,andevenmonthsbeforedeath.

Waysofcaringforadyingpatientincludesthefollowing:
1)Providingphysicalcomfort:Therearewaystomakeapersonwhois

dyingmorecomfortable.Discomfortcancomefrom avarietyof
problems.Foreach,therearethingsyouorahealthcareprovidercan
do,dependingonthecause.Forexample,adyingpersoncanbe
uncomfortablebecauseof:

I) Pain
II) Breathingproblems
III) Skinirritation
IV) Digestiveproblems
V) Temperaturesensitivity
VI) Fatigue

Itisourdutyasahealthcareprofessionaltoensurethatour
patientisnotaffectedorisrelievedbytheabovementionedsoasto
providemaximum physicalcomforttothepatient.

Painkillersoropioidsshouldbeadministeredtothepatientwhenhe
orsheisinpaintorelievepainaspaincannotbeeasilycuredbutrelieved.
Thisshouldbedoneeffectivelybecausepaincancausethepatienttohave
moodswingsordepressed.

Thepatientmayexperiencebreathingproblemssuchasdyspnea
(shortnessofbreath)ordeathrattle(verynoisybreathing)whichis
commonduringtheendlifecycleofapatient.Thedoctorornurseshould
assistinraisingtheheadofthebed,openingawindow,usingahumidifier,
orhavingafancirculatingairintheroom.Sometimes,morphineorother
painmedicationscanhelprelievethesenseofbreathlessness.

Skinproblemscanbeveryuncomfortable.Withage,skinnaturally
becomesdrierandmorefragile,soitisimportanttotakeextracarewithan
olderperson'sskin.Gentlyapplyingalcohol-freelotioncanrelievedryskin
andbesoothing.Also,pressuresorecomplicationmayarisefrom constant
sittingorlyingdownpositionwithoutmovement.Thepatientshouldbe
turnedfrom sidetobackandtotheothersideeveryfewhoursmayhelp
preventbedsores.Tryputtingafoam padunderanarealikeaheelor
elbowtoraiseitoffthebedandreducepressure.Askifaspecialmattress



orchaircushionmightalsohelp.Keepingtheskincleanandmoisturizedis
alwaysimportant.

Digestiveproblems.Nausea,vomiting,constipation,andlossof
appetitearecommonissuesattheendoflife.Medicinesthatcancontrol
nauseaorvomitingorrelieveconstipation,shouldbeadministeredtothe
patienttohelpreducethesymptoms.

Temperaturesensitivity.Peoplewhoaredyingmaynotbeabletotell
youthattheyaretoohotortoocold,sowatchforclues.Forexample,
someonewhoistoowarm mightrepeatedlytrytoremoveablanket.You
cantakeofftheblanketandtryacoolclothonhisorherhead.Ifaperson
ishunchinghisorhershoulders,pullingthecoversup,oreven
shivering—thosecouldbesignsofcold.Makesurethereisnodraft,raise
theheat,andaddanotherblanket.Avoidelectricblanketsbecausetheycan
gettoohot.

Fatigue.Itiscommonforpeoplenearingtheendoflifetofeeltiredand
havelittleornoenergy.Keepactivitiessimple.Forexample,abedside
commodecanbeusedinsteadofwalkingtothebathroom.Ashowerstool
cansaveaperson'senergy,ascanswitchingtospongingoffinbed.

2)Managingmentalandemotionalneeds:Someonewhoisalertnear
theendoflifemightunderstandablyfeeldepressedoranxious.Itis
importanttotreatemotionalpainandsuffering.Encouraging
conversationsaboutfeelingsmighthelp.Adyingpersonmayalso
havesomespecificfearsandconcerns.Heorshemayfearthe
unknownorworryaboutthoseleftbehind.Somepeopleareafraidof
beingaloneattheveryend.Thisfeelingcanbemadeworsebythe
understandablereactionsoffamily,friends,andeventhemedical
team.Thenurseshouldindulgeinthefollowing:
I) Thesimpleactofphysicalcontact:holdinghands,atouch,ora

gentlemassage—canmakeapersonfeelconnectedtothose
heorsheloves

II) Trytosetacomfortingmood.Rememberthatlisteningand
beingpresentcanmakeadifference.

III) Somemedicalexpertshavesaidthatwhendeathisverynear,
musicatalowvolumeandsoftlightingaresoothing.Infact,
neartheendoflife,musictherapymightimprovemood,help
withrelaxation,andlessenpain.Listeningtomusicmightalso
evokememoriesthosepresentcanshare.

3)Spiritualneedsattheendoflife:Peoplenearingtheendoflifemay
havespiritualneedsasimportantastheirphysicalconcerns.Spiritual



needsinclude:
I) findingmeaninginone'slifeandendingdisagreementswith

others,ifpossible.Thedyingpersonmightfindpeacebyresolving
unsettledissueswithfriendsorfamily.Visitsfrom asocialworker
oracounselormayalsohelp.

II) Manypeoplefindsolaceintheirfaith.Othersmaystrugglewith
theirfaithorspiritualbeliefs.Praying,talkingwithsomeonefrom
one'sreligiouscommunity(suchasaminister,priest,rabbi,or
imam),readingreligioustexts,orlisteningtoreligiousmusicmay
bringcomfort.

III) Sharingmemoriesofgoodtimesisanotherwaysomepeoplefind
peaceneardeath.Thiscanbecomfortingforeveryone.Some
doctorsthinkitispossiblethatevenifapatientisunconscious,he
orshemightstillbeabletohear.Itisprobablynevertoolateto
sayhowyoufeelortotalkaboutfondmemories.

9.TREATMENTOFATTEMEPTEDORSUICIDES

Theethicalbasisforsuicidepreventionisthewellauthenticated
psychologicalthesisthatthesuicideattemptisoftena“cryforhelp”
ratherthananunambivalentdecisiontoendone’slife.Thesuicide
attemptmaynotbeanactofautonomybutratheranactresultingfrom
impairedcapacitybecauseofamentalorphysicaldiseaseoremotional
conflict.
Suicideattemptsareoftenundertakeninpsychopathologicalconditions,
suchasdepression,thataretreatableundersocialconditionsthatare
transient,suchasdisappointedloveorfinancialloss.Physicianshave
anethicalobligationtorecognizethesuicidalinclinationsofpatients
whom theyencounterintheirpracticeandtomakeeffortstoassist
them personallyorbyreferraltoatrainedsuicidecounsellorora
psychiatrist.

SUICIDEANDREFUSALOFTREATMENT
Itissometimesaskedwhetherrefusaloftreatmentbyapatient,
especiallyapatientwhoisterminallyillisequivalenttosuicide.
Significantethicaldifferencesexistbetweensuicideandtherefusalof
medicalcare.Thedifferencesinclude;
1.Intherefusalofcare,deathiscausedbytheprogressoflethal



disease,whichisnottreated.Butinsuicide,theimmediatecauseof
deathisaself–inflictedlethalact.Inrefusinglifesavingcare,the
patient’srefusalauthorizesthephysiciantorefrainfrom therapyand
thefatalconditionitself,isthecauseofdeath.

2.Inrefusalofcare,personsdonottaketheirlivesbutinsteadtheydo
notpermitanothertohelpthem survive.Personswhoabhorthe
thoughtofsuicidemaysay,“Idonotwanttokillmyself,Ionlywantto
beallowedtodieonmyowntermsandtocontrolthetimeand
mannerofmydying”.

Eventhoughsuicideandrefusaloftreatmentbothresultindeath,the
moralsettingdifferscompletelyinintention,circumstances,motives
anddesires.Manyjudicialandlegalstatutesnowdistinguishbetween
legitimaterefusalofcareandsuicide.Hence,involuntarypsychiatric
treatmentmaybegiventopersonsconsidered“adangertothemselves”
bypossiblesuicide.

10. PEDIATRICNOTESONQUALITYOFLIFE

Qualityoflifejudgmentsaboutchildrendifferfrom thosemadeabout
adultsintwoimportantways.First,adultsoftencanexpresspreferences
aboutfuturestatesoflifeandhealth.Second,whenanadultisincapableof
expressingpreferences,thehistoryofthatperson’spreferencesandstyle
oflifeoftenallowotherstoestimatehowthatpersonwouldvalueand
adapttofuturesituations.

Inpediatrics,thelifewhosequalityisbeingassessedisalmostentirely
inthefuture.Also,justasinadultcare,pediatricianstendtoassessquality
oflifeaslowerthaneitherparentsortheaffectedchildren.

Medicalinterventionsthataregenerallyeffectiveinalleviating
physicaldisabilityareethicallymandatorywhentheonlysupposed
contraindicationisdevelopmentaldisabilitiesinrangecharacteristicsof
Downsyndrome.Morecomplicatedmedicalconditionssuchascardiac
deformity,maybegenuinecontraindicationstotreatment.



11. CONCLUSION

Qualityoflifeisoneofthemostcontroversialconstructioninbioethics.In
general,qualityoflifeisconsideredasfreedom from emotionaland
physicaldiscomfort.Thisviewisinconsistentwiththebasicprincipleof
medicalethics,thatlifeisa‘bonum onticum’thathasavalueonitsown.In
anethicalperspectiveofqualityoflifeshouldbeconsideredanimportant
meanstopreserveaperson’sdignitythatistheabilitytopursuehis/her
ownuniquemission.


