
The end of life and the ascription of responsibility

Medicina y Ética 2019/3 815

The end of life and the ascription
of responsibility

El fin de la vida y la asignación
de responsabilidades

Francesca Marín*

Abstract

Nowadays the bioethical debate on end-of-life issues seems to
still be characterized by some problematic interpretations of moral
responsibility. For example, within certain utilitarian approaches,
the same moral responsibility is ascribed to a physician who
practices euthanasia and to another who withholds or withdraws
life-sustaining treatments. Let’s call this point of view “the always
equal argument”. An opposite approach to the ascription of
responsibility emerges from the thesis that there is an absolute
moral distinction between killing and letting die. Let’s call this the-
sis “the never equal argument”.

After showing that the always equal argument erroneously
describes the act of withholding or withdrawing treatments such
as euthanasia, the paper addresses the implications that both a
rejection and an unconditional defense of the killing/letting distinction
could have in the ascription of responsibility.

To specify, it is argued that while the always equal argument calls
for an over-responsibility of the physician, the never equal argu-
ment leads the agent to take less responsibility for his actions.
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By referring to other moral distinctions, the paper then suggests
an intermediate position that addresses the relevance of the
distinctions between cause and conditions and between negative
and positive duties. Finally, by the distinction between morally
culpable letting die and letting die for the patient’s good, it is argued
that in some cases letting die is morally equivalent to killing.
Ascribing responsibility at the end of life thus means struggling
with the complexity of moral acting, but maintaining all these
distinctions is necessary to avoid reductive approaches.

Keywords: end-of-life issues, killing/letting die, different meanings
of  letting die, moral responsibility.

1. Introduction

Nowadays the bioethical debate on end-of-life issues seems to still
be characterized by some problematic interpretations of  moral
responsibility. For example, within certain utilitarian approaches,
the same moral responsibility is ascribed to a physician who practi-
ces euthanasia and to another who withholds or withdraws life-
sustaining treatments. In general, the equal ascription of  responsi-
bility is justified with the following argument: killing and letting die
have the same consequence, that is, the death of  others, and by
performing these actions the physician contributes in the same way
to the fatal outcome and can thus be considered equally responsi-
ble for the patient’s death. Within this framework the killing/let-
ting die distinction is morally irrelevant and usually identified with
the distinction between active and passive euthanasia. To specify,
by maintaining that killing and letting die are morally equivalent
actions, the act of  withholding or withdrawing medical treatments
is included within the range of  euthanasia and a physician who has
performed this practice (passive euthanasia) is always equally
responsible to another one who has killed the patient, for example
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by lethal injection (active euthanasia). I will call this point of  view
the always equal moral responsibility argument (hereafter “the
always equal argument”).

An opposite approach to the ascription of  responsibility raises
from the thesis that there is an absolute moral distinction between
killing and letting die. Indeed, by affirming that killing is always
morally wrong and letting die is always morally good, it could be
said that it is never possible to ascribe the same responsibility to a
physician who practices euthanasia and to another who withholds
or withdraws medical treatments. I will call this thesis the never
equal moral responsibility argument (hereafter “the never equal
argument”).

Now, is moral responsibility correctly declined within the theses
mentioned above? By killing the patient and by letting him die,
does the moral agent always, or never, play the same role in the
cause of  patient’s death?

In order to answer these questions, I will firstly show that the
always equal argument raises a problematic question of  terminology
and methodology. Indeed, by identifying the killing/letting die
distinction with the active/passive euthanasia distinction, the
argument erroneously describes the act of  withholding or with-
drawing medical treatments as euthanasia. Secondly, the implica-
tions that both a rejection and an unconditional defense of the
killing/letting distinction could have in the ascription of  responsibility
will be addressed. In this respect, it will be argued that while the
always equal argument calls for an over-responsibility of  the physician,
the never equal argument leads the agent to take less responsibility
for his actions. In order to suggest an intermediate position which
preserves a not absolute distinction between killing and letting die,
I will then refer to other moral relevant distinctions that highlight
the weaknesses of  the always and the never equal arguments. To
specify, by distinguishing the cause of  an event from the conditions
that contribute to the occurrence of  an outcome, the causal diffe-
rences between killing and letting die will be addressed. Through



F. Marín

818 Medicina y Ética 2019/3

the distinction between negative and positive duties, killing and letting
die will be described as breaches of  different obligations. Given
that these differences entail a different agent’s moral responsibility
in performing these actions, the always equal argument will turn
out to be invalid. Finally, through the distinction between morally
culpable letting die and letting die for the patient’s good, it will be
argued that in some cases letting die is morally equivalent to killing.
In this way the invalidity of  the never equal argument will be proved
and the presence of  ambiguous “grey zones” between killing and
letting die will be shown. This aspect will justify the main conclusion
of  the paper: ascribing moral responsibility at the end of  life means
struggling with ambivalence, but maintaining all the distinctions
mentioned above is necessary to acknowledge the complexity of
the fundamental structure of  morality.

2. A problematic question of terminology
and methodology

The issue of  whether killing a patient and letting him die should or
should not be considered morally equivalent actions is a perennial
question [1]. In particular, the killing/letting die distinction has
become a main research topic since the birth of  bioethics, especially
for advocates of  euthanasia. Indeed, in order to argue the moral
legitimacy of  euthanasia, many authors have denied the killing/letting
die distinction through a disapproval of  the distinction between
active and passive euthanasia [2-8].1 From their point of  view, since its
origins medical ethics has expressed a different value judgment
regarding the two practices of  euthanasia by affirming that any act
aimed to kill the patient is illicit, but in some cases it is permissible
to withdraw treatments and to let the patient die.2 In other words, the
rationale underlying the illegitimacy of  active euthanasia and
the legitimacy, under certain conditions, of  passive euthanasia
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would be the idea that there is a relevant moral difference between
killing and letting die. By adopting a consequentialist approach and
by arguing that killing and letting die are morally equivalent because
both actions have the same consequences (the death of  others),
advocates of  euthanasia have thus tried to show that the active/
passive euthanasia distinction is without moral significance.

Proposed by James Rachels, the Equivalence Thesis clearly
exemplifies this position. Indeed, according to this thesis, the
difference between killing and letting die is not in itself  a morally
important matter, and consequently, the fact that an action is
characterized as a killing or as a letting die should not affect our
judgment concerning its rightness or wrongness. Rachels illustrates
the Equivalence Thesis by introducing parallel cases, identical in
terms of  the upshot and the agent’s intentions, yet different in that
they are respectively a case of  killing and a case of  letting die (the
Bare Difference Argument). In this respect, a well-known example
is that of  Smith and Jones, who both want their little cousin dead
in order to get his inheritance; nevertheless, while the former actively
drowns the child in the bathtub, the latter merely lets his cousin
drown in the bath after he has slipped and hit his head. Given that
we cannot say that Jones’s behavior is less reprehensible than
Smith’s, Rachels concludes that the difference between killing
and etting die in itself  makes no moral difference to our moral
assessments [4, p. 79; 5, pp. 111-114].

Applied to end-of-life issues, the Equivalence Thesis maintains
that active and passive euthanasia are morally equivalent per se and
claims what I have called the always equal argument. Indeed, the
rejection of the killing/letting die distinction leads to ascribe the same
moral responsibility to a physician who kills the patient and to
another one who lets him die by withholding or withdrawing medical
treatments. Actually, Rachels affirms that the moral legitimacy of
these actions is determined by other extrinsic features, such as respect
for the patient’s wishes and/or the minimization of  suffering. That
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is to say that, by these factors, in some cases it may be permissible
to kill but not to let die, while in other cases it may be permissible to
let die but not to kill. This means that the physician is worthy of
praise and equally responsible for the patient’s death when killing
and letting die have been performed to respect the patient’s will
and/or to minimize suffering. Furthermore, a physician who lets
the patient die although he had expressed the wish to be killed is
worthy of  blame and equally moral responsible to a healthcare
professional who kills the patient although he had wanted to be let die.
Within this framework, a different ascription of  moral responsibility
occurs only when the physician has acted with or without the
patient’s consent and/or has minimized suffering or not.

The particular characterization of  moral responsibility offered
by the always equal argument will be discussed in the following
paragraph because I will firstly address a problematic question of
terminology and methodology raised by the link between the
killing/letting die distinction and the active/passive euthanasia
distinction.3 Indeed, by using the expression “passive euthanasia”,
which is vague and confusing, the always equal argument includes
withholding or withdrawing medical treatments within the range
of  euthanasia. Actually, euthanasia aims to intentionally end a life. In
other words, when euthanasia is practiced, the physician acts with
the specific intention of  causing the patient’s death. On the contrary,
letting a patient die could be aimed to respect his will and/or
minimize his suffering, although the action might also be performed
in order to hasten the dying process, and, as it will be argued in the
fourth paragraph, this is a case in which letting die is illegitimate
and morally equivalent to killing.

In general, advocates of  euthanasia criticize this conclusion by
affirming that euthanasia is aimed to respect the patient’s will and/
or minimize his suffering as well. Nevertheless, this view denies
another relevant distinction, that is, the distinction between intention
and motive: while the former is a sort of  commitment for the
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agent to engage in a certain action and is fulfilled when the intended
and wanted outcome is realized, the latter refers to the reasons that
render the outcome so interesting and attractive. In other words,
intention commits the agent to act in a certain way and motive is
the moving power which impels him to do that action rather than
another one. Now, before enacting euthanasia, the physician is
committed to ending the patient’s life, so much so that the substances
used for injection are lethal drugs. If  the physician said that his
intention, and not his motive, was to relieve suffering, his commit-
ment would be engaged in the achievement of  this goal, but not in
the patient’s death. Of  course, the distinction between intention
and motive is a subtle one and there are problematic issues regarding
the concept of  intention because this notion refers to internal, and
to some degree impenetrable, dimensions of  the agent that can be
verified only after the fulfillment of  the action. However, intention
is an important aspect in determining the rightness or wrongness
of  an action4 and is also relevant within the legal context in order
to determine the offender’s degree of  guilt.

Furthermore, by relating the killing/letting die distinction to the
active/passive euthanasia distinction, the former could be wrongly
identified with the action/omission distinction. In fact, while
killing involves «doing», withholding or withdrawing treatments
counts as «allowing». Nevertheless, when an agent allows something
to happen he might be enabling it, for example by removing a plug
and allowing water to flow, or refraining from preventing it, for
example by not warning someone about a trap and allowing him to
walk into it.5 Applying these considerations to end-of-life issues,
we could say that euthanasia is always performed through acts and
letting a patient die can sometimes be performed by actions
(withdrawing treatments) and sometimes by omissions (withholding
treatments or refraining from preventing the patient from dying) [17].

For all these reasons, the expression “passive euthanasia” is
inappropriate, misleading and unhelpful, and should be avoided.6

Indeed, the adjective “passive” does not correctly describe the
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euthanasia practice, which is active by definition, and the term
“passive euthanasia” creates ambiguities around the act of  with-
holding or withdrawing treatment.

3. The killing/letting die distinction and the ascription
of responsibility

A further weakness of  the always equal argument concerns its
characterization of  moral responsibility. As already noted, the
argument is focused on the consequences of the action and this
aspect leads one to ascribe the same responsibility to a physician
who practices euthanasia and to another who withholds or
withdraws life-sustaining treatments. In this way, the ascription of
responsibility neglects other relevant moral features related to the
agent and to the act in itself.

For example, although killing and letting die have the same
consequences, these actions cannot be considered morally equivalent
because both the proximate cause of  the patient’s death and the
physician’s role are different. Indeed, by injecting a lethal drug,
the physician creates a new, fatal pathology (for example hyperkalemia
in case of  the injection of  potassium). In other words, when the
agent kills someone, he produces a new and dangerous situation
that leads to the victim’s death and then causes the fatal outcome. On
the contrary, by withholding or withdrawing medical treatments,
the physician creates a condition which enables the preexisting
disease to yield its effect on the patient. The physician then contri-
butes to the patient’s death, but does not cause it because he is faced
with a preexisting fatal condition, that is, a death threat not ascribable
to himself.

These considerations are based on the distinction between cause
and condition that is morally relevant to ascribing responsibility.
The cause brings about an effect and must be present for the
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effect to occur. The condition enables the cause to yield its effect
but does not permit the occurrence of  the effect in the absence of
the cause. In answer to the question “What caused the fire?”, we
are unlikely to reply “The presence of  oxygen or flammable material
within the building”. Indeed, these conditions do not allow a fire
(effect) to occur in the absence, for example, of  a short circuit
(cause). Appling these considerations to end-of-life issues, we
could say that killing a patient and letting him die are causally
different actions because while the former is a sufficient condition
for death, withholding or withdrawing life-sustaining treatments is
not,7 although it could play a role in the cause of  the patient’s death,
obviously in addition to other and stronger conditions.

Furthermore, killing and letting die are breaches of  different
duties, respectively “Not to kill” and “To prevent others from
dying”. This aspect is related to the distinction between negative
duties (non-interference) and positive duties (helping others) whereas
the former is stricter than the latter. Indeed, while we can always
and completely fulfill our negative duties by refraining from killing
or inflicting injury to everyone –always, even when we are
sleeping– the duty to provide aid and to not let people die is
impossible to fulfill all the time and toward everyone. Doing harm
is thus harder to justify than not helping others or merely allowing
harm. As a consequence, contrary to what is affirmed by the always
equal argument, the physician cannot be considered equally respon-
sible for the patient’s death on all the occasions because the fatal out-
come could be the result of  the breach of  different duties, negative
ones in cases of  killing and positive ones in cases of  letting die.

The distinctions between cause and condition and between
negative and positive duties are both relevant to ascribing moral
responsibility. On the one hand, by denying the former, the risk of
a problematic explanation of  any event is realistic because infinite
causes of  what has happened could be addressed. Furthermore,
the rejection of  the cause/condition distinction is counterintuitive
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because we could absurdly ascribe parents as being morally
responsible for their son’s death as they gave birth to him [20, pp.
85-86]. It should be noted that the distinction between cause and
condition cannot lead to an underestimation of the conditions
because they are often necessary for explaining what happened, so
much so that by their absence the cause would not produce all its
effects. Coming back to the example previously proposed, with the
presence or not of  the flammable material in the building, the fire
produces different effects. In other words, the identification of  the
cause is required but the explanation of  an event cannot be redu-
ced  to it. This is true about the act of  withholding or withdrawing
life-sustaining treatments as well: in order to explain the patient’s
death, the physician’s action must be mentioned but it should also
be recognized that he has performed that act in the presence of  a
preexisting fatal condition not ascribable to himself.

On the other hand, denying the distinction between negative
and positive duties and conferring them the same normative force
means calling for an over-responsibility of  the moral agent. In-
deed, in order to not be considered a murderer, the agent should
always fulfill positive duties toward everyone, which means that he
should provide aid even when his help has been refused or injures
a third party’s rights. Furthermore, such an approach requires the
agent to underestimate his personal relationships and save all of
humanity. This goal is obviously impossible to be achieved by an
individual because it needs combined efforts as well as economic
and political strategies. Similar conclusions can be drawn about the
physician’s commitment in promoting health and saving lives. On
the one hand, considering that a healthy status is susceptible to va-
riations determined by subjective, cultural, social and environmen-
tal factors (the so-called determinants of  health), the promotion
of  health cannot be considered a task exclusively requested to the
physician. On the other hand, the respect for patients’ autonomy
and the use of criteria to allocate the limited healthcare resources
are required by those who perform the medical profession.
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Now, by maintaining the two distinctions mentioned above, the
following thesis might be advanced: there is an absolute moral
distinction between killing and letting die because these actions are
causally different, and by performing them the agent violates diffe-
rent duties. In other words, by adopting what I have called the ne-
ver equal argument, it may be said that killing is always morally
wrong and letting die is always morally good. Given that under no
circumstances these actions can be considered morally equivalent,
the conclusion would be that it is never possible to ascribe the
same responsibility to a physician who practices euthanasia and to
another one who with-holds or withdraws medical treatments. The
never equal argument is problematic as well because it denies
the legitimacy of killing committed in justified self-defense and
affirms that the agent legitimately acts in any case of  letting die,
even when he refrains from rescuing a drowning victim although
the action would not threaten his own life. As a consequence, by
adopting this approach the agent is more likely to take less respon-
sibility for his actions.

Actually, as suggested by Daniel Sulmasy, if  it is true that except
in cases of self-defense or rescue all killings demonstrate a pathog-
nom-onic sign of  moral illegitimacy, letting die cannot be conside-
red a morally legitimate act merely because it lacks this sign [21, p.
58].8 By using an analogy, measles can be diagnosed to everyone
who presents Koplik spots (small and white stains in the oral
cavity) but the absence of  this pathognomonic sign of  measles
cannot exclude the diagnosis. In other words, a person who does
not show any spots in his mouth could have measles. In the same
way, even if  the pathognomonic sign of  moral illegitimacy is
absent, letting die could still be morally unjustified. As a conse-
quence, our moral judgment regarding the rightness or wrongness
of  letting die cannot be univocal, and depending on the circums-
tances, this action or omission can be sometimes legitimate and
sometimes illegitimate.
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This is why the ascription of  moral responsibility at the end of
life requires a more thorough examination of the different types
of  letting die. The next paragraph will then deal with the following
questions: from a moral point of  view, under what conditions and
circumstances can withholding or withdrawing treatments be justi-
fied? What moral features render letting a patient die legitimate or
illegitimate?

4. The different meanings of letting die

Assessments about the moral permissibility of  withholding or
withdrawing medical treatments are generally based on the argu-
ment against imposing unwanted treatment on the competent
patient or on his substitute decision-makers. Although respect for
autonomy is widely acknowledged principle, the moral relevance
of  the withholding/withdrawing distinction might be argued in the
following terms: refraining from intervening (omission) is a suffi-
cient condition to respect the patient’s refusal of  a medical treat-
ment, but the request to withdraw the same treatment requires a
course of  action (act) performed by the physician. Withholding
could thus be less problematic than withdrawing because, contrary
to the former, the latter occurs when a treatment has already
begun and, consequently, strong reasons are required to decline to
provide it to the patient [22-23]. Furthermore, it might be said
that, when the patient’s will concerns life-support treatments, a dif-
ferent moral responsibility has to be ascribed to a physician who
withholds and to another who withdraws that kind of  treatment.
For example, it could be argued that while by withholding artificial
ventilation the physician refrains from intervening and saving the
patient’s life, by withdrawing the life-support from a patient unable
to breathe spontaneously the physician performs a causally decisi-
ve act for the patient’s death [24].
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This framework is problematic for the following reasons: firstly,
by considering the patient’s request to withdraw a treatment more
problematic than a refusal of it, the risk of imposing medical
treatments, although disproportionate, on the patient is realistic.9

Admittedly, a morally legitimate decision around withdrawing is
made when the treatment turns out to be ineffective and burden-
some for the patient. From this point of  view, it could thus be
argued that withdrawing is more justified than withholding. Secon-
dly, the moral illegitimacy or permissibility of  letting die cannot be
argued by exclusively referring to the act/omission distinction.
Indeed, when intervention could have prevented the death of
others and the agent had the ability as well as the means to save
the victim who had not refused help, omitting to act is equally
wrong as doing something that lets someone die. Applying these
considerations to end-of-life issues, we might then conclude that
the moral relevance does not lie in the withholding/withdrawing
distinction [26, pp. 158-162]10 because, as it will be shortly argued,
it is the conditions and circumstances in which withholding and
withdrawing take place that make a moral difference rather than
action and omission as such.

For example, intention is a relevant aspect in determining the
rightness or wrongness of  letting die. On the one hand, a physi-
cian could let a patient die in order to respect his will as well as
minimize his suffering. Under these circumstances, hastening the
dying process is not intended, although it is foreseen,11 and we can
say that a letting die for the patient’s good has occurred. On the
other hand, withholding or withdrawing treatment could be aimed
to hasten the dying process (a morally culpable letting die) and be
performed with different motives. For example, the physician
might consider the patient’s life no longer worth living or believe
that the healthcare resources currently devoted to the patient
should be used by those who might receive greater benefit. In this
case hastening the dying process is not only foreseen, but also
intended.
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When deciding to let a patient die, treatment decisions are at stake
because an assessment of  the proportionality or disproportionality
of  treatments is made.12 Such an evaluation should be based on
the criteria of  the effectiveness of  the treatment as well as of  the
benefits and burdens that it generates. To specify, a proportionate
treatment is effective when it alters the patient’s current health-status
in a positive way, beneficial if  it is considered worthwhile by the
patient himself, and burdensome when it imposes physical,
psychological and social costs on the patient and his family in
particular, and on the medical team or society in general [31-32].
Given that benefits and burdens are not easily quantifiable, factual
and value components as well as objective and subjective criteria
are interconnected in proportionality judgments. As a consequence,
the assessment of  the proportionality or disproportionality of
treatments should integrate the physician’s technical expertise and
the patient’s (or surrogate’s) values, and cannot be a unilateral decision.
In particular, the patient’s refusal of  proportionate treatments
should be always critically analyzed by the physician. Merely accepting
and fulfilling this refusal means making abandonment happen.
Abandonment leads to the erosion of  the physician’s main duties
(to care and to relieve suffering) and corresponds to an illegitimate
letting die.

The decision to withhold or withdraw treatments should be
made within the clinical encounter and be preceded both by the
patient’s informed consent and by a critical analysis of  the patient’s
will. Indeed, the presence or the absence of  these two elements is
a relevant aspect in order to determine the rightness or wrongness
of  letting die. To specify, letting a patient die is legitimate when the
patient’s refusal of  medical treatments is fully informed and freely
done, and when the reasons for this choice have been critically
analyzed and discussed. On the contrary, a morally culpable letting
die occurs when both the patient’s informed consent and a critical
analysis of  his will or one of  these aspects are absent. Admittedly,
in some particular circumstances, one or both of  them might be
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“present” but the characteristics of  this presence could lead to an
illegitimate letting die. For example, following a voluntary,
well-considered and informed request for euthanasia, the physician
could critically analyze the patient’s wishes and accede to this re-
quest but at the same time reject killing the patient by lethal injec-
tion. In other words, by ascertaining physical pain and emotional
stress caused by the disease,13 the physician could legitimate the
patient’s choice and decide to withdraw treatments in order to has-
ten the dying process. In this way, an illegitimate letting die morally
equivalent to killing occurs.

In order to distinguish a morally culpable letting die from a let-
ting die for the patient’s good, a further analysis of  the non-fulfill-
ment of  positive duty is required. As already addressed, all letting
die actions are breaches of  the duties “Help others” and “Prevent
others from dying”, which are positive and less strict duties than
the one that obligates us to not kill. Now, within a clinical context,
the non-fulfillment of  the aforementioned positive duties is unjus-
tified when the physician possesses the means to save the patient’s
life and these means have not been refused by the patient. This
morally culpable letting die should be distinguished from the
letting die for the patient’s good in which the non-fulfillment of
duties is justified. For example, the physician could not provide
help to follow the patient’s will, that is, in order to respect his
informed refusal. Furthermore, refraining from aiding is legitimate
when providing help requires an excessive commitment by the
physician (for example, exposing him/herself  to the risk of  death),
or injures a third party’s rights. In this particular case, the physician
could act in order to maximize the overall good if  he is, at the
same time, committed to saving one life or more patients’ lives.14

In such circumstances, justice and healthcare allocation issues can-
not be underestimated, even though, within a healthcare context, a
purely economic logic should be avoided because it would impede
an adequate safeguard of, and assistance to, vulnerable patients.
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5. Conclusions

In order to ascribe responsibility at the end of  life, the reference to
some moral relevant distinctions seems to be unavoidable. The
analysis of the killing/letting die distinction proposed in this paper
confirms this aspect: to answer the question whether the same
moral responsibility could be ascribed to a physician who practices
euthanasia and to another who withholds or withdraws life-sustai-
ning treatments, it has been necessary to distinguish because cause
and conditions, negative and positive duties, morally culpable let-
ting die and letting die for the patient’s good. Maintaining all these
distinctions means recognizing the multiform elements of  a moral
human act (agent, fulfillment of  duty, and consequences) as well as
the different aspects that characterize the clinical context (promo-
tion of  patient autonomy and respect of  his/her will, proportiona-
lity of  treatments, and fulfillment of  ethical and deontological
duties required by those who perform the medical profession).

Taking all these aspects into consideration and finding the right
balance among them is a difficult task, but a necessary one in
order to avoid reductive approaches when dealing with end-of-life
issues. For example, by recognizing the cause/condition distinction
and by addressing the different roles of  a physician in killing a
patient and letting him die, moral responsibility is not defined in
purely causal terms. Furthermore, the physician is less likely both
to take over-responsibility for his actions and to become an under-
responsible agent.

At the same time, dealing with the aforementioned distinctions
means struggling with ambivalence because in some cases letting
die is morally equivalent to killing. Moreover, in some particular
clinical contexts a clean line between morally culpable letting die
and letting die for the patient’s good might seem not to occur. For
example, when the patient’s informed consent and a critical analy-
sis of  his will are “present”, the patient’s refusal of  treatment and
the physician’s non-fulfillment of  the positive duty seem justified.
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Attesting the presence of  these ambiguous “grey zones” cannot
bring us to the wrong conclusion that all cases of letting die are
the same kind of  action, or worse, that they are killing actions. On
the contrary, this aspect should help in the acknowledgment of  the
complexity of  the fundamental structure of  morality and make us
more aware regarding the conflicting decision-making process at
the end of  life.

Appendix

Since its origins the bioethical debate on end-of-life issues has
been characterized by the use of  the terms “withholding” and
“withdrawing”. Meaning respectively “to restrain or to refrain
from intervening” and «to remove or to take something back or
away», these words mainly refer to omissions or actions performed
by healthcare providers in order to not begin or to stop treatments.
In this way the focus is on medical acting and what should precede
it, that is the patient’s request to withhold or withdraw treatment,
is underestimated or, worse, taken for granted. In this respect,
the Italian bioethical debate presents an aspect of originality
because since the publication in 2008 of the National Bioethics
Committee (NBC)’s document titled Refusal and conscious renunciation
of  health treatments in the patient-doctor relationship [34] it has become
common practice to use the distinction between rifiuto (refusal) and
rinuncia (renunciation) of  treatments.15 The terms suggested by the
NBC refer to the clinical encounter and make it possible to address
two different steps of  the patient-physician relationship [37, pp.
13-21]: while “rifiuto” refers to the point of beginning when a
treatment is proposed (usually after a diagnosis and prognosis),
“rinuncia” alludes to the time in which caring thoughts have alrea-
dy been converted into caring actions. This aspect is not a suffi-
cient condition to assert the moral relevance of  the withholding/
withdrawing distinction, but the focus on the patient-physician
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relationship enriches the discussion on end-of-life issues, basically
for two reasons. Firstly, the distinction between refusal and renun-
ciation moves the attention from the fact of  not beginning or
stopping a treatment to the act of refusing or rejecting it, high-
lighting that the patient’s refusal or renunciation of  unwanted
treatment is expressed to others. Secondly, the use of  the words
“rifiuto” and “rinuncia” implies that, to be morally legitimate, the
decision to withhold or withdraw treatments should be made
within the clinical encounter and be preceded both by the patient’s
informed consent and by a critical analysis of  the patient’s will.

These considerations are not suggesting to replace the words
“withholding” and “withdrawing” with the terms “refusal” and
“renunciation”, but to complement the former with the latter.
Indeed the conceptual pairs «refusal-withholding» and “renun-
ciation-withdrawing” avoid focusing exclusively either on the medical
acting or on the patient’s right to refuse or renounce unwanted
treatments.16 In other words, this approach allows for a relational
perspective to be adopted, recognizing all the subjects involved in
the clinical context and calling them to be morally responsible
in the decision making process.

References bibliography

1 The bioethical debate on euthanasia is also characterized by the distinction bet-
ween voluntary, involuntary, and non-voluntary euthanasia. While voluntary eutha-
nasia is performed with the patient’s consent, involuntary euthanasia is performed
on a patient who could still express his will, but this consent is not requested be-
cause death is supposed to be beneficial for him (this practice can be considered
even more problematic because for example, according to Evert van Leeuwen
and Gerrit Kimsma, involuntary euthanasia is performed «against the wish or con-
sent of the patient» [9, p. 1196]). Non-voluntary euthanasia is performed on the
patient who is no longer or has never been able to give consent. In other words,
the distinction among voluntary, involuntary, and non-voluntary euthanasia is ba-
sed on the patient’s competence to express, or not, his consent to die. Indeed,
while before performing voluntary and involuntary euthanasia the patient is still
able to give his consent, in the case of non-voluntary euthanasia he cannot expre-
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ss his consent (in the sense that he is no longer or has never been able to give
consent). From a moral point of view, there is thus a radical difference between
voluntary and involuntary euthanasia because while the patient’s will is expressly
ascertained in the former, his consent is merely supposed in the latter. Indeed,
those who practice involuntary euthanasia suppose that the patient’s will corres-
ponds to terminating his life.
2 In this respect, the following statement of the American Medical Association
(AMA) is often quoted: «The intentional termination of the life of one human being
by another –mercy killing– is contrary to that for which the medical profession
stands and is contrary to the policy of the American Medical Association. The ces-
sation of the employment of extraordinary means to prolong the life of the body
when there is irrefutable evidence that biological death is imminent is the decision
of the patient and/or his immediate family. The advice and judgment of the physi-
cian should be freely available to the patient and/or his immediate family» [10].
Actually, as properly argued by Bonnie Steinbock [11] and Thomas D. Sullivan
[12], in the statement mentioned above AMA is affirming the moral illegitimacy of
any action aimed to kill the patient. Euthanasia exemplifies such an action but
here AMA is referring to a broader group of acts which includes also any withhol-
ding or withdrawing treatments aimed to cause death.
3 The two distinctions have not been linked only by those who retain killing and
letting die morally equivalent actions. Indeed, also proponents of the killing/letting
die distinction have often identified it with the distinction between active and passi-
ve euthanasia. In other words, some have argued for the moral relevance of the
killing/letting die distinction by addressing moral differences between these two
practices of euthanasia [13-15].
4 Admittedly, the fact that intentions influence the moral assessment of an action
and not only the agent’s character traits is confirmed by the Equivalence Thesis.
Quoting again the example proposed by Rachels, Smith and Jones have the same
morally bad intention (to kill their cousin) and this aspect directly leads to a negati-
ve moral assessment of their actions, respectively of killing and of letting die. As a
consequence, because of the presence of bad intentions, within the parallel case
suggested by Rachels the killing/letting die distinction turns out to be neutralized,
and moreover irrelevant.
5 The distinction between “allowing as enabling” and “allowing as refraining from
preventing” as well as the examples mentioned above have been proposed by
Philippa Foot within her well-known article The Problem of Abortion and the Doctri-
ne of the Double Effect [16, p. 273].
6 One of the most explicit attacks on the idea of passive euthanasia was expres-
sed by an Ethics Task Force established by the European Association for Palliati-
ve Care (EAPC) in February 2001: «[…] euthanasia is active by definition and so
“passive” euthanasia is a contradiction in terms-in other words, there can be no
such thing» [18, p. 98].
7 In this respect, Daniel Callahan suggests this scenario: «Put me on a respirator
now, when I am in good health, and nothing whatever will happen if it is turned off.
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I cannot be “allowed to die” by having a respirator turned off if I have healthy
lungs. It is wholly different, however, if a doctor gives me a muscle relaxing injec-
tion that will paralyze my lungs. Healthy or not, those lungs will cease to function
and I will die» [19, p. 77].
8 A pathognomonic sign is a symptom specific to a disease, whose presence
directly allows for the diagnosis to be made.
9 Quoting Massimo Reichlin, «life-prolonging treatments would become mandatory
and the power to artificially sustain human life would become a sort of technologi-
cal cage from which patients could never escape. In other words, the result would
be to transform technological opportunities into unconditionally binding moral
imperatives-something certainly not desirable» [25].
10 Nevertheless, as stated by the British Medical Association, «many health profes-
sionals, as well as patients, feel an emotional difference between withholding and
withdrawing treatment. This is likely to be linked to the largely negative impression
attached to a decision to withdraw treatment, which can be interpreted as abando-
nment or “giving up on the patient”» [27, p. 19]. Moreover, as confirmed by empiri-
cal studies, physicians still find withdrawing treatment more ethically problematic
than withholding it [28, pp. 1603-1604]. Further considerations about withholding
and withdrawing medical treatments will be provided in the Appendix of the
present paper.
11 The permissibility of a side effect (in this particular case, hastening the dying
process) of promoting some good end (here, respecting the patient’s will and/or
minimizing his suffering) is often justified by invoking the Principle of Double Effect
(PDE). Introduced during the Neo-Scholasticism as an echo of Thomas Aquinas’s
discussion on the legitimacy of self-defense (Summa Theologica, II-II, Qu. 64, Art.
7), the PDE states that in cases where an action is supposed to have good and
bad effects, the action is morally permissible when the following conditions are
satisfied: 1) the action is good in itself; 2) the good effect is intended while the bad
one is merely foreseen; 3) the evil effect is not a means to achieve the good end;
4) there is a proportionately grave reason for the allowing of the bad effect. For an
examination of these conditions, see [29, pp. 529-530; 30]. Although the PDE is a
relevant principle when discussing end-of-life issues, it cannot justify by itself the
moral distinction both between killing and letting die and between morally culpable
letting die and letting die for the patient’s good. Indeed, the PDE rightly addresses
the relevance of intention in determining the rightness or wrongness of an action,
but, as it has been argued, other aspects (such as the moral agent’s role and non-
fulfillment of duty) distinguish those actions.
12 I deliberately use the terms “proportionality” and “disproportionality” instead of
the word “futility” because the latter, from Latin futilis, alludes to something that is
useless, insignificant, or unimportant. Etymologically, futility presents a negative
meaning because it means ineffectiveness, that is, an inability to achieve a certain
purpose. Now, the expression “disproportionate treatment” is characterized by a
negative acceptation as well, but lower than the one evoked by “futile treatments”.



The end of life and the ascription of responsibility

Medicina y Ética 2019/3 835

Indeed, the adjective “disproportionate” refers to something that is lacking in pro-
portion, that is, lacking in balance among components. As a consequence, the
term “disproportionate treatments” presents a wider meaning because literally, it
does not mean only ineffectiveness, but includes other considerations (such as
benefits, costs and risks of the treatment) related to the patient and the other sub-
jects involved in the clinical context.
13 Admittedly, requests for euthanasia are primarily concerned with seeking control
of one’s own body and life than about controlling or avoiding pain. As the latest
research conducted by Ezekiel Emanuel et al. shows, control factors are dominant
reasons for wanting euthanasia or assisted suicide: «Typically, less than 33% of
patients experience inadequate pain control. The dominant motives are loss of au-
tonomy and dignity and being less able to enjoy life’s activities» [33, p. 84].
14 According to Foot, this action is permissible because «Where one man needs a
massive dose of the drug and we withhold it from him in order to save five men,
we are weighing aid against aid» [16, pp. 274-275]. Indeed, in this case there is a
conflict between positive duties. On the contrary, the maximization of the overall
good is illegitimate when the fulfillment of the positive duty (to bring others aid)
requires the violation of the negative one (not to kill) because the latter is stricter
than the former.
15 The reference to the refusal/renunciation distinction within the NBC’s document
is mainly due to the contribution offered on this issue by Andrea Nicolussi (mem-
ber of the NBC since 2006). Nicolussi has addressed the relevance of the distinc-
tion both during the writing of the NBC’s document and in some of his subsequent
essays [35-36].
16 I am grateful to Prof. A. Nicolussi for this hint that he suggested to me during a
recent e-mail conversation on the distinction between refusal and renunciation.
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