
INTRODUCTION

The Act on Hospice and Palliative Care and Decisions on 

Life-Sustaining Treatment for Patients at the End of Life 

(hereinafter referred to as the Act on Decisions on Life-Sus-

taining Treatment) was implemented in February 2018, allow-

ing terminally ill patients to withdraw or withhold meaningless 

life-sustaining medical care in accordance with their own will. 

In addition, even healthy individuals can express their inten-

tions by advanced directives (ADs) in advance whether to 

undergo life-sustaining medical care or not without diseases 

[1]. This led to over-extended interpretation of the right to 

opt for dignified death [2], and the Act on Decisions on Life-

Sustaining Treatment was even referred to as “Death with 

dignity Act”. Furthermore, not only the general public but also 

the press, mass media and some academic literatures and even 

public institutions are using termination of meaningless life-

sustaining medical care and “Death with dignity” as synonyms 

[3,4]. However, in the US state of Oregon, where a “Death 

with Dignity Act” actually exists, the concept is not about 

withdrawing or withholding life-sustaining devices for death 

with dignity. It is used as an euphemistic expression for “phy-

sician-assisted suicide”, which allows a terminally ill patient 

without possibility of recovery to actively shorten his life with 
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the assistance of physician [5]. Nonetheless, many people use 

“death with dignity” confusing with euthanasia or withdraw-

ing meaningless life sustaining treatment because they believe 

confronting death without suffering dying process is “well-

dying.” Accordingly, when patients or their family members 

use “death with dignity”, health care providers should under-

stand and identify what they really want.

MAIN TEXT

1. Concepts of euthanasia and physician-assisted 

suicide

Euthanasia is a compound derived from the Greek words 

“eu” (good) and “thanatos” (death), and refers to an act of 

dying that is peaceful, comfortable, and painless. It is the act 

of intentionally shortening the life of a patient who is suffering 

from extreme pain, at the request of the patient or their family 

members [6]. The patients requesting euthanasia may believe 

that death would be more comfortable than sustained pain-

ful life. Although the views on the scope of euthanasia differ 

widely, they can be categorized into 1) withdrawal of medical 

intervention or medication that has no therapeutic functions, 

2) assertive and direct intervention to directly induce death of 

patient in terminal stage, 3) withholding all medical interven-

tions to allow or hasten death, 4) indirect consequence of pal-

liative drug, 5) physician-assisted suicide [3]. What is common 

to all these concepts is that the patients requesting euthanasia 

are confronted with the “situation of severe suffering” in which 

they feel that death is better than sustaining life with suffering, 

which is anticipated due to aggravation of the disease in the 

near future.

Depending on the causal relationship of death, euthanasia 

can be also classified into 1) active euthanasia, which involved 

taking active actions such as medication injection to terminate 

a patient’s life, 2) passive euthanasia, which involves hasten-

ing the time of death by withdrawing the measures to sustain 

the patient’s life. In particular, “physician-assisted suicide” is 

defined as a patient dying directly through a method provided 

by a physician at the patient’s request [7]. Although passive 

euthanasia could be constructed as an artificial intervention 

involving “withdrawing necessary measures”, there is a mis-

understanding that it is allowed by the Act on Decisions on 

Life-Sustaining Treatment. Here, the concept that the decision 

made by the patient is also misinterpreted that the patient has 

the right to make decision to end his own life.

2. Current status of perception of euthanasia

Health care provider, civic groups and patient groups in 

Korea continue to display negative attitude towards formal al-

lowance of euthanasia although general public misunderstand 

that the Act on Decisions on Life-Sustaining Treatment allows 

passive euthanasia. Accordingly these groups are presenting 

the opinion that further institutional support and activation of 

hospice palliative care is necessary to better prepare for death 

with dignity rather than euthanasia to ensure “well-dying” 

of patients. Palliative care ordinance for wellbeing in Taiwan 

implemented in 2000 comprehensively deals with the scope of 

hospice palliative care, which is perhaps most similar to Act 

on Decisions on Life-Sustaining Treatment in South Korea. 

However, this regulation does not make distinction between 

terminal stage and last days of life, and they allow decisions 

can be made through consultation between the patient’s family 

and/or representative and medical staff if there is no docu-

mentary evidence that the patient personally consented to and 

signed for such action [8].

Some countries include 10 states in the USA, Province of 

Victoria in Australia, Canada and Netherlands allow eutha-

nasia as of 2021. These countries stipulate the conditions for 

physician-assisted suicide as follows 1) terminal stage disease, 

2) no possibility of full recovery, 3) left with unbearably pain 

or burdensome life as the direct consequences of the disease, 

4) voluntary and continuous request for death while the pa-

tient having the ability to make judgments, 5) it is impossible 

to terminate life of patient without assistance. These countries 

stipulate conditions as safety measures to prevent abuse or 

misuse as follows 1) consultations and prescriptions are only 

available at medical institutions, 2) check whether the patient 

who is an adult has decision-making capability, 3) check 

whether it is voluntary decision made out of free will, 4) pro-

vide documented explanation and consent thereof, and the 

explanation must include the details of palliative care, 5) two 

or more medical professionals must confirm and signed and 6) 

provide opportunity to withdraw request for euthanasia [5].
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3. Euthanasia, and its controversial ethical issues 

and problems

The withdrawal of meaningless treatment should not be 

confused with the abandonment of treatment, and is clearly 

different from the concept of euthanasia. The withdrawal of 

“meaningless” treatment is defined as stop of measures to be 

taken without possibility of stabilizing or improving the pa-

tient’s conditions, even more harm the patient. It is the ter-

mination of what can be deemed as obsession of treatment 

carrying out under the circumstances of unavoidable death. 

Abandonment of treatment or care refers to intentionally faill-

ing to perform balanced and appropriate actions that could 

prevent the progression of disease, or not taking necessary 

care even when death can be averted. Euthanasia, is a different 

concept altogether, as it intentionally causes a patient’s death 

at their request, and always involves artificial actions. The Act 

on Decisions on Life-Sustaining Treatment in Korea allows 

the withdrawal of “meaningless treatment” in situations where 

death is inevitable. This is a completely different concept from 

the abandonment of treatment or euthanasia. Therefore, the 

implementation of the Act on Decisions on Life-Sustaining 

Treatment should not be considered as allowing passive eu-

thanasia.

Those who advocate euthanasia believe that it would be 

better to choose death over the life of living under unbear-

able pain or suffering because they put greater importance 

on the how they live, that is, value of life, than on life itself. 

As such, it is necessary to more closely examine what “life of 

suffering” that the patients and their families are referring to 

means. Those with incurable disease often fear the physical 

pain or suffering that will come as their disease progress, and 

they worry that they will spend the rest of their life waiting 

for death in distress. They may also think the high medical 

expenses associated with prolonged hospitalization as a sig-

nificant financial economic burden on their family members 

even disease is not improved. These factors can make patients 

their remaining life meaningless, leading to consider euthana-

sia. Those who advocate euthanasia assert that acknowledging 

the right to choose death is a better means of ensuring human 

dignity if the terminally ill patients could degrade the dignity 

by continuing their lives with such suffering. However, it must 

be pointed out that living a suffering life itself does not degrade 

human dignity. Terminally ill patients may suffer from physi-

cal, psychological, and economic problems, but this does not 

mean they are not dignified. It is just the situations that they 

face that make them feel undignified. Therefore, it is important 

to do everything possible to solve these issues so that patients 

can maintain their dignity without resorting to terminating 

their life.

If only the value of life is emphasized rather than viewing 

the human life itself for dignity, there is a risk or error that 

euthanasia will be justified even under various situations not 

terminal disease, leading to the risk of loss of the dignity of life 

itself. There is also risk of inducing eugenic logic by applying 

the justification of euthanasia to terminally ill patients who 

cannot or do not know how to give consent although it will be 

carried out with the consent of the patients.

4. Rationale and ethical issues of physician-assisted 

suicide

Those favoring physician-assisted suicide assert that it 

should be considered different from homicide or euthanasia. 

They claim that physician-assisted suicide is not a crime it ex-

ecuted for the well-being of the patient under mutual consent 

or agreement between the patient requesting and health care 

provider executing the action, unlike homicide intentionally 

premeditated due to hatred or revengeful thoughts. However, 

“life” is not a subject or commodity that can be exchanged 

through mutual consent or agreement. Although euthanasia or 

physician-assisted suicide differs from criminal homicide, it is 

nonetheless inevitable to ultimately discern it as an act of aid-

ing suicide. It is because the motivation that induced certain 

action taken, even it can play an important role in better un-

derstanding the moral responsibilities for such action, cannot 

change or justify the nature of the action itself. That is, even 

if homicide was committed out of sympathy, a homicide is 

nonetheless nothing more than a homicide. Physician-assisted 

suicide, although it is done to relieve the patient’s pain, also 

leads to artificial termination of life.

Recent public opinion polls have shown that significant pro-

portion of the people is in favor of physician-assisted suicide 

[9], but it is risky to accept these results as they are based on 

surveys of the general public. People may have a vague fear of 
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the pain or suffering associated with incurable or terminal dis-

eases. The proportion of people who prepare AD in a healthy 

state without a real sense of the disease, is steadily increasing. 

However, the proportion of those preparing ‘life-sustaining 

treatment plan’, which discuss the withdrawal or withholding 

of meaningless life-sustaining treatment in real situation by 

patients themselves with terminal stage disease has not shown 

significant changes (Figure 1) [10]. That is, it is quite different 

of perspectives of patient currently undergoing treatment due 

to real illnesses from those of general public. Since the afore-

mentioned public opinion polls on physician-assisted suicide 

were conducted on the general public rather than patients, 

such results cannot be directly applied to the conditions of ter-

minally ill patients and their family members.

Another basis for justifying physician-assisted suicide is a 

right for patient’s self-determination [11]. “Right” refers to 

demanding of official acknowledgement of certain things that 

are equality valuable for everyone [12]. For example, the val-

ues of rights such as education, caring and freedom, etc. have 

been acknowledged and accommodated by the constituent 

members of the society in order to enable people to express 

the capabilities of human built into the lives of human beings. 

Accordingly, it is possible to make specific demands to the so-

ciety and its members to concede certain portions of rights and 

understanding for realization of such rights for everyone. That 

is, right is not an issue of each individual but, rather, a concept 

to which relational principle in the society is applied. From the 

perspective of the right of patient, since the patients have the 

right to receive care, they can request and be provided with 

various types of care for disease control or improving quality 

of health. This is also an expression of the basic right of hu-

man for life. However, death is a state in which all the pos-

sibilities for realization of values and virtues of the living state 

have been terminated. Even if the patient’s special conditions 

are considered, death itself cannot be state considering “right” 

because it does not do any good or benefit to society or its 

members. Therefore, with regard to the “right to die,” it can-

not be deemed as a “right’ that can be accommodated by the 

Life-sustaining medical care plan

No. of annual registrations (unit: cases)

Accumulation
of 15,278

No. of annual registration of life-sustaining medical care plan
displays trend of continuous increase since 2018

No. of registration by males (50,596 cases) was approximately 1.7
times higher than that by females (30,533 cases).

In particular, no. of registration of life-sustaining medical care plan
is relatively higher in males in their 60 s and 70 s.

Accumulation
of 36,201

Accumulation
of 58,261

Accumulation
of 81,129

2018 2019 2020 2021

15,207 20,923 22,060 22,868

No. of annual registrations (unit: cases)

Accumulation
of 101,032

No. of accumulated registration of advance medical care directive
exceeded 1.16 million

No. of registration by females (804,717 cases) was more than
2 times higher than that by males (357,077 cases).

In particular, No. of registration of advance medical care directive is
the highest for those in their 70 s followed by those in their 60 s
and 80 s.

Accumulation
of 533,520

Accumulation
of 791,477

Accumulation
of 1,161,794

2018 2019 2020 2021

93,395 432,488 257,957 370,317

Figure 1. Current status of life-sustaining medical care plan.
Source: Statistics 2022 [Internet]. Seoul: Korea National Institute for Bioethics Policy; 2022 [cited 2023 Apr 1]. Available from: https://www.nibp.kr.
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society. The right to death with dignity requested in a terminal 

stage or during the last days of life should not be the right to 

have the patient die, but the right of the patient to be cared for 

maintain a comfortable life until the end of life [13,14].

Advocates of physician-assisted suicide assert that health-

care providers deal with life through compassion, they should 

also have the responsibility to manage the end of life based on 

medical judgments about the quality of life. They are in charge 

of caring at the time of birth, throughout life and till the time 

of death. If the disease cannot be cured, they need to assist the 

patient to live in greater comfort by alleviating symptoms and 

manifested due to diseases. At this stage, healthcare providers 

should care for the patient as a whole person, not merely an 

object of medical care, to maintain the patient’s dignity. This 

means healthcare providers should understand what the pa-

tient wants and what medical assistance is necessary at the end 

of life, taking into account the patients’ views and preferences. 

For terminally ill patients, health state affects their decision-

making. As they approach the end of their life, it becomes 

challenging for them to specify their preferences, and they 

depend on their family members’ decisions. If a patient in his 

last days of life refuses certain treatment and requests death, it 

is more appropriate to interpret it as resignation of life rather 

than accommodation of death. In reality, many patients do not 

want to die, but want to escape from the difficult situations 

they face.

CONCLUSION

Physician-assisted suicide refers to assisting of inducing death 

at the request of a patient who fear of forthcoming sufferings. 

However, the act of using medical care to artificially end a life 

that has become as to wish for death does not preserve human 

dignity, rather than a kind of homicide. Health care provider 

should be focused on reducing patient’s suffering by alleviating 

symptoms so that they may live their final days as comfortable 

as possible. It is necessary to continually provide appropriate 

medical care to maintain dignified state of the patients until the 

last days of life rather than artificially terminating life to ensure 

their death with dignity. Therefore, what the society needs to 

do for death with dignity is to qualitative and institutional re-

inforcement and activate hospice palliative medical services for 

provision of comfortable care rather than allowing euthanasia 

including physician-assisted suicide.
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