
Guid e line s for W ithd ra w a l of Tre a tm e nt 
of Irre ve rsib ly Critic a lly Ill Pa tie nts on 
Assiste d  Re spira tory Supports 

I. Introduction  
1. T he m edical profession in India, as elsew here in the w orld, is com m itted to providing the best 

healthcare treatm ent and adopt ethical practices in the treatm ent of patients. Benefiting the 
sick and doing them  no harm  is the Hippocratic refrain and the oath resounds w ith advice to the 
physician to “follow  the m ethod of treatm ent w hich, according to m y ability and judgm ents, I 
consider for the benefit of m y patients, and abstain from  w hatever is deleterious and 
m ischievous”. Beneficence and non-m alfeasance are the first articulated ethical precepts that 
set the physician-patient fram ew ork. 

2. Increasing levels of literacy and assertion of patient autonom y have given new  dim ensions to 
inform ed consent for types of treatm ent to be addressed to a patient. N eed for transparency in 
clinical approach is the new  m antra that shall visit every day practice am ongst the m edical 
personnel. M anaging the irreversibly critically ill patients, the nature of treatm ent to be 
adm inistered, the tim e and m anner for w ithdraw al of life support are crucial areas that require 
inform ed public debate to evolve a consensus for hom ogeneity of approach am ong the m edical 
personnel and to avoid ad-hocism .  

3. In a joint consultation of the m edical personnel w orking at the P ostgraduate Institute of M edical 
Education and R esearch (P GIM ER ), Chandigarh w ith the legal fraternity, m ostly practicing at the 
High Court of P unjab and Haryana, the global best practices, studies and recom m endations of 
m edical associations and court judgm ents have been studied. T he follow ing proposals are being 
suggested to the m edical fraternity in India that shall serve as an exordium for debate and 
form ulation of guidelines for w ithdraw al of treatm ents in irreversibly critically ill patients on 
Assisted R espiratory S upports. 

 
II. W hy needed?  

P atients w ith irreversible, end-stage diseases (w here there are little chances of recovery) w ho 
are intubated and rem ain on assisted ventilation m ay linger on for days, and som etim es for 
w eeks or m onths.  

i. Factually, the process results in prolongation of “vegetative life” – a source of m isery for 
everyone, especially for the patient and his/her fam ily. 

ii. T here is a low ering of 'dignity of death' due to futile invasive procedures and 
disintegration of body. 

iii. T here is absolutely no chance of any im provem ent or survival. 

iv. It is extrem ely taxing on the fam ily - physically, financially and psychologically.  

v. Fam ily m em bers generally know  of the outcom e but are in a state of conflict, unable to 
express and decide. A considered m edical opinion w ill help them  to resolve their 
conflicts, provide com fort and peace to m ake an inform ed decision. 

III. S pecific S ituations w hen the need for w ithdraw ing assisted respiratory support m ay arise:- 
1. Brain-stem  death. It m eans the stage at w hich all functions of the brain-stem  have 

perm anently and irreversibly ceased and is so certified in such form  and in such m anner and 
on satisfaction of such conditions and requirem ents as m ay be prescribed, by a Board of 
m edical experts consisting of the follow ing, nam ely:—  

 
i. the registered m edical practitioner in charge of the hospital in w hich brain-stem  

death has occurred; 



ii. an independent registered m edical practitioner, being a specialist to be 
nom inated by the registered m edical practitioner specified in clause (i), from  
the panel of nam es approved by the Appropriate Authority; 

iii. a neurologist or a neurosurgeon to be nom inated by the registered m edical 
practitioner specified in clause (i), from  the panel of nam es approved by the 
Appropriate Authority; and 

iv. the registered m edical practitioner treating the person w hose brain-stem  death 
has occurred. 

W here brain-stem  death of any person, less than eighteen years of age, occurs and is 
certified in the m anner referred to above, any of the parents of the deceased person m ay 
give authority, in such form  and in such m anner as m ay be prescribed, for the w ithdraw al of 
life support. 

2. Deep com a in the presence of all of the follow ing:- 
i. Chronic, previously-diagnosed and documented advanced, end stage disease. 

ii. N o recognizable and treatable or reversible cause of an exacerbation. 
iii. N o concurrent adm inistration of a hypnotic/sedative/ opioid overdose. 
iv. N o hypotherm ia (body tem perature m ore than 35 degree Celsius). 
v. All above (i to iv) are documented to be true by at least tw o specialist doctors. 

 
IV. Ethical P rinciples related to w ithdraw ing of life supports 
 

1. T he Indian M edical Council (P rofessional Conduct, and Ethics) R egulations w ith regard to 
professional conduct, etiquette and ethics term s the practice of euthanasia as m isconduct. 
T he exception is, w ithdraw al of supporting devices to sustain cardio-pulm onary function 
after brain death. Assisted suicide and abetm ent to suicide are legally proscribed and hence 
shall not be indulged by a m edical practitioner.  

2. T here is an im portant distinction betw een intentional killing and allow ing a person to die 
under circumstances m entioned as ‘brain death’ and ‘com a’ above. 

3. P hysicians have an obligation to m ake patients com fortable during dying.  W ithholding 
therapy to provide com fort is not intended to or equivalent to killing.  T he intentions are 
critically im portant in determ ining the m oralities, decisions, liabilities and legalities. 

4. T hese principles are not in anyw ay contradictory to the existing social, religious and legal 
values or system s in India.  

 

V.  R ecom m endations  

1. After proper evaluation of the patient, the condition should be adequately explained and 
discussed w ith at least tw o of the ‘next of the kin’ of the patient w ho are know n to be 
looking after the patient and are prim arily responsible for his / her care.  T he ‘next of the 
kin’ should be ‘legally com petent’ individuals from  am ongst the spouse and the adult 
children, parents and brothers/sisters as defined in the O rgan T ransplantation Act of India.   

2. T he issues of benefit and burden should be clearly and calm ly explained. 
3. R egarding w ithdraw ing, adequate tim e (m inim um 24 hours) should be given to the fam ily to 

m ake a decision. 
4. T he inform ed and w ritten consent should be obtained in the hospital case-records.  W here 

there is a court appointed guardian for a patient w ho is m entally ill, or, w here claim s to 
custody/and or guardianship of m inor children or m entally ill persons are reported to be 
pending in courts, the jurisdictional District Court or higher courts shall be invoked for 
appropriate directions. 

5. Ventilator w ithdraw al:  Generally, there are tw o m ethods w hich are follow ed: 
i. Im m ediate extubation. 
ii. T erm inal w eaning – Gradual 
? P refer slow /gradual w ithdraw al.   
? Ensure patient com fort, relieve anxiety, use anxiolytics / sedatives and slow ly 

reduce the ventilatory assistance.  
? Endotracheal / tracheostom y tube m ay be rem oved / left in place depending upon 

the need or desire of the patient and/or the fam ily.   
? T he need to keep the patient in the hospital (or to discharge) should be separately 

discussed w ith the fam ily and decided accordingly. 
6. All other routine treatm ents m ay be continued as usual.   
 



VI. Court interventions: 

P erm ission shall be sought from  the jurisdictional District Court/ High Court (w herever the latter 
has original jurisdiction) w here treatm ent is being given to the patient, w here the patient is in a 
persistently vegetative state and chances of revival seem  rem ote under one or m ore of the 
follow ing situations:   

i. T here is no unanim ity am ong the next of the kin  for further m anagem ent of the 
patient  for w ithdraw al of life support, or  

ii. T he near relative produces proof of declaration m ade by the patient w hile in a 
sound state of m ind and health that he shall not be resuscitated or adm inistered 
blood w hen he goes into irreversible com atose condition, or  

iii. T he attending doctors or team  of doctors are not indecisive or have differences 
of opinion of w hether or not to continue the treatm ent, or  

iv. T here exists special circumstances that require a higher judicial opinion.  

VII. P ublication 

T he text of these guidelines shall be available freely at the hospital w here the patient is 
adm itted. T he availability of the document shall be displayed in the hospital and the hospital 
staff shall be sufficiently sensitized to explain or read the document to any patient or relative 
attending on the patient. 


