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The surgeon’s dilemma in the face of terminal illness:
Conceptual clarifications and bioethical reflections

at the end of life

Abstract

Background: Surgeons are trained to intervene, rescue and prolong life. Yet when a patient
approaches the end of life, the ethical challenge shifts from how to act to whether further
intervention remains beneficial. Recognizing this translation requires clinical judgement
and ethical discernment.

Case presentation: We present the case of a 56-year-old patient with advanced gastric
carcinoma complicated by catastrophic gastrointestinal bleeding. Despite maximal surgical
and intensive care support, continued escalation would have constituted therapeutic
obstinacy. In consensus with the patient and his family, life-sustaining treatment was
limited and continuous palliative sedation was initiated to relieve refractory suffering.

Discussion: This case illustrates the ethical importance of therapeutic proportionality
in surgical practice. Differentiating appropriate limitation of treatment and palliative
sedation from euthanasia is essential to preserve professional integrity, avoid non-
beneficial interventions, and respect patient dignity. Shared decision-making, transparent
communication, and adequate documentation serve as ethical safeguards.

Conclusion: Surgical excellence includes not only technical mastery but also the moral
maturity to recognize when cure is no longer possible. Integrating palliative care and
limiting disproportionate treatment do not represent failure, but rather a responsible and
compassionate expression of surgical practice at the end of life.

Keywords: end-of life care, therapeutic futility, continuous deep palliative sedation,
euthanasia, surgical decision-making, palliative care
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Introduction

Surgeons are generally accustomed to successful interventions
that sometimes even save lives that were in danger. Therefore,
encountering a terminally ill patient may cause them feelings of
frustration that make him doubt whether he can intervene to help,
even under those circumstances. Given the nature of the specialty,
the tension between intervening or refraining from doing something
is always difficult and require deep reflection and mature judgment,
fundamental skills he must have, because sometimes his actions may
become what is known as therapeutic obstinacy.! Ethical complexity
of disproportionate treatment in surgical settings at the end of life
emphasize the need for shared decision-making, early integration of
palliative and compassionate care to avoid futile interventions given
the therapeutic advances that allow the prolongation of patient’s life.?

The objective of this article is to present a case of end-of-life
management in a surgical setting, to review fundamental concepts
in the face of terminal illness, and to make reflections to facilitate
decision-making that seeks the greatest benefit of the patient.

Clinical case

A 56-year-old male patient presented to the hospital’s emergency
department with abdominal pain and significant deterioration of his
general condition. He was diagnosed by laparoscopy with diffuse
metastatic, full-thickness infiltrating gastric carcinoma (Figure
1 & 2). When he was stabilized and the diagnosis was confirmed,
he was informed about the advanced nature of the disease and the

alternatives of treatment. He was discharged and later he was started
on chemotherapy and palliative care, to delay disease progression.

—

Figure 2 Tumor metastasis.
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One month later, the patient was admitted to the hospital with
significant upper gastrointestinal bleeding, severe pain and abdominal
distension. Endoscopy was unable to locate and control the bleeding
site. Despite transfusions and medication, the patient continued with
uncontrollable active bleeding, leading to progressive hemodynamic
deterioration. The patient and their family were informed about the
severity of the condition, and the unfavorable prognosis. The lack of
effective treatments was explained and alternatives were discussed.
The share authorized and signed decision was made to limit therapeutic
efforts, focusing exclusively on palliative care and comfort, and it was
agreed that cardiopulmonary resuscitation would not be performed.

Given the persistent active bleeding with regurgitation of fresh
blood despite nasogastric decompression, accompanied by restlessness
and pain refractory to conventional management, and in the context
of irreversible disease without therapeutic response, the patient and
his family were consulted regarding goals of care. The institutional
Therapeutic Effort Limitation (TEL) form was completed, following
consensus within the multidisciplinary medical and legal team, and a
structured plan of care was established within the formal TEL process.

By shared decision-making, continuous deep palliative sedation
was initiated to relieve refractory suffering, using titrated midazolam
infusion combined with opioid analgesia, under continuous
monitoring and with an exclusive focus on comfort. Airway protection
was ensured, and despite ongoing hematemesis, dyspnea and distress
were actively prevented. The procedure was carried out in the hospital
ward, surrounded by family members and under supervision of the
multidisciplinary team. Hemodynamic deterioration progressed to
cardiorespiratory arrest, and the patient died peacefully.

Fundamental concepts in end-of-life patient care

The term “end of life” is a complex concept for which there is no
concrete and universal definition, and it is not a common situation in
surgical practice. For clinical practice and research, it may refer to
different temporal windows and perspectives such as epidemiological,
hospice or actively dying phase criteria. It covers key elements such
as: limited life expectancy (frequently operationalized in hospice as <6
months), advanced, progressive, incurable disease, shifts in the goals
of care to symptom management and quality of life. For example, in
the discussed case, it was clear that death was imminent, the patient and
his family were suffering, and there were no other therapeutic options
to cope with the bleeding of the obstructed stomach. Commonly
includes diseases as advanced cancer as this case, end-stage organ
failure, or other advanced diseases, and it involves multidimensional
care needs including physical, psychological, social, and spiritual
support.*”’

As a response to meet the needs of these patients with advanced
and life-limiting illnesses, palliative care emerged in the second half of
the last century.® According to the World Health Organization (WHO),
palliative care is defined as an approach that improves the quality of
life of patients and their families facing problems associated with life-
threatening illness, through the prevention and relief of suffering by
means of early identification, impeccable assessment, and treatment
of pain and other physical, psychosocial, and spiritual problems.’
When the patient was stabilized he was offered chemotherapy to
delay disease progression and avoid complications. This type of care
is not an abandonment, but rather a shift in therapeutic goals—from
cure to comfort, from prolongation of biological life at any cost to
proportional, patient-centered care.'*!!

It involves symptom control (pain, dyspnea, nausea, delirium),
communication, and shared decision-making aligned with patient
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values, clarification of goals of care, and when prognosis is limited,
avoiding non-beneficial or disproportionate interventions. It neither
intends to hasten nor to postpone death and differs clearly from
euthanasia and physician-assisted suicide, while also providing an
alternative to therapeutic obstinacy.

Euthanasia is the deliberate intervention with the explicit intention
of ending a patient’s life, at the patient’s voluntary and competent
request, in order to relieve suffering. The key elements are intentionality
(to cause death), causation (the physician’s act directly leads to death)
with patient’s consent (in cases of voluntary euthanasia). This practice
is distinctive from the withdrawal or withholding of life-sustaining
treatment, in which death results from the underlying disease rather
than from a lethal act. Euthanasia is against the nature of the patient-
physician relationship, the medical profession, and fundamentally
alters its role in society.>'>!?

On the other hand, therapeutic obstinacy—also referred to as
medical futility, disproportionate treatment, non-beneficial treatment,
or the term “potentially inappropriate treatments” recommended by
the Society of Critical Care Medicine—describes the persistence of
diagnostic or therapeutic interventions that offer no reasonable hope
of benefit to the patient or impose burdens grossly disproportionate
to the expected clinical gain as is sometimes seen in cases when
needless procedures were done.'*'7 Clinical uncertainty, physician
overestimation of survival or misjudge functional decline, frequently
contributes to ongoing aggressive treatment in situations where real
benefit is minimal. Sometimes physicians and families struggle
emotionally to perform maximal intervention.'”® In the presented
case, both the patient and his family understood perfectly the
advanced nature of the disease and agreed the goals focused to give
a compassionate care and comfort. Therapeutic obstinacy does not
arise from malice, but from a convergence of professional identity,
uncertainty, systemic pressures, and emotional complexity. The
persistence of non-beneficial or disproportionate treatment carries
significant consequences: prolonging the dying process, moral
distress, unnecessary consumption of critical care resources, and
distortion of ethical principles.'*?!

In surgical culture in particular, there is a deep commitment to
rescue, and technical problem-solving. Death is often perceived
as failure rather than as a natural outcome of disease progression.
This “rescue imperative” may drive continued intervention even
when prognosis is poor and therapeutic goals are no longer
attainable. Surgeons may sometimes experience moral discomfort in
recommending non-intervention, equating it with abandonment."

To decide for the best end-of-life patient care, it is important to
have in mind the concept of therapeutic proportionality. A strong
ethical evaluation of the expected benefit of a medical intervention
in relation to the burden it imposes on the patient. It distinguishes
between ordinary means that offer a reasonable expectation of benefit
with an acceptable burden, and extraordinary means which impose
a disproportionate affliction relative to the anticipated benefit.”?
This concept has historical roots in Catholic moral theology but
it has been fully incorporated into contemporary bioethics as a
central criterion for determining when it is ethically justified to
initiate, withhold, or withdraw medical treatments.?>** It requires a
multidimensional assessment including patient and family values and
goals. Consequently, any intervention including palliative sedation as
in this patient, must be administered only to the extent necessary to
achieve symptom relief.

All of the above is closely related with patient autonomy. The
patient’s right to receive adequate information, and to accept or refuse
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the indicated interventions, it is not an easy task to give this kind of
disclosure, but it is an unavoidable duty of the treating doctor. However,
it does not oblige the physician to offer or continue interventions
when the balance between benefit and burden is negative.??¢ In cases
of incapacity, respect for autonomy is maintained through substituted
judgment or legal representation, prioritizing the patient’s previously
expressed wishes and values.

Within this ethical context, as was decided in the case presented
here, limitation of therapeutic effort (LTE), the decision of not
to initiate or to withdraw disproportionate treatments in dialogue
with the multidisciplinary team and the patient and his family is an
option.2+2728

Within this framework, treatment is redirected toward comfort-
oriented measures, including proportional analgesia and anxiolysis.
Symptom-driven supportive interventions such as non-invasive
ventilatory support or high-flow oxygen therapy for dyspnea, airway
adjuncts, maintenance fluids, and drainage procedures to relieve
abdominal or bladder distension are considered if appropriate. It is
a responsible and compassionate redirection of care goals toward
symptom control and accompaniment aligned with the patient’s best
interest.

Palliative care including LTE is distinguished precisely by its
commitment to accompaniment until death.” It is important to
mention that spiritual support is of paramount significance for some
people. This was of particular importance to our patient, a devout
Catholic, for whom this assistance was of great help and provided
him and his family with tranquility and peace.

When patients in the final phase of life suffer intolerable physical
symptoms and psychosocial, spiritual, and existential distress,
refractory to all forms of relief despite optimal palliative care at the
end of life, palliative sedation is an ethically acceptable option to
not consciously experience this suffering. Palliative sedation is the
monitored use of medications to induce a reduction in consciousness to
relieve this intolerable suffering, when other interventions have failed
or are not feasible. The final event for our patient, who presented with
massive, uncontrollable bleeding from the upper gastrointestinal tract
caused by the tumor in an obstructed stomach, was a catastrophic and
devastating experience for the patient and his family, causing them
great distress. Deep sedation allowed the patient’s imminent death
to be more peaceful, enabling his family to lovingly attend to him,
cleaning him and comforting him with words and gestures.

This challenging decision should be clearly understood and
accepted by the patient and his family and multidisciplinary
assessed and documented on the medical record. Informed consent is
mandatory, whether obtained directly from the patient or through legal
representatives in cases of incapacity. The principle of proportionality
requires that sedation be individualized, titrated to the minimum
depth and duration necessary to relieve suffering, and periodically
reassessed. It should be clearly distinguished from euthanasia in terms
of aim (to alleviate suffering and not to end life), means (to lower
consciousness proportionally until distress is relieved), result (relief
of suffering with life-shortening as exceptional side-effect) and timing
(reserved for the terminal phase of life).**! It should remain as a last
alternative, thus it requires transparency, documentation, and, when
possible, involvement of specialized palliative care teams.

Discussion

Some surgeons instinctively perceive a patient’s death as a
professional failure. However, when a patient is clearly approaching
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the end of life, the true dilemma lies not in doing less, but in
recognizing when further intervention ceases to be beneficial. In
such circumstances, the surgeon’s responsibility shifts toward
acknowledging appropriate limitations of treatment, expression of
professional integrity and respect for human dignity, ensuring comfort
at the end of life toward a peaceful death. The patient presented here
exemplifies this tension. Despite maximal surgical and intensive care
support, the patient’s clinical trajectory made clear that continued
escalation would have constituted therapeutic obstinacy rather than
beneficence.

Surgeons must therefore be familiar with the ethical and clinical
principles that guide end-of-life accompaniment. Understanding the
distinction between proportionate limitation of treatment, palliative
care integration, and euthanasia is essential. Whereas euthanasia
intentionally seeks to cause death, appropriate end-of-life care aims
to relieve suffering while allowing the underlying disease to follow
its natural course. Confusing these categories risks either therapeutic
obstinacy or inappropriate withdrawal of meaningful care. Surgical
training traditionally emphasizes rescue and cure; however, it must
also prepare physicians to recognize when cure is no longer possible.

These ethical principles are reinforced by the legal framework
governing end-of-life care. For example, the Mexican General
Health Law, recognizes the right of terminally ill patients to receive
comprehensive palliative care, emphasizing pain relief, dignity,
autonomy, and the limitation of therapeutic effort when treatments
become disproportionate, and the Federal Penal Code establishes that
euthanasia constitutes a criminal offense, as it is classified as homicide,
thereby delineating a clear legal boundary for medical practice.’>*

At the international level, widely recognized guidelines further
define the clinical, ethical, and legal parameters for palliative
sedation. The framework of the European Association for Palliative
Care (EAPC), other national recommendations of palliative care, and
the Position Statement of the National Hospice and Palliative Care
Organization (NHPCO) converge on essential criteria.** 3¢

Surgeons do not have an absolute obligation to pursue cure;
rather, their duty is to act in the patient’s best interest, which includes
recognizing when a surgical intervention will not provide meaningful
improvement and may instead increase suffering.’”** When surgery
does not align with the patient’s goals, fails to improve prognosis,
or imposes excessive burden relative to expected benefit, there exists
a moral duty to limit intervention. Even when patients or families
request non-beneficial procedures, physicians are not ethically obliged
to provide interventions that are medically inappropriate.!'-37340

The ethical distinction between omission and causation is
particularly relevant. Withholding or withdrawing a futile intervention
does not equate to causing death, but rather a responsible decision
aimed at avoiding therapeutic obstinacy. The phenomenon of “surgical
optimism,” characterized by an overestimation of the capacity of
surgery to resolve complex problems in critically ill patients, can
contribute to disproportionate interventions and loss of perspective
regarding realistic outcomes.*

Conflicts between family pressure and clinical judgment are
common in these emotionally charged contexts; therefore, transparent
communication, shared decision-making, and the involvement of
ethics committees and palliative care teams are essential safeguards.

In surgical end-of-life care, communication and informed consent
are not procedural formalities but moral safeguards. They are not
merely relational skills but an ethical obligation. Honest discussion
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of prognosis is essential. Decisions regarding limitation of life-
sustaining treatment, avoidance of disproportionate interventions, or
transition to comfort-focused care require transparent, compassionate,
and structured dialogue between the surgical team, the patient, and the
family, enabling them to make decisions consistent with their values.
Delayed or inadequate goals-of-care discussions are associated with
increased use of non-beneficial treatments.*' Informed consent at the
end of life requires more than technical disclosure of procedural risks.
It must include the probability of achieving meaningful recovery, the
possibility of prolonged stays in intensive care units, the alternatives,
including non-operative management and palliative care, and the
option to decline or withdraw treatment without abandonment.*> True
informed consent is compromised when discussions focus solely on
procedural details without addressing global prognosis and overall
goals of care. Consent obtained under conditions of unrealistic
optimism or incomplete disclosure may be ethically inadequate. When
decision-making capacity is impaired, surrogate decision-makers
must be guided by substituted judgment (what the patient would
have wanted) or, when unknown, by the best-interest standard. Clear
communication with surrogates reduces conflict and moral distress.
The aim is to protect patients from disproportionate intervention,
protect surgeons from acting beyond proportional benefit, and
preserve the integrity of the therapeutic relationship.

Finally, adequate documentation of clinical assessments, goals-of-
care, and decision-making processes is a core component of ethics
and professionalism in these complex cases. It confirms transparency
demonstrating that decisions were guided by proportionality, patient
values and certifies that all members of the healthcare team and
the patient agreed plan of care. It also provides legal protection,
particularly when Do-Not-Resuscitate (DNR) is decided to avoid
ambiguity. Just as technical precision defines operative excellence,
conceptual clarity in documentation defines ethical excellence.**

In the postoperative intensive care unit (ICU), ongoing
reassessment of benefit is imperative. At that stage, the surgeon’s
moral responsibility shifts toward limiting therapeutic effort and
redirecting care toward symptom management and accompaniment.
This transition does not signify abandonment but rather reflects ethical
maturity and fidelity to the patient’s dignity. Ultimately, therapeutic
proportionality provides the ethical guide for decision-making in
palliative and surgical contexts involving the end of life, ensuring
that medical practice remains oriented not toward the indefinite
prolongation of biological life, but toward the relief of suffering, the
respect for autonomy, and the preservation of human dignity.

Conclusion

Surgical identity traditionally centers on intervention and rescue;
however, a surgeon’s moral responsibility and their adherence to
ethical surgical practice at the end of life, demand discernment,
proportionality, and the compassionate courage to recommend
comfort-focused care at the end of life, even by means of LTE, or
deep palliative sedation when indicated, when operative measures no
longer serve the patient’s best interest.

Integrating palliative care and recognizing appropriate limitation
of treatment do not signify failure, but rather a commitment to patient
dignity and to the moral maturity of surgical practice.
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