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The Supreme Court (SC) of India’s judgment on March 11, 2026, in Harish Rana vs Union of India, brought greater clarity on the 
complex issue of end-of-life decisions; specifically on withdrawal of care from persons in a “permanent vegetative state” [1]. In an 
earlier landmark judgment in Aruna  Shanbaug  vs  Union  of  India in 2011, the Court had allowed petitions in favour of 
“withholding or withdrawal of life support” to allow “a dignified death”, in very rare cases, following specific procedures outlined 
in that judgment [2]. In 2018, in Common Cause vs Union of India, the SC recognised the “right to die with dignity” as an extension 
of the fundamental “right to live with dignity” under Article 21 of the Indian Constitution. Patients who were terminally ill could 
refuse futile or burdensome treatment and could register Advance Directives, against unnecessary suffering caused by such 
treatment [3]. That judgment detailed the decision-making process to be followed for withdrawal of treatment, in order to 
protect vulnerable patients and prevent misuse. These procedural steps were later simplified by the SC in 2023 into what is 
termed “Common Cause Guidelines 2023” [4]. 

The recent SC judgment of March 11, 2026, is the first such judgment of the apex court in which the Common Cause Guidelines 
have been fully applied [1: para 241]. It clarified the rationale and process for withdrawal of medical interventions from a person 
in a permanent vegetative state, Harish Rana, being cared for at home. Keeping the best interest of Harish Rana in mind, the SC 
examined the appropriateness of artificially prolonging his life; one marked by continued suffering in the form of infections, 
lung aspirations, convulsions, and need for repeated hospitalisations, when his underlying neurological condition was 
irreversible. The SC allowed the withdrawal of medical interventions in a hospital setting where palliative care could be provided 
to him until the end, stating:

This decision is not about choosing death, but is rather one of not artificially prolonging life. It is the decision to withdraw life­

 sustaining treatment when that treatment no longer heals, restores, or meaningfully improves life. It is allowing nature to take 

its course when medicine can only delay the inevitable because survival is not always the same as living [1: para 332].

The judgment repeated certain principles: (a) that the specifics of the case are crucial in arriving at the decision; (b) the focus 
should remain on the “best interest of the patient”, protecting patient dignity and autonomy; (c) the patient should never be 
abandoned after withdrawal of treatment; palliative care is mandatory and (d) emphasised that euthanasia (actions directed at 
ending life) continues to be illegal in this country.

Misuse of terms

It was disappointing to note the persistent use of the obsolete term “passive euthanasia” which only leads to misunderstanding. 
The judgment retains this legacy obfuscatory term and applies it to the act of “withdrawing or withholding inappropriate care”, 
even though such action is neither passive nor is it “euthanasia”. In fact, the Indian Council of Medical Research (ICMR), in 2018, 
released a document specifically to address this confusion that emerged after Common Cause vs Union of  India  in 2018 [5]. It 
says, “The  term  passive  euthanasia  is  an  obsolete  terminology  and  should  be  avoided  as  euthanasia  cannot  be  passive  and 

withholding or withdrawing a potentially  inappropriate treatment  in a patient dying with a terminal  illness  that only prolongs the 

dying process, cannot be construed as an intention to kill.”[5: p 14]  It also says, “Euthanasia is the intentional act of killing a dying 
patient with terminal illness by the direct intervention of a doctor, for the purpose of good of the patient. However, allowing natural 

death,  withholding  and  withdrawing  of  life  sustaining  treatment  to  limit  harm  and  suffering  in  a  dying  patient  should  not  be 

construed as Euthanasia.” [5: p 14] 

The significance of the “intention” in euthanasia is crucial, as it is directed at ending the patient’s life as a means to end suffering. 
Further, the Indian Medical Council Ethics Regulation 2002, says: “Practising euthanasia shall constitute ethical misconduct” [6: 6.7]. 
One can see how use of the term “passive euthanasia” is problematic, as physicians may face moral distress if called upon to 
perform the unethical and illegal act of “euthanasia”. The judgment reaffirms the role of medical expertise at every stage [1: para 
228]. It recognises that the moral agency of the doctor cannot be overridden in such decisions and continual conversations with 
the patient and family may be needed to ensure alignment of the values of all parties. The judgment acknowledges that in 
Harish Rana’s case, this alignment was achieved [1: para 330]. 
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Professional “conscience” and respect for the “sanctity of life” formed through culture and training, is generally inconsistent with 
euthanasia [7]. In fact, even countries that have legalised euthanasia tend to use gentler terms, like Medical Assistance in Dying 
(MAID) and Physician assisted Suicide (PAS), to take the edge off the action of ending life [8]. 

Use of the term “passive euthanasia” can also lead to apprehension in vulnerable patients who entrust themselves to physicians 
for healing and care; knowing that doctors have the capacity to euthanise can be extremely unsettling. Not every person may 
understand that the term “passive euthanasia” in the SC judgments actually refers to “withdrawal of inappropriate treatment”. A 
judgment as important as this should have aligned its terminology with scholarly work as reflected in the ICMR document and 
dropped the misleading term altogether. That would have helped educate patients, as well as protect doctors engaged in 
distressing end of life communication with dying patients and their families.

Insensitive reporting

In such cases, more balanced and less sensational media reporting could have stemmed public confusion. Headlines like “Right 
to Die” and “SC allows Passive Euthanasia” with almost voyeuristic video snippets of Harish, make the task of doctors that much 
harder, and can deepen distrust in the health system [9,10]. Irresponsible reporting without factual discussion points can have a 
detrimental impact on citizen understanding of the judgment and its implications.

Withdrawal of and withholding care 

In fact, what the SC is permitting in this judgment is withdrawal of futile treatments in consultation with the patient or family, 
which is not uncommon in end-of-life medical care. It respects the patient’s right to refuse non-therapeutic procedures, and to 
be allowed to die with dignity from the underlying illness, receiving palliative care till the end [11]. The intention here is to 
prevent unnecessary suffering from aggressive medical interventions when death is foreseen and inevitable; the patient is 
never abandoned, and the dying process is eased through palliation. This situation could arise in terminally ill patients with late-
stage cancer, renal failure where dialysis is no longer effective, progressively debilitating disease, advanced heart disease, 
irreversible brain injury, and patients in permanent vegetative states, among others. “Futility” implies a clinical judgement that a 
therapy will not improve the patient’s condition and will instead risk causing suffering. It acknowledges the limits beyond which 
science and medicine cannot deliver benefit to the patient, despite the best efforts [12,13,14].

As the judgment states

Medical futility is to be understood not in terms of the inability of treatment to cure the underlying disease but in the absence 

of any benefit being conferred  to  the patient. Likewise,  recovery does not connote  restoration  to  full health or avoidance of 

death but rather the resumption of a quality of life which the patient himself would regard as worthwhile” [1: para 183].

Prognosis at the end of life is based on evidence and experience, evaluation of the patient’s condition and response to 
treatment. Though scoring, grading and scales used in evaluation are fairly accurate, it is an inexact science. Communication 
becomes crucial here to convey limitations, outcomes, reassurance and options to the patient and family, as well as to propose 
the need for a transition to comfort care, when necessary.

The importance of unraveling these strands lies in the demand for ethical actions in end-of-life treatments and decisions. 
Continuing futile interventions would violate the Hippocratic dictum “Primum non Nocere” (First, do no harm). To prolong futile 
treatment in order to “keep the patient alive” amounts to an assault on the dignity of the patient and can cause unwarranted 
suffering. If this stems from medical hubris or a form of “therapeutic obstinacy” it must be denounced. Finding the right balance 
between non-maleficence and autonomy may be challenging; doctors are not obliged to continue futile treatments that may 
only cause suffering, and patients can refuse treatments when they no longer hold any hope of benefit. Medical humility may 
be what is called for, when all efforts fail, and the patient needs reassurance against abandonment. Sensitive communication, 
and informed consent are key to respectful withdrawal of treatment and transfer to comfort care; the conversation is not about 
ending life, though death is foreseeable and inevitable, but rather about easing the suffering of the dying patient. 

On the other hand, doctors must prepare to face heightened family emotions, pleas to “do everything”, and unreasonable 
expectations that cause moral distress, and confuse decision making. Here, as always, it is good communication and trust in 
healthcare systems that holds the key to satisfactory outcomes; trust that can only be built on a track record of committed and 
inclusive care. It is thus impossible to separate this question from the larger question of the state of healthcare in India [15].

Court judgments are directed to the specifics of the case; in Harish Rana, the plea centred on the removal of the medical feeding 
device Percutaneous Endoscopic Gastrostomy (PEG) that provided Clinically Administered Nutrition and Hydration (CANH). This 
tilted the controversy towards whether nutrition and hydration should ever be withdrawn; if so, under what conditions, and by 
whom. In Rana’s case, these were the wrong questions; the parents had come to realise that persisting with painful medical 
interventions was “not in his best interest”, and “inappropriate”, since chances of neurological recovery were remote, and they 
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were only prolonging his suffering [1: para 208]. The pathos of long-term care provided by the hopeful parents, the depletion of 
resources, emotional trauma, fears over future care, and final acceptance of medical limits, scripts a story of emotional suffering 
and grief, both particular and profound. Its moral complexity is knotted within cultural constructs, socio-economic realities, and 
structural vulnerabilities, interrogating our concepts of human dignity, familial duties, and quality of life [16]. The judgment has 
depicted the case sympathetically, as illustrative of the many difficult questions around healthcare, and in the present context, 
around end-of-life care, in India [1: para 60].

Healthcare and legal systems 

With every successive court judgment on withdrawal of care, we are reminded of the inequities and deficiencies in our 
healthcare system; a painful factor in our end-of-life decisions. We still await a systematic approach to healthcare access that 
ensures affordable quality care for all [17]. Not everyone can afford expensive treatments at end of life, ICU care, or life 
sustaining care for persons in persistent vegetative states. In the absence of universal care, it is ultimately up to families and 
societies to decide on the limits of financial resources available. Studies show that significantly higher individual health expense 
is incurred at end of life [18]. The family may opt for a “discharge against medical advice”  and move to an affordable hospital or 
even return home [19]. This is morally distressing for health workers and catastrophic for patients with no safety net, or access to 
palliation. The push for palliative care in all hospitals and every district is a welcome move that is yet to materialise; only 4% of 
those who need palliative care can access it [18] [1: para 23]. On the other hand, the call for reining in escalating healthcare costs 
and improvement of government hospitals appears to go unheeded. Given our ageing population, this need for resources and 
communicative structures directed at end-of-life care, will only increase. One option is to establish Hospital Ethics Committees 
or Clinical Ethics Committees (CEC) within hospitals to sensitise doctors to clinical ethics and advise and support health teams 
and patients in difficult end of life decisions.

The Harish  Rana judgment calls for legislation to ease the procedural burdens of families faced with withdrawal of futile 
treatment. In the case of Harish Rana, the path to withdrawal of medical care through pleas, specialist opinions, high court 
refusals and SC appeals took almost two years of persistence and legal costs; this itself is cause for concern. Para 289 notes that 
in the absence of legislation, end-of-life decisions risk being shaped by considerations “wholly extraneous to medical science or 

the patient’s autonomy” — particularly financial distress and the inability to sustain expensive medical care — “blurring the line 
between a genuine best­interest determination and one compelled by economic exhaustion” [1: para 289].

Advance directives

End of life decisions are complex as they require a holistic evaluation of the patient’s condition; a pragmatic determination of 
harms and benefits, including burdens, on the caregivers and family. Advance Medical Directives (AMD), while recommended as 
a way of addressing the issue of the individual’s consent, can have limitations, as it is not always possible to foresee and plan for 
every medical eventuality. In this context, the value and legal force of these “living wills” is still debated; they often remain 
intentionally or unintentionally broad, leaving specific decisions to be made by named surrogates when patient “capacity” is lost 
[20]. AMDs that are drawn up at the start of a progressively debilitating illness, and are updated by the patient until there is loss 
of capacity, are more useful. They can assist doctors by providing an idea about the wishes of the patient, and are reassuring to 
surrogate family decision makers. In the Indian context, where talk of death is taboo, it may take a while for acceptance of this 
legal concept. The judgment is not against respectful constructive debate on suffering and individual autonomy at end of life [1: 
para 60].

Need for broad public discourse

We need a broader constructive public and professional discourse on end-of-life decisions, the limitations of medical 
interventions, and the need for palliative or other care options for the sick and elderly. What is a “good death” and can we 
prepare for it? In India there are several concepts and ideals, both secular and religious, on the subject. Should we leave it to 
fate, or courageously reflect on choices around dying?[21] Disinformation and reactive condemnation make this difficult 
conversation that much harder [22]. 

This case is riveting because it speaks directly to each of us. No one can preclude the possibility of being either patient, 
caregiver or surrogate decision maker; it is in our collective and individual interest that we prepare for this eventuality that can 
confront us sooner or later. The judgment itself opines that court appeals should be a last resort. Now may be a good time to 
talk about death. 
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