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ABSTRACT 

	Withholding and withdrawal in palliative care is a dilemma frequently faced by medical personnel, patients, and their families. For palliative care patients, therapy and interventions deemed ineffective should be avoided. This is done by considering the patient's wishes and comfort, especially as they approach the end of life. Competent patients can decide about the treatment and intervention options to receive. However, many palliative care patients are incompetent, requiring others to take over decision-making. Ethical, legal, cultural, religious, and social issues always accompany medical decision-making. Every person involved, whether clinicians, nurses, families, or even society, has their own views about medical care, especially when the decision of withholding and withdrawal of life-sustaining therapy is inevitable. Discussions about death with living individuals are considered taboo in some cultures, including Indonesia. Therefore, planning for advanced medical therapy and all discussions related to end-of-life patient care, such as Advanced Care Planning, present a unique challenge for palliative care clinicians. We reviewed some papers related to this topic because it is still becoming ‘a grey area’ for clinicians. This review focused on the multifactorial challenges that should be addressed by clinicians before making a decision to withhold or withdraw care in palliative care patients, especially in Indonesia. 
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1. INTRODUCTION 

“The withholding and withdrawal approach can be used in handling cases involving patients receiving palliative care, especially those approaching the end of life. However, this approach often presents a dilemma for healthcare professionals, patients, and their families. The general public, from various backgrounds with different cultures and customs, has its own understanding of the withholding and withdrawal approaches. Furthermore, clinicians in the same hospital or intensive care unit can have differing views.”(Connolly et al., 2016; Feldman et al., 2022; Manalo, 2013; G. Piscitello & Huber, 2025)
“According to studies in Europe and the United States, a significant number of hospitals have implemented regulations regarding withholding and withdrawal, with 92% stating that they have guidelines on this matter. Indonesia already has Minister of Health Regulation (Permenkes) Number 37 of 2014 concerning the Determination of Death and the Utilization of Donor Organs. This regulation covers discontinuing and postponing "futile" life-sustaining therapy. Although this regulation is in place and legally valid, many factors must be considered before a healthcare professional can choose a withhold or withdrawal approach for a patient. These factors include the patient's medical condition, the patient's and family's wishes, professional ethics and health law, and social, cultural, and religious considerations”.(Nnate, 2021; Penentuan Kematian Dan Pemanfaatan Organ Donor, 2014; G. Piscitello & Huber, 2025; G. M. Piscitello et al., 2024; Pradipta et al., n.d.) An analysis of these factors is necessary for subsequent discussion with the relevant medical personnel, the patient, and their family, so that the decision to choose a withhold or withdrawal approach can be made clearly and in a focused manner, without harming any party.
2. Definition of WithholdING and Withdrawal in Palliative Patients

Withhold and withdrawal in palliative care refer to the postponement or discontinuation of life-support therapy in terminally ill patients who are deemed futile. According to Indonesian Minister of Health Regulation No. 37 of 2014, the definition of withholding life support is “delaying the provision of new or advanced life-support therapy without discontinuing ongoing life-support therapy.” Meanwhile, withdrawal of life support is “stopping some or all of the life-support therapy already provided to the patient.” Decision-making must be based on the patient’s consent (if the patient is still competent to make decisions) or consent given by a substitute (family member), also known as a “surrogate,” who represents the incompetent patient to make choices for themself.(Penentuan Kematian Dan Pemanfaatan Organ Donor, 2014; Pradipta et al., n.d.) 
	Life support therapies that can be postponed or stopped are extraordinary ones, including intensive care unit (ICU), cardiopulmonary resuscitation (CPR), dysrhythmia control, tracheal intubation, mechanical ventilation, vasoactive drugs, parenteral nutrition, artificial organs, transplantation, blood transfusions, invasive monitoring, antibiotics, and actions stipulated in medical service standards. Meanwhile, oxygen, enteral nutrition, and crystalloid fluids are life support therapies that cannot be stopped or postponed.(Penentuan Kematian Dan Pemanfaatan Organ Donor, 2014; Pradipta et al., n.d.)

3. WithholdING and withdrawal from a legal and ethical perspective

The choice of withholding and withdrawal in palliative care patients in France is considered "ethically neutral" and is considered very different from lethal injection (voluntary euthanasia). Unlike lethal injection, which is regarded as an active measure, withholding and withdrawal are considered passive. They believe that by delaying and discontinuing supportive therapy, the patient is allowed to die naturally, without prolonging their suffering. A study in Hong Kong reported that during palliative care, life-sustaining therapy is restricted, but a lengthy time is required before such a decision can be made. This aligns with local Hong Kong guidelines and the international consensus on palliative care.(Joynt et al., 2024; Penders et al., 2020; Spranzi et al., 2025) 
	The termination or postponement of life-sustaining therapy in Indonesia is actually regulated in the Minister of Health Regulation Number 37 of 2014. It is also stated in the Decree of the Minister of Health of the Republic of Indonesia Number HK.01.07/MENKES/2180/2023 concerning guidelines for the implementation of palliative care. The Minister of Health Regulation Number 37 of 2014 also discusses patient conditions in which life-sustaining therapy can be discontinued or postponed, namely in patients in the terminal (incurable) phase of the disease, and medical treatment is deemed futile. Terminal illness is defined as the presence of a life-threatening, progressive, incurable disease that causes a decline in the patient's quality of life and a life expectancy of less than 1 year. All these conditions must be met to be considered a terminal illness.(Peraturan Menteri Kesehatan Republik Indonesia Nomor 37 Tahun 2014 Tentang Penentuan Kematian Dan Pemanfaatan Organ Donor., 2014; Pradipta et al., n.d.)
	Whether a medical procedure is to be performed, stopped, or postponed, it requires written consent or refusal. This is generally referred to as approval or refusal of medical treatment and is given in the form of Informed Consent. The person giving consent must be competent to make a decision, have been provided with sufficient information, have been allowed to decide without coercion or deception, and have the Informed Consent still valid (not revoked). The criteria for a competent patient are that the patient is an adult or has been married, has no impaired physical consciousness, can communicate normally, and does not suffer from intellectual disability or mental illness. If these conditions are not met, the decision-making process can be carried out by a surrogate decision-maker. The right to act as a surrogate decision-maker usually rests with the patient's family, including the patient's husband or wife, biological father or mother, biological children, and siblings.(Nnate, 2021; Penentuan Kematian Dan Pemanfaatan Organ Donor, 2014; Pradipta et al., n.d.) 
	According to Indonesian Constitution Law Number 36 of 2009 concerning Health, Article 56 paragraphs 1-3 states that 'patients have the right to refuse some or all of the assistance that will be provided after receiving complete medical information'. Meanwhile, Law Number 29 of 2004 concerning Medical Practice in Article 51 letter d states that 'doctors are obliged to respect patient rights'. One of the provisions of Law Number 44 of 2009 concerning Hospitals in Article 32 states that 'patients have the right to receive services according to professional standards and refuse medical treatment'. In the same article, point (i) states that patients have the right to refuse some or all of the treatment that will be given. Law Number 17 of 2023 concerning Health, which has now replaced Law Number 36 of 2009, strengthens patients' rights in accepting or refusing medical treatment.(Penentuan Kematian Dan Pemanfaatan Organ Donor, 2014; Undang-Undang Republik Indonesia Nomor 17 Tahun 2023 Tentang Kesehatan., 2023; Undang-Undang Republik Indonesia Nomor 29 Tahun 2004 Tentang Praktik Kedokteran., 2004; Undang-Undang Republik Indonesia Nomor 36 Tahun 2009 Tentang Kesehatan., 2009)
Physicians caring for patients need legal protection when performing withhold and withdrawal procedures for palliative care. Ideally, patients are expected to have created an advanced directive or "will" regarding their choices during terminal illness. Therefore, if the patient becomes incompetent to give consent, the family can consider this “will” when deciding whether to discontinue or postpone therapy. However, discussions about the end of life, leading to death, remain taboo in Indonesia. This is influenced by cultural, religious, and social factors. In addition to legal considerations, medical ethics must also be considered before a doctor decides to withhold or withdraw care from a terminally ill patient. The ethics of discontinuing and postponing life-sustaining therapy are beginning to be widely discussed, but cultural differences across countries influence differing perspectives among medical personnel, patients, families, and the general public. Given that the basic ethics of medical law stem from Hippocrates' principle of "first, do no harm," decision-making regarding patients is closely linked to medical ethics, particularly in palliative care. The Indonesian Code of Medical Ethics (KODEKI) mentions the principles of non-maleficence (not harm) and autonomy (respecting patient choice), which can be used as ethical references when doctors are faced with requests or termination of therapy.(G. Piscitello & Huber, 2025; Stigall, 2022; Strand et al., 2022; Surat Keputusan Pengurus Besar Ikatan Dokter Indonesia Nomor 221/PB/A.4/04/2002 Tentang Penerapan Kode Etik Kedokteran Indonesia., 2002; Suryo et al., 2023)
According to a study conducted in Sweden, withholding and withdrawal are still considered differently. Discontinuing therapy is considered more "immoral" than postponing therapy, as it is perceived as eliminating hope for the patient. A 2023 legal study in Indonesia found unclear legal definitions, inconsistencies between provisions, and the absence of specific regulations governing advance directives. This indicates that legal protection for doctors in making decisions to discontinue or delay life-sustaining therapy that is not beneficial for terminally ill patients remains inadequate. If more comprehensive regulations are not immediately implemented, this situation can potentially violate patients' rights. Therefore, it can be concluded that discontinuing life support for palliative patients is not yet fully implemented in hospitals in Indonesia.(G. Piscitello & Huber, 2025; Stigall, 2022; Strand et al., 2022; Suryo et al., 2023)

4. WithholdING and withdrawal from the perspective of medical personnel

According to medical and legal guidelines, the choice of withholding and withdrawal in palliative care patients is ethical and understandable. When an intervention no longer helps the patient achieve therapeutic goals or improves quality of life as expected, ethically delaying and discontinuing therapy is acceptable. However, in everyday life, this is often considered "intentional" and morally unconscionable. Consequently, differing perceptions arise among medical professionals, particularly physicians. For healthcare professionals involved in decision-making, this becomes complex and challenging, given the numerous factors involved and the variety of patient cases. A French study interviewed 39 intensive care physicians, and the results revealed three groups: those who considered the withholding and withdrawal approach passive and unproblematic; those who considered it active and problematic; and those who considered it active but unproblematic. Interestingly, all respondents were divided into these three camps with almost equal numbers. These differences highlight the moral dilemmas clinicians face when considering whether to delay or discontinue therapy. A 2024 study in Thailand found that factors influencing physicians' decision-making regarding delaying and discontinuing therapy included patient preference, prognosis, quality of life, treatment burden, and family requests. In patients with chronic illnesses in a coma, the majority of physicians chose to continue therapy, including CPR. Advance care planning is a concept that needs to be developed and introduced early in palliative care patients.(Ketchaikosol et al., 2024; Spranzi et al., 2025; Strand et al., 2022) 
It should be remembered that terminally ill patients experience symptoms that cause suffering. Managing these symptoms is essential to help provide a sense of comfort and security for patients nearing the end of life. Discomforting symptoms such as pain, shortness of breath, agitation, and delirium, nausea and vomiting, constipation, oropharyngeal discharge, and fever are common. Pain is generally managed with painkillers. Another particularly bothersome symptom in patients receiving palliative care is shortness of breath. Other symptoms can be managed based on the principle of effective symptom control. If the patient or family decides to withhold mechanical ventilation, then maximal non-invasive oxygenation, such as with a nasal cannula, is administered to the patient according to comfort.(Albert, 2017; Obarzanek & Campbell, 2021)

5. WithholdING and withdrawal from the perspective of patients and families

Patients have the right to control themselves and their own bodies. Therefore, even if they are competent to make informed decisions about their treatment options, they have the right to choose. However, in terminally ill patients, the patient is often no longer competent to make decisions regarding their own life. Many patients in palliative care experience decreased consciousness, delirium, agitation, and decreased mental capacity (intellectual retardation or dementia). Therefore, decision-making is transferred to a surrogate decision-maker, usually a close relative. For patients who have expressed their wishes (advanced directive) while still competent, the family or surrogate may consider following the patient's wishes. This advanced directive can take the form of a will that the patient clearly desires or rejects, or the appointment of someone to act as the surrogate decision-maker for the patient (proxy directive). Patients have the freedom to make advance directives, but if the patient is incompetent, the effectiveness of these directives depends on the consent of a close relative.(Joynt et al., 2024; Pradipta et al., n.d.)
Therapy selection is always based on discussions and direct communication with the patient and family, whenever possible. The patient's wishes are prioritized when there are conflicting views that cannot be reconciled. Consensus between medical personnel and family members is very high in Hong Kong (>95%), and disagreements that could delay patient care are rare. Research in Ireland indicates that the general public has minimal knowledge about cardiopulmonary resuscitation (CPR), including its prognosis. The average respondent lacks knowledge of established medical regulations. This results in high public expectations and hopes regarding patient survival following CPR.(Joynt et al., 2024; Lombard et al., 2025; Song et al., 2024)

6. WithholdING and withdrawal from social, cultural, and religious perspectives

A study in the United States found that 8% of hospitals have policies addressing sociodemographic differences in withholding and withdrawal decisions. Meanwhile, two respondents from different hospitals reported that their hospital policies disregarded race, ethnicity, socioeconomic status, or other factors for withholding and withdrawal decisions. In other hospitals, many still consider these factors when considering withholding and withdrawal decisions. A study in Hong Kong found that social and religious factors were not influential and did not hinder decisions about withholding or discontinuing life-sustaining therapy. Advance directives are becoming increasingly common in North America, with approximately 50% of ICU patients already having them. However, in Hong Kong, they are less common; in one study, 86% of respondents were unfamiliar with or did not understand them. However, those who had been educated about advance directives acknowledged that they were reasonable and acceptable.(Chung et al., 2017; Feldman et al., 2022; Joynt et al., 2024; G. Piscitello & Huber, 2025; G. M. Piscitello et al., 2024) 
Six religions in Indonesia agree to reject active euthanasia as a violation of the dignity of life. However, there is limited acceptance of withholding or withdrawal if therapy is deemed futile. Islam permits the termination of futile therapy based on objective medical considerations. Catholicism rejects euthanasia but permits the termination of disproportionate extraordinary measures. Protestant traditions emphasize natural death and accept the termination of therapies that prolong suffering. Hinduism and Buddhism reject euthanasia due to the principles of ahimsa (non-harming) and the law of karma (the law of cause and effect), but permit palliative care and natural death. Confucianism rejects active termination of life but leaves the decision to the family within the framework of devotion and the dignity of life.(Chakraborty et al., 2017; Declaration on Euthanasia (Iura et Bona)., 1980; Suprayitno E., Setiawan I, 2021; Pedoman Etika Pelayanan Paliatif, 2019; Samaritanus Bonus: On the Care of Persons in the Critical and Terminal Phases of Life., 2020; Gede Arya Juni Arta & Agama Hindu Negeri Tampung Penyang Palangka Raya, n.d.; Phua et al., 2015; Ping-cheung, 2010) 
Cultural and religious elements in Indonesia influence withholding and withdrawal decisions in palliative care patients. Wills or advance directives are generally rare. Discussions about "planning" for the possibility of death are considered taboo and are determined by God. This understanding of death as taboo is also found in other Asian countries, such as South Korea. Taiwan is one country that considers withholding and withdrawal in palliative care patients to be the responsibility of the physician and not illegal. Japan adheres to a policy that for palliative care patients, decisions about delaying or discontinuing therapy must be discussed with the patient's family and must be the result of mutual agreement between medical personnel and the family. Appointing a proxy directive, which is included in a will, is also rare, as the family is considered the ultimate decision-maker for the patient.(Pradipta et al., n.d.; Song et al., 2024; Tanaka et al., 2020)

7. Withholding and withdrawal and their relationship in Advanced Care Planning

Advance Care Planning (ACP) is a discussion and planning process undertaken by an individual to decide on their future medical care and treatment. According to the 2017 Delphi panel, ACP is defined as a process that supports adults of varying age and health in understanding and sharing personal values, life goals, and preferences regarding future medical care. Advance Care Planning is useful when a patient is in critical condition and unable to communicate their wishes. This discussion involves the patient, their family, and medical personnel. Many patients include their wishes in a legal document called ‘Advance Directives’. Patients with terminal illnesses generally require advanced care planning for their future. However, in some countries, this is still rarely discussed and is not considered commonplace. This relates to two important issues: determining a surrogate decision-maker (proxy directive) who will be responsible for making decisions when the patient is incompetent and the patient's preferences regarding end-of-life therapy. Advance Care Planning also analyzes and can prevent various factors that could become problems in the future, related to the patient's family and legacy.(Hickman et al., 2023; Hyson & Fritz, 2024; Sedini et al., 2022; Toledo-Franco et al., n.d.; Universal Principles for Advance Care Planning (ACP), 2022) 
Advance Care Planning (ACP) is a discussion process between patients, families, and healthcare professionals regarding the patient's wishes, preferences, fears, values, and beliefs regarding current and future medical care. ACP includes explaining the diagnosis, prognosis, and goals of care (curative, palliative, or comfort), planning for resuscitation and emergency interventions such as CPR, and the possibility of accessing and transferring services to palliative care or other facilities. Benefits of ACP include facilitating early decision-making, designating a trusted surrogate decision-maker, and ensuring the patient's preferences are formally documented for use when the patient is no longer competent. Additionally, ACP addresses the patient's choice of care setting, spiritual needs and personal support, and end-of-life wishes, such as burial, culturally appropriate funeral arrangements, and decisions regarding organ or tissue donation. (Department of Health, 2018)
Advance Care Planning reflects a sense of respect and appreciation for patients' choices regarding their lives. Withholding and withdrawal are medical decisions that can be made more clearly and purposefully if the patient has a will from an Advance Care Plan. Advance care planning has been increasingly discussed and developed in recent decades. However, its implementation can be hampered by various factors, including beliefs, culture, religion, and social factors. Misconceptions about ACP remain widespread, especially among patients, caregivers, families, and the general public. (Canny et al., 2023; Hickman et al., 2023; Hyson & Fritz, 2024; Sedini et al., 2022; Toledo-Franco et al., n.d.; Universal Principles for Advance Care Planning (ACP), 2022)

8. Conclusion
 
Withholding and withdrawal in palliative care have garnered increasing interest and debate in the medical community. Many issues are associated with decision-making in the care of palliative care patients, especially near the end of life. Ethical, legal, social, cultural, religious, acceptance, and patient and family wishes must be considered to avoid future problems for all parties involved. Doctors must possess sound ethical and legal knowledge before recommending or implementing therapy delays or discontinuations. Patients and families must be fully informed about the patient's medical condition and prognosis before discussing the continuation of care. Patients in palliative care who are still competent to make decisions can plan their own options regarding medical treatment. However, patients who are no longer competent require decision-making by a surrogate. A plan regarding the continuation of treatment and the extent of medical interventions needs to be considered and discussed between medical personnel, the patient, and their family. This planning is known as Advanced Care Planning. Advance Care Planning is an integral part of the decision-making process for delaying and discontinuing therapy. Thus, it is hoped that in the future it can help medical personnel, patients, and families in reaching the best decisions for patients, without disregarding the patient's preferences or wishes for their lives.
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ACP: Advanced Care Planning
CPR: Cardiopulmonary Resuscitation
ICU: Intensive Care Unit
KODEKI: Kode Etik Kedokteran Indonesia (The Indonesian Code of Medical Ethics)
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