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RIASSUNTO

L’eutanasia per i neonati gravemente malati in Argentina.

Obiettivo: Analisi del processo decisionale per l’eutanasia nei confronti di neonati con malattie critiche in
Argentina, focalizzata in particolare sui fattori socio-culturali.
Metodo: Sono stati utilizzati questionari anonimi per approfondire il processo decisionale. 580 neonatologi di
36 unità neonatali sono stati invitati a partecipare allo studio e 322 di questi hanno completato il processo.
Risultati: Il 95% dei neonatologi si oppone all’eutanasia. Non è emersa alcuna correlazione con l’età, il gene-
re e la fede religiosa. Al contrario, i medici si sono dimostrati inclini all’eutanasia quando prendevano in con-
siderazione la qualità di vita prevedibile per il bambino (p ≤ 0.003) e le difficoltà che un bambino disabile ge-
nera in una famiglia (p ≤ 0.001).
Conclusioni: La maggior parte dei medici si sono opposti all’eutanasia non per motivi legali o per credenze re-
ligiose, bensí sulla base di una prospettiva trascendente della vita. 
La qualità della vita prevedibile per il neonato e le difficoltà che i bambini disabili generano in seno alle fami-
glie rappresentano motivi importanti nella decisione finale degli specialisti favorevoli all’eutanasia.

ABSTRACT

Aim: Behavior of neonatologists in Buenos Aires, Argentina, in regard to euthanasia in critically ill neonates was
analyzed, focusing on socio-cultural factors. 
Methods: An anonymous survey was designed to explore the decision-making process. Five-hundred-eighty neo-
natologists from 36 neonatal units were invited to participate and 322 completed the study.
Results: Over 95% of neonatologists rejected euthanasia. No association was found with age, gender and reli-
gious belief. On the contrary, physicians were favorable to euthanasia when they took into account both the pre-
dictable quality of life (p ≤ 0.003) and the burden a disabled child would imply for the family (p ≤ 0.001). 
Conclusion: The majority of neonatologists reject euthanasia. Their behavior was not influenced legal frame, nor
by their religious beliefs. They considered that a transcendence perspective of life does lead to this rejection.
Predictable quality of life and the burden neonates represent for their families, played a major role on the final
decision in those few specialists favorable to euthanasia.

Parole chiave: eutanasia, neonatología, processo decisionale.
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1. Introduction

Both the decision and the choice of
treatment on critically ill neonates with
serious neurologic deficiencies continues
to generate a profound ethical debate.
There are numerous publications on the
attitudes adopted by neonatologists re-
garding euthanasia in newborns [1-6] and
both the socio-cultural environment and
the quality of life play a profound in-
fluence on final decisions [7-12].

There is only one study on end of life
decisions by neonatologists in Latin
America [13], based on a small sample of
neonatal units and without an in depth
socio-cultural approach. Thus, it is im-
portant both to add new data from
Argentina as a country influenced by a
particular legal and cultural frame and to
compare them with the results from de-
veloped countries.

The goal of this paper is to describe
the attitude and behavior regarding eu-
thanasia of neonatologists in Argentina in
critically ill neonates, with a particular
focus on socio-cultural aspects.

2. Material and methods

An anonymous survey was designed
to explore decision-making in neonatolo-
gy using the province of Buenos Aires as
a test region. Neonatologists included
practiced medicine in a geographical area
of 8.275.765 inhabitants [14;15] with a
total number of births of 139.712 neona-
tes per year, including 11.675 prematures
(≤37 weeks’ gestation) [16].

The analyzed geographical area holds

36 neonatal units that met the following
inclusion criteria: hospitals with comple-
xity level III with an annual number of
births ≥1.500; hospitals with complexity
level II with an annual number of births
≥2000; Clinical Centers of derivation for
neonatal diagnostics and treatment of
surgical pathology and a high level of
complexity. Neonatologists from two ho-
spitals were excluded in our study, be-
cause of rejection to participate and delay
in data collection.

The survey was anonymous, self-ad-
ministered and consisted of two parts,
one with 8 fixed questions and the other
one including two clinical cases, each
one with 8 questions to be answered
with a scoring of 1 to 5 (totally disagree
to totally agree) based on a Likert scale.
To assure the anonymous condition of
the proof, the survey was distributed
and collected once completed with the
aid of a qualified mediator in each neo-
natal unit. The validation of this survey
has been recently published [17].
Internal consistency was evaluated
using Cronbach alfa, with a 0.94 value.
Factorial analysis allowed extraction of
two factors (roots) with explained va-
riances, 48.9% and 33.4% that corre-
sponded, respectively, to fields of eutha-
nasia and treatment withdrawal.

The first part of the survey explored
the attitudes of neonatologists towards
euthanasia, defined as an action or omis-
sion which of itself and by intention cau-
ses death, in two hypothetical clinical ca-
ses. The first case considered a neonate
with a good neurological perspective but
with a bad life prognosis, with most like-
ly death despite all therapeutic efforts
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(case 1). The second case was about a
neonate with a bad neurological perspec-
tive and a good life prognosis. The child
will however survive with a high proba-
bility of severe neurological sequelae
(case 2). The second part of the survey
explored the following medical criteria:
1. reanimation on neonates with trisomy
13, 18 or 21; 2. influence of the local le-
gal frame for medical practice; 3. tran-
scendent perspective of life, going from a
sensitive reality to levels that may inclu-
de a sense of spirituality; 4. minimal we-
eks’ gestation for reanimation of neona-
tes; 5. influence of a predictable future
quality of life and the influence of the
burden that a disabled neonate may im-
ply for the family with regard to withdra-
wal of life support therapy (LST) and 6.
influence of religious beliefs, when pre-
sent. The decision to withdrawal of life
support therapy was defined as an action
or omission without the intention to ter-
minate the life of the child. 

There was no official data on the
number of neonatologists working at the
neonatal units meeting the inclusion cri-
teria. However, a close estimate obtained
at the Ministry of Health of Argentina in-
dicates that the number will fluctuate
around 580 specialists.

This work is based on the answers ob-
tained from 322 neonatologists that agreed
to participate in the study. Among these,
71% were females and 29% males, with
ages ranging between 28-68 years (mean:
47.62 + 9.84). The neonatologists practiced
medicine in 34 different hospitals and 92%
of them obtained their medical degrees in
argentine Schools of Medicine. Most of
them practiced medicine for >10 years,

80% believed that human life has a tran-
scendent meaning and >85% admitted ha-
ving religious beliefs (Table 1).

Data were analyzed following de-
scriptive statistics. The percentage of
neonatologists that either favored or re-
jected euthanasia was established.
Finally, the Chi-Squared test was applied
to analyze independence between eutha-
nasia (independent variable) and all de-
pendent variables included (i.e. age, gen-
der, etc.).

3. Results

Our results showed that 98.2% of
neonatologists reanimate neonates with
trisomy 21 (Down Syndrome), 47.5%
with trisomy 13 (Patau syndrome) and
47.2% with trisomy 18 (Edward
Syndrome). Regarding minimal weeks of
gestation, 51.5% reanimate infants ≥23
weeks and 88.5% ≥ 24 weeks’ gestation.

Regarding the legal frame, 81% (260)
of the neonatologists considered that it
does not influence medical decision ma-
king. However, 46% (148) of them belie-
ved that legal factors are taken into ac-
count only to avoid legal consequences
whereas 45% (145) stated that an ethical
perspective should prevail over legal
aspects. Also, 15% (48) of neonatologists
mentioned that the legal frame bans some
practices which they agree with, whereas
14% (45) even considered that they are
forced to make decisions in settings con-
sidered as unethical.

Regarding the 277 neonatologists
who had religious beliefs, 53.7% of
them considered that they do not in-
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fluence medical decisions. Fifty-two
percent considered that future quality of
life of neonates does not guide the deci-
sion of LST withdrawal, whereas 73.8%
believed that the burden that a disabled
child may imply for his/her family, is
not important when this decision has to
be made (Table 2). 

The number of neonatologists against
euthanasia varies according to the clini-
cal condition of the neonate. In a child
with a good neurological perspective but
with a bad life prognosis (Case 1), over
97% of neonatologists rejected euthana-

sia. This figure is slightly changed in the
case of a neonate with a bad neurological
outcome and a good life prognosis (Case
2), where 95.8% of neonatologists were
against euthanasia.

Most of the neonatologists earned
their medical degrees in Argentine state
universities. Interestingly, none of the
neonatologists graduated in foreign
Latin-American countries favored eutha-
nasia. Nevertheless, 61% (8 neonatolo-
gists) that agreed to euthanasia in “case
2” graduated at Buenos Aires University.

From the whole 322 neonatologists
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Table 1.
Sociodemographic characteristics of neonatologists

Gender Female 71.1%

Male 28.9%

Age (years) ≤40 30.0%
From 41 to 50 29.0%
From 51 to 60 33.4%
≥ 61 7.6%

School of medicine Argentina 91.9%
Foreign 4.4%
Unresponsive 3.7%

Transcendence perspective of life Yes 79.4%
No 20.3%
Unresponsive 0.3%

Religious beliefs Yes 85.7%
No 14.3%

The influence of religious beliefs, when present Yes 46.3%
No 53.7%

Type of Hospital Public 60.9%
Private 39.1%

Years of specialist ≤10 41.9%
From 11 to 20 23.3%
From 21 to 30 28.8%
≥31 6.0%
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Table 2.
Decision making by neonatologists

Reanimation of neonates with trisomy 13 Yes 47.5%
No 52.5%

Reanimation of neonates with trisomy 18 Yes 47.2%
No 52.8%

Reanimation of neonates with trisomy 21 Yes 98.8%
No 1.2%

The influence of religious beliefs, when present Yes 46.3%
No 53.7%

The burden on the family of a disabled infant leads Yes 26.2%
to the withdrawal of treatment No 73.8%

The newborn’s foreseeable future quality of life leads Yes 52%
the decision to withdraw treatment No 48%

Taken into account to avoid Yes    46%
legal consequences No    54%

Forbiddance of practices with Yes    15%
which neonatologists agree No    85%

Enforcement of procedures Yes    14%
Legal frame which the specialist does not

consider ethically correct No    86%

Preeminence of ethics Yes    45%
over legal aspects No    55%

Influence on medical Yes    81%
decision-making No    19%

22 weeks 9.3%
23 weeks 42.2%

Minimal weeks’ gestation for 24 weeks 37.0%
reanimation of neonates 25 weeks 7.2%

≥26 weeks 3.7%
Unresponsive 0.6%



analyzed, only 9 of them favored eutha-
nasia in Case 1 (4 males and 5 females)
and 13 in Case 2 (9 males and 4 females).
Regarding gender, our results showed no
association with rejection of euthanasia
in the both cases given (in case 1, Chi-
square = 1.8, p = 0.76; in case 2, Chi-
square = 0.97, p = 0.91).

The results obtained showed both an
association with the decision to reanima-
te neonates with trisomy 13 and to reject
euthanasia in Case 1 (Chi-square = 10.1,
p ≤ 0.04) and with the decision to reani-
mate neonates with trisomy 21 and rejec-
tion of euthanasia in both cases presented
(case 1, Chi-square = 15.6, p ≤ 0.003; ca-
se 2, Chi-square = 15.1, p ≤ 0.004). There
was no association between both the de-
cision to reanimate neonates with triso-
my 18 and to reject euthanasia (Case 1,
Chi-square = 8.5, p = 0.07; Case 2, Chi-
square = 6.1, p = 0.20), and neither bet-
ween the decision to reanimate in neona-
tes with trisomy 13 and the decision to
reject euthanasia in Case 2 (Chi-square =
4.5, p = 0.33). 

When considering the legal frame on
decisions concerning euthanasia, results
showed: a) No association between deci-
sions to both avoid legal consequences
and to reject euthanasia in both cases
(Case 1, Chi-square = 1.7, p = 0.78; Case
2, Chi-square = 6.8, p = 0.14); b) An as-
sociation between the legal regulations
that forbid the practice of euthanasia, a
policy accepted by neonatologists, and
the choice to reject euthanasia in both ca-
ses (case 1, Chi-square = 9.5, p ≤ 0.04;
case 2, Chi-square = 10.2, p ≤ 0.04); c)
No association with the enforcement of
procedures considered ethically correct

by the specialist and the choice of eutha-
nasia in case 1 (Chi-square = 4.9, p =
0.29). On the contrary, this association
was positive in case 2 (Chi-square = 9.9,
p ≤ 0.041); d) No association with the
preeminence of ethics over legal aspects
and euthanasia in both cases (case 1, Chi-
square = 3.9, p = 0.41; case 2, Chi-squa-
re = 3.1, p = 0.54); e) No association in
both cases when no influence of the legal
frame on decision-making and euthana-
sia was present (case 1, Chi-square = 2.1,
p = 0.72; case 2, Chi-square = 3.9, p =
0.41).

Our results showed among neonatolo-
gists that there was no relationship bet-
ween the transcendence meaning of life
and the decision to reject euthanasia in
case 1 (Chi-square = 7.8, p = 0.097) and,
on the opposite, an association in case 2
was found (Chi-square = 11.9, p ≤
0.017).

Chi-square analysis showed in both
cases that the age of the neonatologist (as
given in 4 groups in Table 1) was not as-
sociated with a positive decision towards
euthanasia (Table 3). 

Even though neonatologists were
aware that extremely premature neonates
have a higher incidence of neurologic da-
mage, the minimal gestation time to con-
sider reanimation in both cases was not
significant with regard to the decision to
reject euthanasia. We observed there was
an association between physicians favo-
ring euthanasia and those which conside-
red not to initiate administration of LST
on neonates with serious neurological da-
mage. A similar association was seen
with those which considered that the fu-
ture quality of life should guide the deci-
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sion on withdrawal of LST in the case of
newborn with neurological damage. We
also found an association both in specia-
lists favoring euthanasia and in those
considering the burden that a disabled
child will imply for the family.

Religious beliefs, considering only
those neonatologists that declared them,
did not influence clinical decisions in re-
gard to rejection of euthanasia in both
clinical cases tested (Table 3).

4. Discussion

Using an anonymous survey we have
analyzed decision making by neonatolo-
gists from 34 hospitals in the province of
Buenos Aires in regard to euthanasia in
critically ill neonates. This survey de-

picts data from 95% of the high comple-
xity hospitals providing care to high risk
neonates. Physicians included represent
56% of the neonatologists in the analy-
zed geographical area.

Ninety percent of the neonatologists
reanimate neonates with ≥24 weeks’ ge-
station, more than 80% considered that
legal frame does not influence medical
decision making, half of them considered
that religious beliefs, when present, do
not influence medical decision making,
52% considered that the future quality of
life does not guide the decision of LST
withdrawal and 73.8% believed that the
burden that a disabled child may imply
for his/her family does not play an im-
portant influence in considering LST wi-
thdrawal.

Neonatologists who chose euthanasia
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Table 3.
Association between euthanasia and those variables included in the inquiry

Case 1 Case 2

Rho p Rho p

Age of neonatologists 6.24 0.01 1.63 0.65

Minimal gestation time for neonate reanimation 2.62 0.62 4.58 0.33

Consideration of future predictable quality of life 1.03 0.31 3.85 ≤ 0.05
for guidance of decision on LST withdrawal

Consideration of the burden that a disabled 7.94 0.09 40. 01 ≤ 0.001
child will may imply for the family

Religious beliefs, considering only those 3.94 0.41 6.47 0.17
neonatologists that have them

Decision not to initiate administration of LST 9.67 ≤ 0.05 22.16 ≤ 0.001
on neonates with serious neurological damage



in both clinical cases tested were under
4.5% of all physicians included. This fi-
gure is higher than the one obtained in a
previous study in the province of
Córdoba in Argentina, where only 2% of
neonatologists were favoring euthanasia
[6]. As shown in the project EURONIC,
results varied depending on the countries
considered [18-21]. Our data showed that
decisions regarding euthanasia rely on
the clinical conditions of the child, with a
higher incidence when serious neurologi-
cal damage is present.

4.1. Socio-cultural context

An analysis of the influence that the
socio-cultural context may play on neo-
natologists regarding euthanasia, would
require to consider several family
aspects, the place where the critically ill
neonates were born and some demogra-
phic characteristics about the neonatolo-
gists themselves.

Over 40% of the mothers giving birth
to children in the geographical area ana-
lyzed, had secondary studies and 6 to
26% lived in homes with unsatisfied ba-
sic needs, in regard to quality of house
structure, sanitary conditions, children
and parents living in common rooms and
deficits in both school education and nu-
tritional needs [14].

Euthanasia is illegal in Argentina.
Thus, an analysis of the legal context in
decision making by neonatologists, as
has been done in other studies [22],
points out to the question what extent the
law played a role in our results. In this re-
gard, our results showed that the

Argentine legal context did not influence
the choice for euthanasia. In fact, neona-
tologists that stand against euthanasia, do
so based in other criteria aside the law.
Nevertheless, due to the fact that eutha-
nasia is forbidden in the country, an im-
pact of the legal argentine context cannot
be totally ruled out.

Most of the neonatologists included
in this study hold that life has a transcen-
dental meaning. This view was statisti-
cally significant for rejection of euthana-
sia in neonates with serious neurologic
deficiencies. Furthermore, 44% of neo-
natologists that deny this transcendence
meaning belong to those that support eu-
thanasia as a procedure for neonates with
serious neurologic deficiencies.

A large number of physicians expres-
sed religious beliefs, but at the same time
indicated that they did not influence their
clinical decisions. More important, they
stated that their rejection was indepen-
dent from their beliefs.

4.2. Neonates with congenital anoma-
lies and euthanasia

Over the last few years, there has be-
en an intense discussion on decision ma-
king regarding treatments in children
with congenital anomalies. Moreover, so-
me clinical criteria are under revision
[23-25] and some studies showed a high
impact on choice for finishing pregnancy
when a prenatal diagnosis of trisomy 21,
among other pathologies, is diagnosed
[27; 28].

In our study we only showed an asso-
ciation between neonatologists that cho-
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sed not to reanimate a neonate with triso-
my 13 and those few that chosed eutha-
nasia in “case 1”. Interestingly, almost
80% of physicians that chosed euthanasia
in “case 1” were those that chosed not to
reanimate neonates with trisomy 13.

In Argentina 1 over 602 newborns ha-
ve trisomy 21. This high prevalence may
be possibly explained by rejection to
abortion. This interpretation is coherent
with the decision to continue with pre-
gnancy in the case of trisomy 21 and the
decision of all the neonatologists inclu-
ded in our study to resuscitation.
Furthermore, none of the specialists that
chosed euthanasia in both clinical cases
chosed not to reanimate neonates with
trisomy 21.

4.3. Euthanasia and quality of life

It is well known that the more prema-
ture a neonate is, the lower is his/her sur-
vival and the higher the chance of defi-
ciencies being present. However, the mi-
nimal weeks’ gestation on which the neo-
natologists reanimate premature new-
borns does not show a statistical signifi-
cance in relation to the practice of eutha-
nasia. In other words, the decision of
neonatologists to reanimate both children
with 23 weeks’ gestation and born after
25 weeks’ gestation, has no relationship
with euthanasia.

The low quality of life in neonates has
a direct correlation with neurologic defi-
cits. Our study showed that there was an
association between neonatologists that
chosed euthanasia and those that consi-
dered that the predictable future quality

of life should guide clinical decision ma-
king. More precisely, those that chosed
euthanasia were those that chosed to wi-
thdraw LST in the case of newborn with
neurological damage, with the purpose to
end life based on a bad predictable quali-
ty of life. A similar behavior was obser-
ved in physicians that were favorable to
euthanasia in the case of newborn with
neurological damage and in relation to
withdrawal of LST based on the clinical
state of the neonate, that would become a
heavy burden for the family.

There is a number of studies that sho-
wed agreement with euthanasia in neona-
tes with a low quality of life [1;29;30].
Thus, Duff and Campbell support this
procedure stating that neonates have the
right to die if they will not be able to ful-
fill a life with meaning and joy [31;32].
In our study we observed this kind of
motivation in the small group of neonato-
logists favorable to euthanasia. However,
it is to emphasize that most of neonatolo-
gists in this survey did not share this
view.

5. Conclusion

The majority of neonatologists in
Buenos Aires that treat critically ill neo-
nates reject euthanasia. These physicians
consider that their behavior is not in-
fluenced by the Argentine legal frame
(even though against euthanasia) nor by
their religious beliefs. At the same time,
they consider that a transcendence per-
spective of life does effectively lead to
this rejection. 

In the case of those few specialists
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that agree with euthanasia, the predicta-
ble quality of life of the neonates and the
burden they may represent for their fami-
lies plays a major role on the final deci-
sion.
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