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The Euthanasia
Syndrome

This issue of Ethics and Medicine carries two important
articles on euthanasia. One is by the U.S. Surgeon-General,
Dr C. Everett Koop, a paper prepared for a recent Rutherford
House conference. The other reprints a famous retrospective
on the Nuremberg medical trials, and we are grateful to the
New England Journal of Medicine for permission to make it
more widely available. We could hardly have anticipated the
timeliness of these contributions, but as we go to press it is
reported that some 30% of the British medical profession are
thought to favour the option of euthanasia for AIDS victims.
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Ethics and Medicine will be returning to questions raised by
AIDS in the near future, with a number of papers on different
aspects of the issue. For the present, we would draw our
readers' attention to this one. AIDS seems set to provide the
euthanasia movement with a major fillip. It lays special
responsibilities on those of us who regard euthanasia, 'active'
or 'passive’, properly defined, as a blunt denial of the
Christian view of man - even as it is of the Hippocratic
tradition.

Mr C's Baby and the
Abortion Debate

Mr C's abortive attempt to use the courts to stop Miss S
terminating her pregnancy, although something of a forlorn
hope, has raised two questions central to this whole
discussion. The House of Lords' endorsement of Mrs Justice
Heilbron's reading of the law, far from ending the debate, has
just begun it. The whole question now moves back onto the
political agenda, and there it is going to stay. Abortion law
reform has never been popular, although the House of
Commons has consistently shown itself disposed to support
those who have been brave enough to try. Our archaic
parliamentary procedure ensures that a determined minority
can always block the progress of private members' legislation
unless it has some measure of Government support. And we
have yet to find a Government prepared to bite this particular
bullet.

So far as we can judge, the case turned largely on two
matters: whether a father has any right to a say, and whether
the fetus concerned was 'viable' and therefore to be protected.
Both of these issues peneirate close to the heart of the matter,
though in very different ways.

The question of fathers' rights has come up before. It tends to
be set against some idea of women's rights 'over their bodies',
and the ball is tossed to and fro. But the very raising of the
issue rests upon a fallacy. Under our present law, abortion is
not a matter of women's - or anybody else's - rights: it is a
matter of medical judgement. Two medical practitioners, 'in
good faith', have to be convinced either that the child is likely
to be seriously handicapped, or that the physical or mental
health of the woman or her existing children is under threat.
The mother's 'rights' extend to her consenting to the
operation, as she would to any other.

Of course, we all know what this tends to mean in practice.
The mother's 'mental health' is held to be under threat by the
pregnancy, which is another way of saying that she is

distressed to find that she is pregnant, and wishes she were
not. This concept of 'mental health’ has developed
extraordinary elasticity, since most of the abortions performed
under its provisions are on women who could in no way be
said to be heading for 'mental illness' and consequent
psychiatric referral.

That is to say, in most cases the decision that two doctors are
called upon to make 'in good faith' (another somewhat elastic
concept!) is not a medical decision at all, except in that it is
made by members of the medical profession. The condition
for which it is a 'treatment' is distress, which may be acute
- particularly in the heightened emotional state which is a
characteristic of pregnancy. For purposes of law this is
deemed to be an act of medical judgement. There are many
doctors who resent this responsibility. In some countries the
decision rests with a non-medical tribunal, a solution which
candidly concedes that the typical abortion decision is not a
clinical decision at all.

At the same time, and whatever the intentions of the Act of
1967, we now have de facto abortion on demand, since any
well-informed woman is able to get one, whatever her
physical, mental or social state - particularly if she is able to
use the private sector, in which 'good faith' is particularly
easy to come by. So what the Act portrays as a medical
decision is in practice the acquiescence of the medical
profession in the mother's choice for herself and her child.
Many individual physicians take the idea of 'good faith'
seriously and try to make an individual judgement, but the
woman who is refused can always try somewhere else.

So the first issue which this case highlights is the pseudo-
medical character of most abortion decisions. What the law
portrays as a matter of medical decision-making is in fact an
assertion of women's rights over their reproductive process - a
drastic enterprise in post-coital contraception.

Secondly, and more important, we have the issue of
'viability', which is once more shown to be chimerical. It
tells us nothing about the child in utero, and everything about
the state of medical technology outside. The assumption of




the Infant Life (Preservation) Act, 1929, is that, prima facie, a
28 week fetus can be considered ‘capable of being born alive'.
In C v § it was argued by an eminent gynaecologist that a
baby will be live-born at 18 weeks, even though it will die
shortly afterwards. Independent authorities would generally
agree on a figure of 22 or 24 weeks as the point at which
there is now some reasonable expectation not only of live
birth, but of survival.

‘What should be noted is that the point of viability is relative
to the state of medical technology, and that as this continues
to advance it would be most surprising if the figure of 22 or
24 weeks failed to continue to drop. The idea that there is
some magic point at which a (disposable) pre-viable fetus
becomes an (independent) unborn baby is simple nonsense.

Moreover, for almost a decade now it has been possible to
sustain the very young unborn away from the maternal
environment - in that early neo-natal incubator we have come
to know as a test-tube! While the two technologies have
some way to go before they meet up in the middle - enabling
us to take a fertilised ovum all the way to term outside the
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womb - there can be little doubt that one day they will. As
long ago as the 1950s research was underway into the
technology required to sustain the pre-viable fetus, and the
development of an artificial placenta is a long way short of
science fiction. Will the courts then hold that every fetus is
viable, because it can survive to term outside the womb? This
is a very important question.

So 'viability' means very little, and yet it has had to do duty
as that which distinguishes a fetus we may destroy from a
fetus the law protects. It says nothing at all about the
character of fetal life, but it serves as the yardstick by which
we decide if it should be taken. Is this a legal abortion, to be
rewarded with a professional fee? Or is this the offence of
child destruction, punishable by life imprisonment?

Mr C and his unwitting and unfortunate ex-girlfriend Miss S
have done us all a favour. The pressure for abortion law
reform is growing. Perhaps these unnamed Oxford students
and their whistle-stop tour of the English courts will prove
the catalysts of far-reaching change.

Decisions at the End of Life

C. EVERETT KOOP, M.D., Sc.D.
Surgeon General of the Public Health Service,
United States of America

This is the text of an address Dr Koop gave at a recent
conference convened by Rutherford House. Dr Koop makes
reference to the famous paper by his friend Leo Alexander
published in the New England Journal of Medicine in 1949, In
this issue of Ethics and Medicine we also reprint Dr
Alexander’s paper.

The physician has the sacred obligation to provide for his
patient the best possible health care. The physician in the
United States today also has the obligation to use our
resources prudently. But - to be asked to do both at the same
time while caring for a patient is a conflict of interest. In 40
years the number of Americans over 65 will double; in 40
years the number of tax-paying wage earners will increase by
only 30 percent. Today there are five tax-paying wage eamers
for every person over 65. In 40 years there will be only three,
and that is with the optimistic prediction that the present
birth rate will go from 1.8 to 2.3 births per woman,

Today those over 65 are caught in the crossfire of the cry for
health and human services cost containment on the one hand
and the rising chorus for euthanasia on the other. In 40 years
the situation could be perilous for the elderly, indeed perhaps
much earlier.

Life issues began to be seriously debated by large segments of
society around the time of the abortion decision known as

Roe vs. Wade in 1973. Then the issue of euthanasia was
perhaps of more academic than practical interest. In that year,
Joseph Fletcher, a prominent Episcopalian theologian, who
favors active euthanasia, made this prediction:

The day will come when people will be able to carry
acard, notarized and legally executed, which explains
that they do not want to be kept alive beyond the
humanum point, and authorizing the ending of their
biological processes by any of the methods of
euthanasia which seems appropriate.

By humanum point, Fletcher meant that point at which the
adult capacities for reason and communication have been lost.

In the Netherlands, Fletcher's vision of euthanasia on request
has come to pass. Of all deaths that occur in Holland each
year, accounting for all causes, fully one-sixth are attributable
to euthanasia. The Dutch version of the 'living will' goes
beyond that which has been enacted in 35 of our states, for
patients can request by such a document that they be
administered a lethal injection. Moreover, the practice of
euthanasia has becomé an everyday part of Dutch medicine,
fully sanctioned by that country’s medical society.

The situation in the U.S. is not as grave. But for those who
are concerned about cuthanasia, it is not a time for




complacency: The Hemlock Society, a leading American
advocate of legal euthanasia, is preparing legislation that it
claims will be introduced this year in three states: Arizona,
California and Florida. The legislation will permit euthanasia
according to the 'Dutch Model: at the request of the
terminally ill patient, and administered by a physician.

In the nation's courts there are an increasing number of cases,
at least five active in the past year, where litigants are seeking
to have feeding tubes withdrawn from incompetent members
of their families. Such developments teach us that the public
debate over death and dying - and the legal controversies
which fuel that debate - have come a long way in the last
decade.

No longer are we just concerned with permitting the
terminally ill to 'Die Well Enough'. Now, the question has
turned to what Daniel Callahan, of the Hastings Center, terms
the 'Biologically Tenacious' - patients who simply do not die
within an acceptable time frame, as determined by their
families or by society. Thus, increasing support is seen for
the legalization of decisions which are made with the direct
intent of causing the death of the patient. This support is seen
in the literature of medical ethics, and even more strongly in
polls of public opinion. Over 75 percent of respondents
supported active euthanasia in an Associated Press poll taken
in early 1985. Even more important than these factors are the
demographic and economic changes that confront the next two
generations of American society, to some of which I have
already alluded.

These changes have already impelled significant reform in our
medical programs for those over 65. In the future hospitals
will be reimbursed not according to their costs, but according
to a fee schedule set by government and based on a new
system. In response, hospitals are becoming increasingly cost-
conscious and sophisticated in their business management. Dr
Mark Siegler, a clinician and ethicist at the University of
Chicago Medical Center, says that these factors have created a
new factor in medical decision-making, which he calls
'bureaucratic parsimony'. He questions whether the medical
tradition of serving the best interests of every patient can
survive this era of bureaucratic parsimomy.

I would like to dedicate this address to the memory of a man
who understood these issues as well as any person in this
century. He was my friend and he died last year.

Dr Leo Alexander was a native of Austria who emigrated to
the United States and became a professor of psychiatric
medicine in Boston. He served as an expert at the Nuremberg
trials of those physicians who had engineered the German
euthanasia program, and, eventually, the infamous medical
experiments and genocide carried out by the Nazi regime. He
carried with him one special advantage in this work - as a
native speaker of German, he was able to gain the confidence
of the defendants during private interviews, thus opening up
new stores of data regarding the origins of what history now
calls the holocaust. He reported his findings for the medical
profession in an essay published by the New England Journal
of Medicine in 1948. The following excerpts from that essay
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reflect what the experience of this century should teach us
about euthanasia.

Whatever proportions these crimes finally assumed,
it became evident to all who investigated them that
they had started from small beginnings. The
beginnings at first were merely a subtle shift in
emphasis in the basic attitude of physicians.

It started with the acceptance of the attitude, basic in
the euthanasia movement, that there is such a thing
as a life not worthy to be lived.

This attitude in its early stages concerned itself
merely with the severely and chronically sick.
Gradually the sphere of those to be included in this
category was enlarged to encompass the socially
unproductive, the ideologically unwanted, and finally
all non-Germans. But it is important to realize that
the infinitely small wedged-in lever from which this
entire trend of mind received its impetus was the
attitude toward the nonrehabilitable sick.

Let's take a look at the last six words of this excerpt - the
attitude toward the nonrehabilitable sick. Whatever side one
takes in the current debate over euthanasia and the provision
of medical treatment, or even if one cannot take a side, one
cannot deny that our own attitude towards those who are sick,
infirm and will not recover is under serious examination. The
lesson of Leo Alexander's analysis is that we cannot tamper
with our attitude toward such patients without being
cognizant of the impact our tampering may have on the
practice of euthanasia. Dr Alexander was aware of the vast
differences between Nazi Germany and the United States, but
he was also aware that, even forty years ago, a utilitarian
ethic was very pervasive in American medicine. I quote again
from his 1948 essay:

The killing center is the reductio ad absurdum of all
health planning based only on rational principles and
economy and not on human compassion and divine
law.

To be sure, American physicians are still far from
the point of thinking of killing centers, but they
have arrived at a danger point in thinking, at which
likelihood of full rehabilitation is considered a factor
that should determine the amount of time, effort and
cost to be devoted to a particular type of patient on
the part of the social body upon which this decision
Tests.

At this point, Americans should remember that the
enormity of a euthanasia movement is present in
their own midst. :

I repeat, Alexander said this 40 years ago.
One of the difficulties in discussing the work of Dr Alexander

today is the widespread confusion over what we mean when
we speak of euthanasia. Like many other areas of legal











































