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Commencing with the January issue of Ethics & Medicine,
we will print letters from our readers. We invite you to
write or e-mail us in care of the editor (please note the
change of address) to enter the dialogue on medicine and
ethics.

Ethics is not a monologue. As the field of bioethics
continues to develop, it is crucial that we foster dialogue
in order to encourage one another to reflect more clearly
on the issues before us. Because our readership is interna-
tional in scope, it is especially important that we take
advantage of opportunities for us to listen to one another
and allow ‘iron to sharpen iron’.

Happily, bioethics is a global enterprise. The Center for
Bioethics and Human Dignity in the United States is
increasingly becoming a respected voice in this enterprise.
The Centre for Bioethics and Public Policy in London has
long been at work in this arena and continues to sponsor
major European conferences and symposia. Our newest
sponsor, the Professor G.A. Lindeboom Instituut in the
Netherlands, has been and is engaged in a number of origi-
nal research projects which will provide important data for
our reflection.

Beyond our sponsoring institutions, our readers repre-
sent scientists, physicians, nurses, ethicists, theologians,
and students from all over the world, all of whom have
something meaningful to contribute to our ongoing work.
We need to hear from one another.

We have been very encouraged by reports of the journal
being used in educational settings, at conferences, and as
a vehicle for introducing (or reintroducing) Christian
Hippocratism as a way of thinking about the intersection of
medicine and ethics.

If the futurists are correct, the next century will be the
‘biotech century’. As never before we shall be presented
with both the promise and perils of biotechnology. The
promise held out by a burgeoning biotechnology industry
is truly breathtaking. Through advances in genetics we
may see treatments for as many as 4,000 genetically-linked
illnesses. Even though we hesitate to use the word “cure’, it
is highly possible that some of these diseases may be eradi-
cated in our lifetime. Few will question the fact that the
quality of all of our lives has been improved through tech-
nological advances, including progress in biotechnology.
Yet, this comes with a price. Not only is biotechnology rela-
tively expensive, but these advances demand that we shift
resources away from areas that might also provide
improvements in quality of life. For instance, it is well-
known that one of the most prevalent causes of mental
retardation among children is malnutrition. Sinking

billions of dollars in research to treat relatively rare genetic
disorders seems less promising in some ways than using
those same dollars to feed starving children. At the same
time, agricultural biotechnology has provided disease-
resistant crops and heartier foods with which to feed these
children. We will continue to face these important social
justice issues in the next century.

Added to these dilemmas is that fact that, at least in the
American context, public policy in bioethics is dominated
by an utilitarian ethos. Decisions about what policies
should or should not be adopted are made on the basis of a
sometimes horrifying cost-benefit analysis. At the time of
the writing of this editorial, for instance, the National
Bioethics Advisory Commission, an advisory agency to
the president of the United States, is recommending that
public monies be used to fund research using human
embryos on the grounds that the benefits to those suffering
with certain illnesses outweigh the burdens of destroying
embryos in the process. One group of human beings would
be sacrificed for the benefit of another group. According to
Harold Shapiro, chair of the agency, human embryos have
merely ‘symbolic value’, not real dignity and worth. One
suspects that the symbolism is all too clear.

We would like to hear from our readers and provide an
opportunity for you to be involved in these discussions. Of
course, we would prefer letters extolling the benefits of
the journal and the erudition of the editor! But, we will
print as many letters on as many topics as possible, even if
they disagree with something in the journal. We hope you
will engage the arguments presented in the articles. We
learn best from one another when our ideas are sharpened,
challenged, and sometimes affirmed.

We would ask that you keep letters brief and to the
point. Space will be limited. Be perspicacious. So, if you
have always wanted to write to Ethics & Medicine, but
thought your letter would never see the light of day, now is
your chance.

Finally, if you have been thinking about submitting an
article to Ethics & Medicine, please know that we are more
than willing to consider papers for publication. Ethics &
Medicine is a peer-review journal. Members of editorial
boards and others from time to time serve as reviewers to
recommend publication or revision of the articles sent
to us. Our reviewers often provide very helpful comments
to authors and provide valuable service to the journal. We
are grateful for their expertise and willingness to help. Fur-
ther, the editor’s relocation to the Center for Bioethics and
Human Dignity should provide more efficient communi-
cations with those who write to and for the journal.
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Also, our book review editors would like to hear from
those who wish to review books. Feel free to contact them if
you would like to review for Ethics & Medicine. In addition
to the obvious academic benefits of book reviews, in a
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Svetlana M. Dimitrova, MD,

world of too many books and too little money, the reviews
help all of us to use our book-buying budgets more wisely.

Well, there is plenty to do, is there not? We look forward
to your contribution to our mutual labours.
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Hippocratic Oath

Abstract

The Hippocratic Oath symbolizes ethical issues and moral
obligation in the doctors’ professional endeavours. Itis the
basic frame for confidence between patient and doctor.
New concepts in modern society (and in medicine as a part
of it) raise, however, the question of updating medical
ethics according to the recent achievements of medicine in
this society instead of being ‘summary” of old dogmas.
Many authors have considered that: [1]. Main postulates of
the Oath are archaic in the light of modern technologies in
medicine (sustaining-life facilities, equipment for trans-
plantation of organs, in vitro reproduction techniques,
computer tomography, etc.); [2]. The Oath has introduced a
prescription of formal behaviour rather than principles of
ethical behaviour in medicine; [3]. New concepts in medi-
cine deny the absolute prohibition of abortion and eutha-
nasia; [4]. Modern understanding of the ‘doctor-patient’
relationship appeals against the Hippocratic paternalism
because the former does not promote an active partnership
between patient and doctor and is an obstacle to the idea of
increasing the patient’s responsibility regarding his/her
own health (such a paternalistic view makes, especially the
process of treatment decision-making, more difficult).
Having in mind these misinterpretations of the Hippo-
cratic Oath, we aimed to study opinions and attitudes of
medical students regarding basic principles of the Oath.
We addressed to students a questionnaire containing top-
ics such as: “Who does need to know the text of the Hippo-
cratic Oath?’, “When should the Oath be declared—either
at the beginning of the University or at graduation?’,
‘Should the Oath be proclaimed explicitly within a special
public ceremony of graduation?’, ‘Do the doctors follow
the Oath in their practice?’, ‘Which are principles of the
Oath to be welcome to students?’, ‘Which of the basic

principles in the Oath are out-of-date?’, “Which are the
texts of the Oath that sound archaic?’, ‘How do the students
understand statements’ such as: *. .. I will live honestly and
saintly ..." and *. . . let me receive profits . . ., etc. We also
aimed to compare the opinion and attitude of students that
had already studied ‘Medical Ethics’ and been aware of the
Oath with those of students not passing through such an
education yet. Subjects of the study were 2nd, 3rd and 5th
year medical students from the Medical University of Stara
Zagora, Bulgaria. Those of them who had not been previ-
ously taught “Medical Ethics’ served as a control group.
The survey was constructed under the cohort study design
with procedures to ensure complete anonymity. Statistical
methods such as percentage distribution, ANOVA, non-
parametric and confidence tests for data analysis were
applied. The main conclusion of this study is that medical
students have shown an attitude towards accepting, and
aiming to work in the future according to the paternalistic
model of ‘doctor-patient’ relationships.

Introduction

During the years of the Socialistic Government of the
Republic of Bulgaria, there was a tradition for medical stu-
dents at graduation to explicitly proclaim an Oath that cor-
responded to the moral code which then governed doctors
in the Socialist Republic of Bulgaria. After democratic
changes in 1989, all University Medical Schools in Bulgaria
adopted for students the proclamation of the original Hip-
pocratic Oath within a special ceremony at graduation. For
this purpose, during the last year of undergraduate educa-
tion all students were taught the basic principles of the
Hippocratic Oath. In 1993, a new programme for teaching
medical ethics was introduced in the curriculum of 2nd
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year medical students, that was taught in the Department
of Social Medicine and Public Health with Medical Ethics.
Because students and the public seemed not to have been
completely satisfied with some of the texts that sounded
archaic in the original Hippocratic Oath, medical society
came up with the idea of reformulating the Oath so as to
correspond better with modern practices in medicine.

The Hippocratic Oath symbolizes ethical issues and
moral obligation in the doctors’ professional endeavours. It
is the basic framework for confidence between patient and
doctor. New ideas in modern society (and in medicine as a
part of it) raise, however, the question of updating medical
ethics according to the recent achievements of medicine in
today’s society instead of being ‘summary’ of old dogmas.
Many authors have considered that:

1. Main postulates of the Oath are archaic regarding the
modern technologies in medicine (sustaining-life facili-
ties, equipment for transplantation of organs, in vitro
reproduction techniques, computer tomography, etc.);

2. The Oath has introduced a prescription of formal behav-
iour rather than principles of ethical behaviour in medi-
cine;

3. New concepts in medicine deny the absolute prohibi-
tion of abortion and euthanasia;

4. Modern understanding of the ‘doctor-patient’ relation-
ship appeals against the Hippocratic paternalism be-
cause the former does not promote an active partnership
between patient and doctor and is an obstacle to the idea
of increasing the patient’s responsibility regarding
his/her own health (such a paternalistic view makes,
especially, the process of treatment decision-making,
more difficult).

Aim, Subjects and Methods

These misinterpretations of the Hippocratic Oath led us to
study the opinions and attitudes of medical students
towards the basic principles of the Oath.

Subjects of the study were 2nd, 3rd and 5th year medical
students from the Medical University of Stara Zagora,
Bulgaria. 2nd and 3rd-year medical students had been
taught ‘Medical Ethics’ in the Department. 5th-year medi-
cal students served as a control group as they had been
taught only the basic principles of Hippocratism and
the Oath that they would have to proclaim at graduation,
ie., the latter had been aware of the paternalistic model of
‘doctor-patient’ relationship only.

This was a cohort survey with a questionnaire applied
anonymously. A total of 379 students was approached—
2nd and 3rd-year medical students (N;=181) and a control
group of 5th-year medical students (N;=198). From this
total, 194 were women and 185—men (Fig.1).

The mean age of the study group was 20.9 years while
for the control group it was 24.4 years. Distribution by
nationality was the following: 287 Bulgarians, 48 Greeks
and 35 of other nationality. Main part of the students
reported to believe in God (60.7%), about 23% did not and
about 16% could not give an answer to this question. The
distribution by religion was the following: Christian-
Orthodox—88.9%, Christian-Catholic—3.6%, Muslim—
7.4% and others—1.1%.

FIG. 1-A FIG 18
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Figure 1

Different statistical methods such as percentage distri-
bution, ANOVA, nonparametric and confidence tests for
data analysis were applied.

Results and Discussion

Most of the students have considered that the Hippocratic
Oath should be explicitly (by voice) (72.2%) proclaimed at
graduation when receiving a medical degree (76.1%) which
is the tradition in the Republic of Bulgaria. There is no sta-
tistically significant difference between the study group
and control group (p=0.5207).

More than one-half of the students link the proclamation
of the Oath at graduation with the idea that on that day
they get their Diploma and also take on the responsibilities
of the patient including the moral ones {(62.3%). For most of
the students (60%) from the control group (5th-year) proc-
lamation of the Oath represents an important moral obliga-
tion for the graduating physician. A small number of the
students consider proclamation of the Oath as either a
formal behaviour (8%) or as a performance to the public
(5.25%). The percentage of the latter is two-fold higher in
the control group than in the study group (p=0.0131). The
difference is statistically significant.

As for acceptability of the basic principles of the Hippo-
cratic Oath by students, the distribution of answers has
been the following (Fig 2):

1. Patient’s secrets—acceptable for 89.2%, unacceptable—
7.0%;
2. Use of treatment according to doctor’s own ability and

1. Pdient's sexets
. ence

3. Hedingis an art

4. Respect to teachers

5. Prohibition of sexud abuse
6. Hippoaratic paterndism (benefits only)

7. Prohibition of euthanesia

8. Prohibition of abortion

Figure 2: Acceptability of basic principles of the hippocratic oath
by the medical students
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judgment—acceptable for 88.4%, unacceptable—4.4%
(p=0.05);

3. Respect to teachers—acceptable for 86.7%, unaccept-
able—5.9%

auvil D7 /Gy

4. Healing is an art—acceptable for 84.4%, unacceptable—
6.90/0;

5. Prohibition of sexual abuse to patients and their fami-
lies—acceptable for 61.0%, unacceptable—22.4%
(p=0.194);

6. Treatment of patients regarding their own benefits
only—acceptable for 53.4%, unacceptable—32.6%
(strong Hippocratic paternalism). The difference be-
tween the study group and control group is statistically
significant (p=0.0001). The distribution of answers in the
control group is the following: acceptable for 64.3% and
unacceptable—22%. In the study group the distribution
is almost equal: acceptable for 43.4% and unaccept-
able—42.3%. It is obvious that students from the study
group (these having been previously taught ‘Medical
Ethics’) have shown a less expressed paternalistic atti-
tude than those from the control group (p=0.0001);

7. Prohibition of euthanasia—acceptable for 28.4%, unac-
ceptable for 46.1%. It should be noted that about 25% of
the students did not give an answer to this question;

8. Prohibition of abortion—acceptable for 13%, unaccept-
able for 75.1%.

Analysing answers to the question ‘Which texts of The
Hippocratic Oath are contemporary and which are not?’ we
have obtained results similar to those given above (Fig.3):

1. Patient’s secrets—up-to-date for 89.4%, old-fashioned—
7.10/0,'

2. Use of treatment according to doctor’s own ability
and judgment—up-to-date for 83.6%, old-fashioned—
12.3%;

3. Healing is an art—up-to-date for 72.1%, old-fashioned

—17.6%;

. Respect to teachers—up-to-date for 69.7%, old-

fashioned—19.1%;

. Prohibition of sexual abuse to patients and their fami-

lies—up-to-date for 55.7%, old-fashioned—30.2%;

6. Treatment of patients regarding their own benefits
only (strong Hippocratic paternalism)—up-to-date for
52.8%, old-fashioned—30%;

7. Prohibition of euthanasia—up-to-date for 36.7%, old-
fashioned—46.3%;

8. Prohibition of abortion—up-to-date for 21.9%, old-
fashioned—72.2%.

g

1. Patient's seaets
2. Competence

3. Hedingis an at

4. Respect to teachers

5. Prohibition of sexua abuse
6. Hippoaratic paternaism (benefits only)

7. Prohibition of euthanasia

8. Prohibition of abortion

Figure 3: Which basic principles of the hippocratic oath are con-
temporary and which are not?

Tt should be noted that the similarity of two rankings as

above indicates that students accept those basic principles
of The Hippocratic Oath they found to be up-to-date.

As for the question ‘Which are the parts of The Hippocratic
Oath that sound archaic?” we have obtained the following
ranking of answers:

1. ‘I swear by Apollo Physician, by Asklepios. . . ./—this
part sounds archaic to 50% of the students. It is notewor-
thy that the distribution of answers is quite different for
students of the control group from that for students in
the study group. Only 36.6% of the students in the con-
trol group consider this part to be very archaic while a
two-fold higher percentage (71.3%) of students in the
study group has the same opinion (p=0.00002);

2. “To hold my teacher in this art equal to my own parents;
to make him partner . . '—the second part sounds ar-
chaic to 48.6% of the students. The distribution of opin-
ions regarding this part is also different for different
groups. The percentage of students in the study group
(63.3%) considering this part archaic is higher than the
percentage of students (39.5%) in the control group
(p=0.00002);

3. ‘... to impart precept, oral instruction, and all other in-
struction to my own sons, the sons of my teacher, and to
indentured pupils who have taken the physician’s oath,
but nobody else.'—this part sounds archaic to 50.9% of
the students. The difference between the study group
(68.5%) and control group (38.5%) is statistically signifi-
cant (p=0.00001);

4. ‘Iwill use treatment to help the sick . . . but never with a
view to injury and wrong-doing./—it sounds archaic to
only 4.6% of the students with no difference between the
study and control group (p=0.1309);

5. ‘Neither will I administer a poison to anybody when
asked to do so, nor . . /—this part sounds archaic to
27.9% of the students. It is interesting to note the differ-
ence between the study group (50.9%) and control
group (15.1%) is statistically significant (p=0.00001);

6. ... I will not give a woman a pessary to cause abor-
tion.'—this sentence sounds archaic to 56% of the stu-
dents. This text might have been considered rather as a
formulation (that in Bulgarian sounds to be very archaic!)
than as a content. Otherwise, we could not explain the
opinion expressed towards prohibition of abortion. The
difference between the study group (72.5%) and control
group (44.9%) is statistically significant (p=0.00001), as
it is obvious that 5th-year students have probably un-
derstood the text rather as a content than a formulation;

7. ‘But Iwill keep pure and holy ... my life .. /—this part of
the sentence sounds archaic to 25.6% of the students.
The difference between the study group (44.9%) and the
control group (16.1%) is statistically significant
(p=0.0001). Probably, the positive attitude of 5th-year
medical students (controls) towards paternalistic model
has influenced their opinion regarding this text;

8. ‘But I will keep pure and holy . . . my art.’—the part of
the sentence regarding healing as an art sounds archaic
to only 8.6% of the students. Although a few students
consider that this part sounds archaic (study group—
17.6%, controls—4.9%) the difference between groups
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is statistically significant (p=0.00042) which means that
almost all 5th-year medical students (95.1%), holding a
paternalistic attitude, refer to this text as a contempo-
rary one;

9. ‘I will not use the knife, not even, verily, on sufferers
from stone, but . . ."—this part of the Oath sounds ar-
chaic to 62.5% of the students. The difference between
groups is statistically significant (p=0.0315) with a

higher percentage for the study group;

10. ‘Into whatsoever house I enter, I will enter to help the
sick, and 1 will abstain from all intentional
wrong-doing and harm, especially from abusing the
bodies of man or woman, bond or free.'—this text
sounds archaic to 18.4% of the students. Both groups,
in their prevailing part, consider this sentence to be
up-to-date;

11. ‘Now if I carry out this oath ... may I gain for ever rep-
utation among all men for my life and for my art; . .
.‘—this last part of the Oath sounds archaic to only
14.3% of the students. The difference between the
study group (30.3%) and control group (3.3%) is statis-
tically significant (p=0.0001). This means that young
students (2nd and 3rd-year of study, that is, at the be-
ginning of education) do not expect yet to receive prof-
its within their future practice while about 97% of
graduating students (5th-year) refer to this text as a
contemporary one.

Both groups of students have shown that they accept basic
principles of the Hippocratic Oath. We may present the lat-
ter, according to their ranking, as follows: [1] Patient’s
secrets (89.9%); [2] Use of treatment according to doctor’s
own ability and judgment—competence (88.4%); [3]
Respect to teachers (86.7%); [4] Healing is an art (84.4%); [5]
Prohibition of sexual abuse to patients and their families
(61%) and [6] Treatment of patients regarding their benefits
only (strong Hippocratic paternalism). Both principles of
prohibition of euthanasia and abortion are unacceptable to
students (28.4% and 13%, respectively). Statistically signifi-
cant differences between the study and control group have
been obtained only for the strong Hippocratic paternalism
(the benefit of patient), the latter being more peculiar to stu-
dents who have not been previously taught ‘Medical
Ethics’.

It should be noted that students have reported that they
accept those principles of the Oath that sound to them to be
up-to-date. Students from both groups have considered the
following parts to sound mostly archaic: ‘I will not use the
knife, not even, verily, on sufferers from stone, but . . .";". . . Twill
not give a woman a pessary to cause abortion.”;". . . to impart pre-
cept, oral instruction, and all other instruction to my own sons,
the sons of my teacher, and to indentured pupils who have taken
the physician’s oath, but nobody else.’; and ‘I swear by Apollo
Physician, by Asklepios . . .". There are, however, clearly

60.00%
OYES EmNO B DIFFICULT TO JUDGE
40.00%
26.40%
20.00%
0.00%

Figure 4: Does the hippocratic oath promote the idea of moral
prohibition of receiving a remuneration from the patient?

expressed differences between the students from the study
group who have been taught ‘Medical Ethics’ and the
Sth-year students who have not and exhibit defined pater-
nalistic attitudes.

As for distribution of answers to the question of whether
the Oath as a whole promotes the idea of a moral prohibi-
tion of receiving a remuneration from the patient, we have
observed that about 42.7% of the students say ‘NO’ and
about 26.4%—'YES’ (Fig.4).

The main conclusion of this study is that medical stu-
dents have shown an attitude towards accepting and,
working in the future after the paternalistic model of ‘doc-
tor-patient” relationships. Such a conclusion may help to
the better orientation of and the setting-up of priorities in
the teaching programme of ‘Medical Ethics’. It should be
also noted that since 1994, The Council of Ministries has
adopted and introduced a new, up-to-date formulation of
The Hippocratic Oath for the graduating students in all
University Medical Schools in Bulgaria.
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Eutha_nasia Debate—Part 1

Abstract

The debate about the morality of active versus passive
euthanasia is confused in the American context because of
definitional problems. In order to create an atmosphere for
meaningful debate, redefinition is necessary. Furthermore,
one of the chief proponents of removing the distinction
between active and passive euthanasia has been James
Rachels. Rachels fails to account for moral intuitions in
making decisions about the morality of euthanasia. Part 1
of this article argues that Rachels’s thesis is deficient and
that both intention and situation are two moral notions on
which the debate about euthanasia ought to focus.

The debate over the morality and legality of active
euthanasia commands new prominence in American
society. With the US Supreme Court ruling that the legality
of physician-assisted suicide should be decided by each
state, special interest groups are fervently attempting
either to pass or block the legalization of active euthanasia.
Despite the Court’s ruling, the debate seems as murky and
confusing as ever. There are, therefore, very good reasons
to look for a new way to examine the issues surrounding
euthanasia.

The Problem

In their attempt to determine the morality of euthanasia,
individuals often analyse the morality of the actions
or omissions involved in the actual performance of
euthanasia.

Although there are many aspects of euthanasia over
which arguments erupt (e.g. whether or not itis voluntary),
the debate over whether the actual commission of euthana-
sia is morally acceptable or unacceptable is the most impor-
tant issue. If euthanasia is generally acceptable, then the
next question is, ‘Under what conditions is euthanasia
acceptable?” If euthanasia is generally unacceptable, then
subsequent arguments are irrelevant.

No single notion is captured by the term ‘euthanasia.’
For example, Webster’s New Universal Unabridged Dictionary
defines ‘euthanasia’ as ‘the act of putting to death pain-
lessly a person suffering from an incurable and painful dis-
ease or condition’.! However, this is the way many persons
would define active euthanasia, not euthanasia in general.
James Rachels, for instance, defines ‘active euthanasia’ as
“taking some positive action designed to kill the patient’?
The Encyclopedia of Bioethics reports that there have been

‘four long-standing meanings of euthanasia’.’ Only two of

those meanings are included in the Webster’s definition.

docto and

rs, lawyers, and

Many people, including academics, doctor
activists, have diverse definitions of ‘active’ and “passive’
euthanasia. If the debate is to be meaningful, authors and
speakers must clarify what they mean when they talk about

euthanasia in order to avoid equivocation.

Definition and Methods of Euthanasia

Since much of the literature lacks concurrence, it is impor-
tant to clarify the meanings of the terms used in this article.
The term ‘euthanasia’ means any form of death which is
caused either by an individual or party, usually in order to
alleviate pain or suffering. The definition also entails cir-
cumstances when someone ends the life of someone else
who is believed to be beyond recovery from their condition
(i.e., someone in a persistent vegetative state), or when an
individual or party fails to aid someone in these circum-
stances (usually at the end of life) who dies as a result of
that failure. Based on this admittedly broad definition,
there are two primary categories into which euthanasia is
broken down: “active euthanasia’ and ‘passive euthanasia’.
The term ‘euthanasia’ commonly includes many meth-
ods of death. Richard Higginson lists four different types of
action or inaction that are usually associated with the term:

1. Administering drugs for the purpose of causing death.

2. Administering drugs for the purpose of reducing pain,
which may, as a side-effect, cause death.

3. Discontinuing a particular treatment because it is
believed to be no longer of any benefit to the patient, but
also may accelerate death.

4. Withholding treatment from a patient because it is
believed that death is imminent.*

Each of these actions or inactions is classified as ‘active’ or
‘passive’ euthanasia respectively. For some, these catego-
ries have provided a distinction between what is moral and
what is not. For instance, Robert Campbell and Diane
Collinson maintain that ‘There is often made a distinction
between active and passive euthanasia, and whether it mat-
ters morally which is involved. On the face of it, it would
seem that it does.” The debate over the morality of actions
resulting in euthanasia usually centres around these tradi-
tional categories.

“Active euthanasia’ is commonly referred to as causing
death by commission, that is, directly intervening in a
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manner that not only causes a person to die, but in which
death is the foreseen, desirable result of the action. Ronald
Munson writes in his bioethics primer Intervention and
Reflection: Basic Issues in Medical Ethics that ‘active euthana-
sia” is when you ‘kill someone [by taking] a definite action
to end his or her life. Active euthanasia, then, is direct
killing and is an act of commission.” On Higginson’s
typology, the first type of action/inaction (above) is con-
sidered ‘active euthanasia’.

‘Passive euthanasia’ is commonly referred to as causing
death by omission. There are a number of activities associ-
ated with passive euthanasia. These omissions include
withholding treatment, withdrawal of treatment, and
activities that have the side effect of causing death. Munson
says, ‘passive euthanasia’ is ‘to allow someone to die, by
contrast, [and] take no steps to prolong a person’s life when
those steps seem called for. Passive euthanasia is an act of
omission.” Thus, on Higginson’s schema, types 2, 3 and 4
(above) all fit under the definition of ‘passive euthanasia’.

For years people have used the active/passive distinc-
tion to evaluate whether or not euthanasia is morally
acceptable under any circumstances. On this model, eutha-
nasia may entail doing something to end a life or omitting
something to end a life. J.P. Moreland adopts the tradi-
tional view of active and passive euthanasia in three parts:

1. The cause of death is different. In [active euthanasia] it is
the doctor or other human agent. In [passive euthanasia]
it is the disease or God himself.

2. The intent of the act is different. In active euthanasia it is
the death of the patient. In passive euthanasia death is
the (perhaps) foreseen consequence of an otherwise le-
gitimate action whose intent may be to alleviate suffer-
ing, respect patient autonomy, cease interfering with the
dying process and so forth.

3. There is a distinction between negative and positive hu-
man rights. The former state our obligation to refrain
from harming another. The latter state our obligation to
do something positive for another. Negative rights gen-
erally take precedence over positive rights. In passive
euthanasia, one refrains from benefitting a person, but
in active euthanasia one directly harms another.®

Moreland mentions three moral aspects of the active/
passive categorization: cause of death, intent of an action
which results in death, and the distinction between nega-
tive and positive rights. The interesting problem is that in
order to include all three of these criteria in the debate over
the morality of euthanasia, Moreland has to define the cate-
gories of ‘active’” and ‘passive’ to include them.

No matter what one’s opinion concerning the morality
of active or passive euthanasia, the manner in which the
debate is currently structured makes it difficult to make
moral judgments. This is because the categories ‘active’
and ‘passive’ do not easily include all the necessary con-
cepts individuals intuitively use in evaluating the practice.
Many believe that intention is almost always relevant in
determining the morality of euthanasia. If intention is
the defining moral characteristic of euthanasia then no one
can make general moral conclusions about either active or
passive euthanasia. Rather, we can make only general
conclusions (e.g., passive euthanasia is acceptable) with
corresponding general exceptions (when death is not

intended). The ability to form general moral conclusions is
important because it lessens confusion about what certain
terms mean when they are used without accompanying
definitions. If it is true that the concept of intention is
always involved in assessing the morality of a given case of
euthanasia, then having specific categories which include
intention would aid in helping people to make more general
moral conclusions with fewer exceptions. The revised cate-
gories would facilitate debate by (1) clarifying concepts, (2)
revealing moral presuppositions, and (3) communicating
the moral grids of those who establish moral criteria for
action to others who accept similar moral foundations.
Granted, there will always be possible exceptions to any
categories we create, but having categories that seem
always to have exceptions is confusing and counter-
productive to constructive debate.

The Issues at Stake

On December 4, 1973 the House of Delegates of the Ameri-
can Medical Association (AMA) adopted the following
statement of principle on euthanasia:

The intentional termination of life of one human being
by another—mercy killing—is contrary to that for which
the medical profession stands and is contrary to the pol-
icy of the American Medical Association.

The cessation of the employment of extraordinary
means to prolong the life of the body when there is irre-
futable evidence that biological death is imminent is the
decision of the patient and / or his immediate family. The
advice and judgment of the physician should be freely
available to the patient and/or his immediate family.’

This statement is based on the traditional view of euthana-
sia which argues that it is immoral to ‘kill' a patient
intentionally (and contrary to good medicine). Yet, the
statement endorsed the belief that once someone is at the
end of their life, it is morally acceptable to ‘let them die’.

The AMA statement affirms the classic definitions of
‘active” and ‘passive’ euthanasia and adopts the morally
conservative stance opposing physician intervention to
end life purposefully and prematurely. The ‘intentional
termination of life’ is clearly forbidden. Harming patients
violates ancient medical principles outlined in the Hippo-
cratic Oath' and is contrary to the principles of non-
maleficence and beneficence." According to these
principles, the primary task of the physician is to help
patients, not harm them. These principles provide one of
the primary arguments against active euthanasia.

The statement is also very clear about the conditions
under which a doctor no longer has to intervene to treat the
dying patient. Those conditions fit the traditional defini-
tion of passive euthanasia. According to the statement, a
doctor can discontinue ‘extraordinary means to prolong
the life of the body when there is irrefutable evidence that
biological death is imminent.” The statement also seems to
presume that it is the duty of the physician to continue
treatment, regardless of the consequences of doing so, until
all hope is gone. Once hope for recovery is gone, the doctor
could not violate the principles of beneficence and non-
maleficence because at that point help is beyond the
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physician’s power. This principle is the core of the AMA
declaration against euthanasia.

It is easy to see why one might assume that to kill a
natient is inherentlv worse than Inffiqg a pzﬁpnf die. How-
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ever, this assumption is less than clear because there is not
necessarily a moral difference between killing and letting
die. Rather, it is on the basis of guidelines other than the
action of killing or the action of letting die that the moral
judgment is made. Those who assume a difference between
killing and letting die are actually considering moral cate-
gories other than actions themselves. As Judith Jarvis
Thompson asks,

Is killing wo
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those who say it is have in mind may well be true. But
this is because I suspect that they do not have in mind
anything which is disconfirmed by the fact that there are
pairs of acts containing a killing and a letting die in
which the first is no worse than the second and also do
not have in mind anything which is disconfirmed by the
fact that there are cases in which an agent may not kill in-
stead of letting die. So as I say, I think they may be right."”

rse than letting die? | suppose that what
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james Rachels’s Thesi

A year after the AMA’s declaration, James Rachels pub-
lished his short paper, ‘Active and Passive Euthanasia’, in
the New England Journal of Medicine attacking the logic of
the AMA’s statement. Rachels provides four arguments
against the AMA'’s statement; however, will be concerned
only with the argument that has been the most influential
in eroding the moral distinction between killing and letting
die. It is what has become commonly known as the ‘bare-
difference argument’ or the ‘Equivalence Thesis’.

In his article, Rachels sets up two identical cases with the
only difference being that in one case the human agent kills
the subject and in the other case the human agent allows
the subject to die. He asserts that the bare-difference argu-
ment is the best way to evaluate if there is truly a moral dif-
ference between the two types of actions. He presents the
following cases:

In the first, Smith stands to gain a large inheritance if
anything should happen fo his six-year-old cousin. One
evening while the child is taking his bath, Smith sneaks
into the bathroom and drowns the child, and then
arranges things so it will look like an accident.

In the second, Jones also stands to gain if anything
should happen to his six-year-old cousin. Like Smith,
Jones sneaks in planning to drown the child in his bath.
However, just as he enters the bathroom Jones sees the
child slip and hit his head, and fall face down in the
water. Jones is delighted; he stands by ready to push
the child’s head back under if it is necessary, but it is not
necessary. With only a little thrashing about, the child
drowns all by himself, ‘accidentally,” as Jones watches
and does nothing.”

In Rachels’s scenarios, the only difference between the two
cases is that Smith kills the child (by performing an action)
while Jones lets the child die (by not acting—an omission).

The question Rachels seeks to raise here is whether it is cor-
rect to consider Smith morally culpable for ‘killing his

nephew’ and not to consider Jones morally culpable for
“letting his nephew die’. Both men operated from the same
motives, intentions, and with the same end in mind. Most
would consider what both Smith did and Jones did not do
to be morally objectionable.

What benefit does Rachels’s thought experiment offer to
the euthanasia debate? The benefit is methodological (rather
than substantive). Even though his example is not a case of
‘euthanasia,’ it offers the chance to clarify the moral status
of actions and omissions. Rachels’s point is that “active’ and
‘passive’ can be either ‘good’ or ‘bad’ depending on the
situation. Racheis’s scenarios are meant to show that both
actions and omissions can be bad. Depending upon the
moral framework, many can find it easy to imagine some
situations in which both actions and omissions are good.
Tracy Isaacs avers that “The distinction between killing and
letting die is never doing the moral work’."

Letting someone die is commonly considered less mor-
ally reprehensible than killing. Judith Jarvis Thompson
asks, ‘Does it matter whether a man was killed or only let
die? A great many people think it does: they think that kill-
ing is worse than letting die.”* However, as Rachels points
out with his bare-difference argument, this is not necessarily
the case. Unless, for example, we explicitly include inten-
tion in the debate, we risk people coming to conclusions
that do not include this important moral feature.

Roy Perrett, in his article ‘Killing, Letting Die and the
Bare Difference’, outlines Rachels’s argument with the rec-
ognition that although there is no moral difference
between killing and letting die, there must be other moral

grounds on which the debate must turn. He concludes:
All that is required is that, in such cases, it is some feature
other than the bare difference between killing and letting
die that makes the moral difference. These other, extrin-
sic features are often present and do justify differential
moral judgments.'®

Perrett recognizes that the lack of moral difference between
killing and letting die does not necessitate that there is no
moral difference at all. He says,

What the Equivalence thesis tells us is just that the bare
difference between killing and letting die is not in itself a
morally significant difference, not that every case of kill-
ing is morally equivalent to every case of letting die."”

Perrett fails, though, to specify what any alternative moral
criteria might be.

Intuition: Helping Define Moral Attributes

Some have argued in light of Rachels’s original paper that
his substantive argument (that if passive euthanasia is
morally acceptable, active euthanasia should be accept-
able as well) is verified by his methodological argument
(that there is no intrinsic moral difference between killing
and letting die). Others have countered intuitively, main-
taining that although Rachels’s methodological argument
may be correct, his substantive argument is invalid
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because he does not disprove the existence of other rele-
vant moral criteria.

Rachels does mention that the lack of any moral differ-
ence between killing and letting die may seem coun-
ter-intuitive. How can I, by not sending money to feed
starving persons overseas, be as morally reprehensible as
someone who sends poisoned food to them? Rachels dis-

misses intuition out of hand by arguing that moral percep-
tion lacks the abilitv to be a foundational determinant of
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right and wrong generally. For Rachels, intuition cannot
trump logical coherence.

Richard L. Trammell creates a counter-example in which
he ties the issue of killing and letting die to moral percep-
tion, demanding that the conclusions of moral perception
be accepted.

If someone threatened to steal $1000 from a person if he
did not take a gun and shoot a stranger between the eyes,
it would be very wrong for him to kill the stranger to
save his $1000. But if someone asked from that person
$1000 to save a stranger, it would seem that his obliga-
tion to grant this request would not be as great as his ob-
ligation to refuse the first demand—even if he has good
reason for believing that without his $1000 the stranger
would certainly die."

Rachels concedes that this scenario is compelling. Yet, he is
convinced that moral perception here is inadequate. This is
because in both cases ‘we end up with the same combina-
tion of lives and money, no matter which option the person
chooses”."” It should not make sense for life to be somehow
less important or less worth saving merely because in one
case I pull the trigger and in another case I do not give
$1000, even though in both cases I have the power to stop a
death from occurring.

Trammell wants to argue that we should trust our moral
intuition against active euthanasia. In so far as he means
that we should use moral perceptions as a guide, I agree.
But to the degree that he intends our perceptions to be a
defining moral base, I cannot agree. Our moral perception
cannot be made absolute. Moral perceptions change,
depending upon differing winds of thought, fads, and
needs. They can be (and usually are) influenced by the self-
ish nature of humanity. Any arguments which attempt to
give too great a credence to moral perceptions should be
rejected. All moral perceptions should be carefully evalu-
ated through both clear, logical thought and a grid of moral
foundations.

That being said, moral perceptions can be very helpful in
recognizing when something is amiss in our logical reason-
ing and can help us insure that we allow a place for several
moral concepts in the active/passive debate. Rachels
states, ‘Giving reasons is often not enough [to override our
perceptions], even in philosophy. For if an intuition is
strong enough, we may continue to rely upon it and
assume that something is wrong with the arguments oppos-
ing it, even though we are not sure exactly what is wrong’.”’
Tracy Isaacs agrees, arguing that the intuitive difference we
sense between killing and letting die is legitimate because
‘there are other morally relevant considerations that we
typically associate with killing, but do not typically associ-
ate with letting die, and that these are guiding our

intuitions about the distinction’,”' not something intrinsic
to killing or letting die themselves.

The intuitive difficulty that we have with Rachels’s
substantive argument most probably comes from the sus-
picion that there are other moral distinctives intimately
involved in the debate which are beyond the action itself.
Isaacs agrees, claiming that those who are concerned about
the possible ill effects of jettisoning the traditional active/

i icki 1 wrarvrer lhansiion
passive distinction should not worry because

other morally relevant features . . . are always what is
doing the moral work. The distinction between killing
and letting die is never doing the moral work. Thus, if
active euthanasia is wrong, there must be some other
way to explain its wrongness.

hy there has been

such difficulty in articulating arguments in the euthanasia
debate. Killing is not, in and of itself, morally worse than
letting die, even though it probably is in the specific situa-
tions that those who might espouse such a view have in
mind.

There are those who argue intuitively that action is not
just an action or omission, but includes other things (e.g.,
intention) as well. With this I agree. However, in order to
help us understand what other moral criteria have a part in
the moral assessment of euthanasia, it is necessary to split
action and related moral criteria from each other in order to
evaluate how each one should function. Thus, I am not
assuming that action is truly separate from morality, but I
am merely using an analytical distinction to help us find
out how best to structure future debate.

Tom L. Beauchamp, author of the landmark bioethics
volume Principles in Biomedical Ethics (which outlined the
two major principles used in defending the traditional
view of euthanasia—beneficence and nonmaleficence)
wrote ‘A Reply to Rachels on Active and Passive Euthana-
sia’. His intent was specifically to attack Rachels’s original
article (in the New England Journal of Medicine). Beauchamp
believes that Rachels’s bare-difference argument is sound
in and of itself; however, Beauchamp also leans on moral
intuition as a basis for discounting the validity of Rachels’s
connection of the difference between killing and letting die
to the difference between active and passive euthanasia.
Yet, instead of committing the mistake of making moral
intuition a foundation for moral consideration, Beauchamp
notes that intuition tells us that there is still a moral issue
concerning euthanasia that Rachels has failed to address by
merely denying the sufficiency of the killing/letting die
distinction for making moral judgments about euthanasia.
Beauchamp illustrates a positive use of moral intuition by
using intuition to guide him to other relevant issues that
are integral to the debate at hand. Through his arguments
we can see what other moral factors are at the root of the
euthanasia debate and should be tied to the analytical con-
cept of action mentioned earlier.

Beauchamp argues that there are issues of judgments
of medical fallibility and moral responsibility’ at stake.”
In discussing the issues of medical fallibility and moral
responsibility, there are two factors which are of primary
importance in determining the morality of the proposed
action. They are the knowledge of the situation and the
intention of the agents involved. Even though Beauchamp

It should now be easier to understand w

SNOUEG 10 UC Casali W0 UiniGlisualt



74 ETHICS & MEDICINE 1999 15.3

Dame Cicely Saunders

does not spell out these two factors, they are implicit in
the factors he lists. These two factors are what cause his
intuition to pause at Rachels’s assertion that there is no
moral difference between killing and letting die and thus
no difference between active and passive euthanasia.
Beauchamp knows there is a problem with Rachels’s sim-
plistic substantive thesis that insists there are absolutely
1o substantive moral differences between active and pas-

case even though he knows

what Rachels says methodologically about the lack of
moral difference of the actions to be true. Beauchamp sees
two concrete situations that illustrate the need for situa-
tion and intention to be included in any debate over
active and passive euthanasia.

The two factors, intention and situation, are what I
believe to be the two moral pegs on which the euthanasia
debate turns and are what should be included in moral
evaluation along with any concept of action. This tells us
that these concepts should be utilized for making the moral
evaluations about euthanasia, no matter what categoriza-
tion scheme is used. For those who hold situation and
intention to be important in any debate over euthanasia,
the categories need to be broad enough to employ them as
well to allow the establishment of general moral conclu-
sions about them. Most other writers on this subject
address the inability to include situation and/or intention
in Rachels in one way or another.

In the next issue of Ethics & Medicine, I will examine situ-
ation and intention and propose a new structure to the
euthanasia debate.
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The History of the Hospice
Movement’s Beginning

I think it is very interesting that a conference on ‘palliative
care—the way forward’ should start with history. Ihappen
to have just come back from California where I have been
lecturing,. I am slightly jet lagged and in the middle of the
night I was listening to somebody from Armenia quoting
the following, ‘we learn about life and about history by

looking backwards but we have to live by looking for-
wards’. So although I am talking about history and looking
backwards, I am all the time also looking forwards.

Each of us has come here from our own culture, from our
own personal background and our own experience and
training. But we have become interested in palliative care,
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the conclusion that I came to. First, he told me that he
would be a window in our home. He gave us a commit-
ment to openness; openness to all who had come, openness
to each other and also openness to challenge. To accept
challenge has always been, I believe typical of palliative
care. On another occasion he said to me, ‘I only want what
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like a very personal exchange. However, on reflection I
realised that our patients were only asking for what is in
our heart. And then after he had died I felt convinced that
he had made his way back to the faith of his fathers with
his own quiet dignity in the freedom of the spirit. Thus,
openness, care that comes from the heart and freedom of
the spirit are, I think, the essentials of palliative care.

These three principles derive from the Judeo-Christian
tradition, but they also belong to the humanist tradition
and are accepted by anybody who looks at people with
respect. After David died in February 1948, I went to work
in one of the older homes for the dying. There were three or
four in London at the time. I went as a registered nurse in
the evenings. There I saw regular administration of
morphine, a practice which dates back to about 1935.

The idea of giving of opiates regularly was not invented
when St. Christopher’s opened or when I started working
in St. Joseph’s in 1958. It goes back much further. The
matron at St. Luke’s at that time told me that she thought it
was the nurses who did it. The doctors prescribed it. But it
was the nurses who first introduced the idea that patients
should receive their morphine regularly, whether or not
they were in pain. I was working with a thoracic surgeon in
those days and I kept on talking to him about it and made
him visit a patient who was dying. It was this surgeon who
finally convinced me to study medicine, which with the
support of his medical school and my father Idid, at the age
of 33.

Back in 1935, Alfred Worcester of Harvard, a medical
and a general practitioner was talking to the students and
wrote a book of his three lectures ‘The care of the aged, the
dying and the dead’. I read that, I read a lot in the Royal
Society of Medicine Library, finding out mostly anecdotes,
very little, in fact practically nothing in the way of research.
In 1958, having finished my medical training I was able to
go to St. Joseph’s, another of the old homes. I worked there
for seven years. When I arrived it was virtually untouched
by medical advance and I was able to introduce records.
Very soon, I had analysed eleven hundred patients’ notes
which were held on a punch card system. Of course it was
Irish Roman-Catholic run and so I was the only Protestant
heretic in the house. It was pre-Vatican II, so it was enor-
mously welcoming of them to let me in.

I read about their way of giving drugs on demand and
putting them into a regular schedule. And I then realised,
in the light of my previous training, that pain was not

€nce On te drug ana of tne 1act that one 1s dependent on the
person who administers the drug. If, however the patient is
given the drug regularly, he or she can forget about it.
The year 1959, to step back for a moment, was a very
interesting year. Herman Fifal in the United States edited a
book called The meaning of death. Rene Fox, also from the
United States, wrote a book called Experiment Perilous, a
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cortisone, the earliest sterile drug on patients with hfg
threatening illnesses. The book dealt mainly with the
stresses and strains of the patients and the doctors, and the
way in which these interwove. It was fascinating reading.
At the same time, ‘Cruse’, an association helping widows,
started in this country and I was asked to write a series of
six articles in the Nursing Times on the care of the dying,
which was published as a booklet and sold. In 1963, John
Hinton, a psychiatrist did a study on the physical and med-
ical distress of the dying, comparing 102 dying patients
with 102 patients who were also seriously ill but not termi-
nal. This remains a detailed study of unique value. Profes-
sor Hinton, as he became, has since been working a lot with
us. [ recommend any work of his if you want to see compar-
ative studies that have actually been carried out. In 1963 I
also went to the United States and visited Calvary hospital.
There I heard about Madam Jean Garnier who founded the
first calvere and that the word ‘hospice’ was first used in
France in 1842, to refer to places caring for dying patients. I
also met people working with patients in their homes in
New York as well as volunteers working in basic pain
research.

The years 1957 to 1967 were a time of networking, of
endlessly trying to work out where we were going, looking
for new premises, and examining the research that had
been carried out. The thousands of letters that I wrote at
that time are presently being looked at by an archivist. Pro-
fessor Clark from Sheffield has been looking at the history
of the hospice movement. He has got all my archives with
him at the moment. Apparently I wrote between 8 and 10
thousand letters in those 10 years. My motto for life dates
from that time: “‘What have you that you did not receive?’.
This was because the ideas that came together were put
together into a kaleidoscope of ideas and given a shake.
What emerged was a new kind of palliative care.

In Canada, I met Noel Zack, and Patrick Moore invented
the gate theory of pain. He was working on pain and we
have had greatly appreciated links with his palliative care
movement. It has been extremely important to keep talking
with people in other branches of this whole field of pain,
suffering and stress. During the 1970s Dr Teresa Vaniere, a
French-Canadian, who was working at St. Christopher’s
went over to France several times. Last year,  had the plea-
sure of going to Paris for the opening of Madam Garnier
maison and see their new building there and their pallia-
tive care movement.


































































