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Paradise lost: The Devolution of

Medical Practice

Many British doctors will have been shocked by the edito-
rial ‘When learned doctors murder’ in Ethics and Medicine.'
C. Ben Mitchell referred to the devolution of medical
practice, and warned of the dangers of using euphemistic
language to make murder seem respectable. His warning is
timely, but the word ‘murder’ does not trip easily off the
tongue when speaking of medical practice.

Time was when I was blissfully ignorant and knew noth-
ing about the practice of sedation without hydration. My
peace was shattered when I visited a hospice as a member
of the public some years ago. I saw how the management of
death can take over and dominate thought. ‘Death’, wrote
one patient ‘is becoming a little noisy, a little too obvious’.
My glimpse of the unacceptable face of palliative medicine
was a painful shock that gave rise to the hydration debate.”

Some palliative medicine colleagues have been offended
by my suggestion that sedation without hydration can be
considered as euthanasia.” They do not see their clinical
practice in that light. Others feel that my criticism has
struck at the whole ethos of palliative medicine. I hope it
has! The death-orientated approach must be replaced by a
life-orientated approach, and due regard paid to matters of
hydration. There are hopeful signs that attitudes to
hydration in the hospice movement have become more
flexible in recent years. If so, my effort has not been in vain.

However, progress within the hospice movement is
counterbalanced by worrying developments elsewhere. I
have drawn attention to the dangers of advance directives.’
If these are made legally binding, people will be able to opt
for death by dehydration simply by signing an advance
directive that prohibits the use of artificial hydration under
certain circumstances. This happens already in some states
in the USA. Competent patients can of course refuse artifi-
cial hydration or medical treatment simply by saying ‘No’.
Sometimes old people who are tired of life take matters into
their own hands and stop eating and drinking.

James Hoefler, an American associate professor of
political science, has written a sinister guide to foregoing
treatment at the end of life. He talks quite openly about
dehydration, describing this as ‘a time-honoured, fool-
proof alternative to tube feeding for terminally ill patients
who are prepared to die’. He also discusses dehydration as
an alternative to physician-assisted suicide. ‘The key’ (to
managing death), suggests Hoefler, ‘is knowing when to
shift the focus from curing to caring . . . If we really care we
will think long and hard about whether to impose artifi-
cially provided nutrition and hydration’.* Few doctors
would disagree with that statement. However, I would

stress that hydration must never be withheld with the
deliberate intention of ending life.

Difficult quality of life considerations are an important
part of medical decision making. It may be acceptable to
withhold artificial hydration if the means of administering
it is too great a burden for the patient.” This could apply to
tube feeding or gastrostomy feeding in many clinical
situations, including advanced dementia and some stroke
patients. Many very difficult decisions have to be made in
younger people with ‘learning difficulties’. There is no easy
answer to these problems.

The British Medical Association (BMA) recognize that
there are ‘substantial and unresolved issues concerning
the withdrawal and withholding of treatment from
patients . . .”* Their Medical Ethics Committee issued a
consultation paper on ‘Withdrawing and Withholding
Treatment’ in July 1998 and invited comments for three
months. Their aim was to seek views as widely as possi-
ble, from doctors, other health professionals, patients and
the general public. Guidelines are now being prepared
and are awaited with some apprehension. The task of the
BMA Medical Ethics Committee is a difficult one. It is
crucial that they refuse to be pushed into unwise or hasty
decisions by pressure from politicians or the legal
profession.

There may well be economic advantages to be gained
from the early death of ill or disabled people, as the Federal
Government in the USA noted some years ago.” This mes-
sage will not have been lost on those responsible for our
cash-strapped Health Service and could well be part of the
covert thinking behind moves to make advance directives
legally binding in the UK. The British Government, like
that of the USA, could stand to gain financially from the
early death of patients who might otherwise be aburden on
the health service. No politician would admit this in so
many words, but economic arguments are powerful and
the temptation to act must be strong.

Many people were appalled in 1996 when the British
Medical Journal (BM]J) published an editorial ‘Jack
Kevorkian: a medical hero’, written by the North American
Editor of the BMJ and a Professor of Medicine and Bioethics
from Canada.? Dr Kevorkian, an unemployed pathologist,
was killing patients at their request in the back streets and
garages of Michigan, and dared the law to stop him. He
was convicted of second degree murder in 1999.

Ore of the key principles of medical ethics, as agreed at
an international conference held in Paris in 1987, is set oul
in Article 2 of Principles of Medical Ethics in Europe.” This
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states, “The doctor may use his professional knowledge
only to improve or maintain the health of those who put
their trust in him; in no circumstances may he act to their
detriment’. The conference report was unanimously
adopted by all participants, including the General Medical
Council representing the United Kingdom. The BM] edito-
rial flouted Article 2 and undermined professional integ-
rity. it is ominous that there was no public reprimand
about this editorial from the BMA or the General Medical
Council. Editorial freedom, it would seem, is more impor-
tant than professional morality and respect for the law.

The law on euthanasia was very carefully reviewed by
Parliament at the time of the Bland case, and the result of
the carefully reasoned debate was that euthanasia remains
illegal in the United Kingdom. That decision should be
respected, but there are constant attempts to undermine
the law. Those who break the law are not heroes. The true
medical heroes are those who truly care for their patients
and support them through pain and distress, until life
comes to a natural end.

Many letters of protest were written about the editorial
and several were published in the BM]J of July 27th, 1996.
Some were from palliative medicine S]Pecialists at the fore-
front of the fight against euthanasia.'®" Dr. Ilora Finlay and
colleagues from the University of Wales College of
Medicine stressed many practical reasons why killing a
patient, even when problems seem insurmountable, must
remain prohibited by law. In summary, they said that the
law protects vulnerable patients, it protects doctors from
themselves, and it protects doctors from relatives and
managers who may stand to benefit from a patient’s early
death.

A Geriatrician, Dr C. A. Crowther’?, drew attention to
Pope John Paul IIs letter Evangelium Vitae, which upholds
the value of human life and exposes the prevailing ‘culture
of death’ in which we are immersed.” Robert Balfour, a
Consultant Obstetrician', quoted Dr Everett Koop, a
former Surgeon General in the USA who predicted a eutha-
nasia programme for various categories of citizens and
pleaded, ‘Letitnever be said by historians. .. that there was
no outcry from the medical profession’.””

Intentional and deliberately planned death should have
no place in medicine, yet the concept has been introduced
into public debate quite deliberately. The BM] editorial was
a blatant example of this. Others have introduced the issue
more subtly and unobtrusively. In recent years, several
influential people have helped to promote euthanasia. One
such, John Hams, a Professor of Applied Philosophy who
advocates doctor-assisted suicide, was chosen by Age
Concern to chair a study group that prepared a statement
on values and attitudes in an ageing society. Their views,
advocating doctor-assisted suicide and euthanasia, have
been presented to the public in a glossy brochure, and on
the internet, as part of the Age Concern Millenium Debate
of the Age.'

This initiative—said to be independent, but rumoured to
have government funding—aims to raise awareness about
the implications of our changing demography, in particu-
lar the increasing number of old people in our society.
Another aim is to achieve policy changes, and help to set
personal and national priorities through a national
programme of events. Those who cooperate and interpret

the theme according to operational policy can use the ‘age
speech—bubble logo!” The Debate of the Age is proudly
presented as the ‘largest, most involving social campaign
ever envisaged outside government’.® Feedback will be
presented to the Government in Spring 2000. The organiz-
ing committee includes several representatives from the
world of finance and insurance, the Editor of the BM],
Professor John Harris, some media experts, a token Bishop
and others. The debate is of course, very wide ranging and
covers many areas that are unrelated to medical ethics.
Nevertheless, the views expressed on euthanasia in the
interim papers are sinister and dangerous. Meanwhile the
Lord Chancellor and the Government assure the public
that there are no plans to legalize euthanasia! However
subtly the spin doctors work, the public must not allow
themselves to be fooled.

From time to time a General Practitioner, the Chairman
of Doctors for Assisted Dying, is invited to speak on radio
or television, or writes to the Times. He is proud that he has
killed terminally ill patients in the course of his medical
career. The police have decided not to prosecute him as the
crimes were committed many years ago. Yet ageing war
criminals are still prosecuted. Why should this doctor have
immunity from prosecution?

In 1992 a Consultant Rheumatologist was convicted of
attempted murder. Having found himself unable to control
his patient’s severe pain, he gave her a lethal injection of
intravenous potassium chloride, and she died within min-
utes."” Despite the conviction, he was allowed to continue
to practise by the General Medical Council (GMC). Yet his
action contravened both the law, and Article 2 of Principles
of Medical Ethics in Europe to which the GMC had been a
signatory. Had they forgotten about this, or did they
choose to overlook the fact? Where now is the resolve to see
that these ethical principles are put into practice? Where is
the resolve to respect the law of the land?

In his book A Preface to Paradise Lost,"® C. S. Lewis
commented on Milton’s epic poem and was fascinated by
mankind’s ability to argue ourselves into a course of action
that we know to be wrong. Eve, is tempted to eat the forbid-
den apple. She has dubious reasons for offering to share the
apple with Adam in the Garden of Eden."” Lewis wrote:

I -am not sure that critics always notice the precise sin
which Eve is now committing, yet there is no mystery
about it. Its name in English is Murder. If the fruit . . .
means death, then he must be made to eat it, in order that
he may die . . . And hardly has she made this resolve
before she is congratulating herself upon it as a singular
proof of the tenderness and magnanimity of her love. ...

The whole thing is so quick, each new element of folly,
malice and corruption enters so unobtrusively, so natu-
rally, that it is hard to realise that we have been watching
the genesis of murder.. . . Thus, and not otherwise, does
the mind turn to embrace evil. No man perhaps ever at
first described to himself the act he was about to do as
Murder, or Adultery, or Fraud, or Treachery, or Perver-
sion; and when he hears it so described, by other men he
is (in a way) sincerely shocked and surprised. Those
others ‘don’t understand’. If they knew what it had
really been like for him, they would not use those crude
‘stock” names. With a wink, or a titter, or in a cloud of
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muddy emotion the thing had slipped into his will as
something not very extraordinary, something of which
rightly understood and in all his highly peculiar circum-
stances, he may even feel proud.®

How well these thoughts of C. S. Lewis describe the varied
reactions to the hydration debate. We all have a responsi-
bility to ensure that withholding hydration is not used as a
means of ending life. The hydration needs of patients
should be met in a way that is morally acceptable,
medically acceptable, and in keeping with the law of the
land. How sad it would be if the celebration of 2000 years of

R .
coincide with an age when human life

miohi iy
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became disposable in civilized society.
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‘Where am I Going from Here?’
The Ethical and Spiritual Issues

of Estrangement

THE STORY

Some people pray when they are ill. Some take to calculat-
ing the statistics. Others go into hostile denial, railing
against the cruelty of biology, of tumours and ischemia and
viruses. Dr. Epstein takes a purely intellectual approach.

Dr. David Epstein was born on June 13, 1920. His father
was a general practitioner, and it was obvious that young
David was an intelligent child. His father took him on
rounds with him, explaining the early 20th century models
of disease, and David became fascinated with physiology.
He soon found the need to apply his interest to his own sit-
uation, for he noted sudden spasms of his hands and an
inability to walk long distances without severe spasms and
weakness. He began what would be his lifelong research
quest: the diagnosis and treatment of his own rare disease,
myotonia congenita.

Myotonia congenita is an autosomal recessive disease
occurring in about one in a million people. It causes severe
muscle spasms, making it difficult for the patient to walk,
shake hands without letting go, or speak without a
clenched jaw. Most patients with myotonia congenita die
of iatrogenic complications, for they are often exquisitely
sensitive to anticholinergic drugs, cholinesterase inhibi-
tors, and CNS depressants, all of which are commonly used
in the clinical setting and especially in the operating room.
So young David Epstein began his odd relationship with
the medical profession. He asked his father for medication,
but he also was wary of side effects. He was also always
searching outside of medicine for other chemicals which
might help his condition.

His father gave him thyroid medication, which he felt
helped him. David also found that alcohol in large doses
helped him, so as a teenager he was drinking a fifth of
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whisky a day. He cut down on this amount when he no lon-
ger found the alcohol helped the myotonia. Over the next
forty years he tried an array of medications including
ACTH, chlorothiazide, cortisone acetate, prednisone, tes-
tosterone, and many others. I remember in 1983 when he
became my patient that he asked me to obtain acetyl-COA
from Sigma chemicals in Germany, such was his ferocious
quest for medications which might help his disease. But I
digress. Young David was an intelligent youth, and he
went on to be well educated at a fine university and law
school. He began practising law in Chicago and was quite
successful until years later when he had significant prob-
lems with the IRS. He was married, had one son, but is now
estranged from both his wife and son. He says that his wife
married a doctor and he doesn’t know her whereabouts,
and that his son is a hippie who doesn’t want to contact
him. He quit law in the late 1970s and went to medical
school in Germany, completing most of the training.

Over the last fifteen years I have known him, a clinical
encounter with Dr. Epstein (as I call him in respect for his
education) goes like this:

‘Good morning, Dr. Epstein’.

‘Good morning, Doctor. They tried to take my weight
out there and my blood pressure but I couldn’t stand it.
Doctor Schiedermayer, I have pulmonary venous hyper-
tension and edema, and palpitations. I have been taking
cortisone acetate for it, and ginkgo biloba, and my emphy-
sema seems better but I wonder if I need to increase my
oxygen’.

I scan the chart. He does have severe emphysema with
pulmonary function tests showing an FEV1 of 22 percent of
predicted. His arterial blood gases on room air show a pO2
of 67 but he drops below 60 with minimal exertion. He is on
home oxygen and spends most of his day in a recliner chair.

I read other notes. He also has risk factors for heart dis-
ease, including his age, his gender, and a history of smok-
ing three or four packs of cigarettes a day for most of his
adult life. He quit smoking five years ago when he devel-
oped cancer of the base of the tongue, but admits he still
smokes one to two cigarettes per month. He has no history
of hypertension, diabetes, or known lipid abnormaliiies.
His self-medication with corticosteroids has resulted in
severe osteoporosis and one hip fracture requiring hip pin-
ning in February 1996.

‘Dr. Epstein, did you go see Dr. Hansen (the cardiolo-

ist)?’
& ‘1did, doctor, and he told me that Thave emphysema, and
that [ don’t have any heart disease he can help me with'.

‘"Hmmm. How is your myotonia doing?’

In reply, Dr. Epstein reaches out and shakes my hand.
When we end the handshake and he tries to release, he
can't let go.

“You see, doctor. I have cut way back on the cortisone. But
Ineed to try ashot of ACTH. Can you prescribe it for me?’

When I politely decline, he shakes his head and says he’ll
have to get it from his friend in Chicago, an older doctor he
helped with a lawsuit many years ago.

Dr. Epstein treats me with some disdain, both because I
am just a general practitioner (not that he doesn’t also treat
the specialists with disdain) and because I am very conser-
vative about giving him the various medications he contin-
ually requests. Nonetheless, he continues to see me as my

patient. At one point he offered me his possessions and his
inheritance, which I firmly refused of course, saying that I
could no longer be his doctor. He said if I didn’t take them
the IRS would anyway. Although the offer seemed sincere,
he made it more than a year ago and has accepted my
refusal without a second request.

On examination, Mr. Epstein has very thin features, with
tight muscies around the face. He has quick movements
and a ready but sardonic smile. He has graying hair with
severe seborrheic dermatitis. He is 5 feet 8 inches tall and
estimates his weight to be 115 pounds. He is in a wheel-
chair. His blood pressure is 120/76. The neck has some skin
changes consistent with radiation therapy. A right carotid
bruit is present. The lungs have decreased breath sounds
throughout but no rales, rhonchi, or wheezes. The first
heart sound is very soft and the second heart sound is not
split. The abdomen is scaphoid, and the extremities show
1+ edema. His skin is dry with much flaking. Neuro-
logically he is oriente x3. His reflexes are difficult to elicit.
His muscle tone is increased throughout and he does have
some evidence of muscle wasting in the thenar areas. He
also has some dysarthria, presumably from muscle weak-
ness in the muscles of phonation.

After each examination, Dr. Epstein gives me an update
on the latest treatments for myotonia, often noting that he
has discovered that a treatment would work many years
before the scientists discovered it would be effective. He
does not expect me to know this material, although after
more than forty office visits it often feels to me that we are
actors in a play and we each read our lines. On the other
hand, he is always full of surprises, on each visit telling me
some detail about his life which he knows I may find inter-
esting. He tells me of his calls to the head of the FDA (true
stories). He describes the various regimens he has tried for
impotence (amazing hormonal manipulations, actually).
He adds to the parts of the history I thought I knew. For
example, I knew that he drank heavily, but I didn’t know
until he mentioned it on the last visit that he drank a fifth of
whisky a day as a teenager because it helped his myotonia.

The generalist physician becomes accustomed to his or
her patients doing fairly well over the years, with office vis-
its, phone calls, medication refills, and then, everyonceina
while, sadly, disaster. I count on about a disaster a week.
This is one of the great sadnesses of general medicine, that
even with almost everyone doing well, someone will be
doing poorly. Lately, it has been Dr. Epstein.

In July 1997, he considered suicide because of his deteri-
orating condition. My office notes indicate that he had a
seconal and a revolver. However, his ‘hobby used to be
hypnotism, and so he hypnotized himself out of his depres-
sion’. I arranged for home health care agencies to see him,
but he accused one home health aide of stealing his money
(it is difficult to determine if she did, but there is no evi-
dence to support his claim). I asked another agency to see
him, and things were going well until he began constantly
speaking to the nurse, Ruth Jones, about his loaded pistol.
She reported the pistol to her agency, and after several
meetings, Ruth called me and said they would have to
notify the police about Mr. Epstein’s danger to self.

I'wasreluctant to get the police involved, but agreed that
given the situation it was probably the best things.

Ruth and the social worker confronted Dr. Epstein about
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the pistol, and when they asked for it, he became very
angry, getting up out of his wheelchair and tearing the
social worker’s dress. The police arrived shortly and Dr.
Epstein was taken to the psych unit. The psychiatrist exam-
ined him, finding him to be highly irascible but fully com-
petent, and he asked me to come to see him so they could
send him back home. I talked to him, and found him to be
his usual self.

‘Doctor’, he said to me, ‘If  was going to commit suicide I
wouldn’t talk about it. You know that.”

A nurse and the chaplain from the agency were there in
the hallway of the psych unit, so we discussed Dr. Epstein’s

~ace and aoreed ta go to see him tocether. I mentioned to
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the chaplain, standing at the bedside, that Dr. Epstein was
estranged from his wife and son and that I thought this was
an important spiritual issue for him. I saw Dr. Epstein
shake his head. He moved his head quickly from side to
side. “Here is his spiritual problem’, I thought to myself.
The chaplain moved his head in the opposite direction, up
and down. I moved my head up and down.

“This is a great spiritual discussion’, I thought to myself
as I looked around the room. ‘Everything is right here, in
the body language alone. There is a doctor and a chaplain
who believe in God, both of their heads nodding up and
down, the patient we are trying to help, who doesn’t even
believe in his own son, and the nurse who, still angry with
him about the gun, purses her lips slightly but appears
ready to forgive and take him back.’

Spirituality in the clinical setting is embedded in the
details of cases such as Dr. Epstein’s. Every office visit,
every request for a consultation, for a medication refill, for
a referral to a home health agency, is a spiritual event.
Every crisis point, from the crisis of worsening illness to a
major ethical crisis, is a spiritual event. One simply cannot
separate out an aspect of the patient’s history, for example,
the social history or spiritual inventory, and say that this is
the only spiritual aspect of the case.

And sometimes the most important spiritual details are
seen at the margins, at the refusals, at the disappointing
juncture of the case.

A logical question, of course, is what is the patient’s faith
tradition. But we are often too impatient when we ask this. I
always ask it as part of the patient’s social history. But
sometimes asking the exact type, the exact denomination,
is rushing to a conclusion. For if we believe in spirituality,
that is, in the basic sense that human beings are spiritual,
then we know already that Dr. Epstein is a spiritual being.
Based on his history, we already knew that when asked by
the admissions clerk about his religion he was going to say
that he had none. This, of course, was exactly what he said.

It is after asking a patient’s social history that we turn to
the chart to try to glean an answer regarding their faith tra-
dition. We found Dr. Eptstein’s social security number, his
address, and that he is a white non-hispanic male, who is
divorced. He listed himself as retired /disabled. He lists no
one, no one at all, as someone to contact in case of emer-
gency. Under ‘relation to emergency contact’, someone
typed, ‘OTHER’. Under ‘relation to responsible party’,
someone had typed ‘SELF’. So we had someone who was
estranged even from himself, who was an other. I looked
through several inches of notes. The cardiac surgeon, cardi-
ologist, another internist, an ENT physician, and ENT

cancer surgeon made no notation of his religion. The
cardiothoracic physician’s assistant completed a long
form, and Dr. Epstein told the PA his mother died at age 72
of lung cancer and his father died at age 71 of diabetes. Dr.
Epstein told the PA he was single and has no children.
Pages and pages of my notes were present, noting that
‘his hobby is hypnotism. He hypnotized himself out of a
depression’, or ‘Pt considered suicide at the end of July. He
had Seconal, and a revolver, drank Schnapps, and smoked
cigarettes, but didn’t go through with it.”  treated him with
testosterone, B12, Paxil over the course of time. I found a
hand written letter from Dr. Epstein, requesting an EKG
1936 1 have intermittently taken «class I
antiarrhythmic drugs to relieve my muscular problems
and provide me with mobility’). He also requested a T3 and
T4, Prostate cancer test, cholesterol with HDL and LDL, tri-
glycerides, and alkaline phosphatase. He wrote, ‘over the

past year I have had an insidious and gradually progres-

sive loss of short-term memory, reaching serious propor-
tions at this time’. I was on sabbatical during the year he
wrote this letter, so another physician saw him and
referred him to a neurologist for the memory loss.

The neurologist noted that ‘the patient studied at the
University of Heidelberg and at the Goethe Institute in
Frankfurt where he apparently received two Ph.Ds. Since
then, he has forgotten the content of his two Ph.Ds and has
also forgotten German, French, and Spanish. During the
interview, he states that he has no personality changes
although he admits to being a difficult patient. He denies
any verbal or physical aggressiveness. He states that
although he is anxious, he has no problems with misplac-
ing objects. He denies accusatory, suspicious, hiding, and
hoarding and paranoid ideation. When asked whether a
caregiver is present, he states that he is alone and needs
nobody to take care of him. He admits to having recently
prescribed himself Hydergine to treat his memory and
feels this has been useful with the addition of Niacin. He is
also interested in procuring Piracetam in Europe, as well as
Ascar.’

The only other salient note on the chart was from the
urologist. ‘Dear Dr. Schiedermayer: I had the pleasure of
evaluating one of your patients, David Epstein, in the Pros-
tate Center today. Mr. Epstein presented to the Prostate
Center with a request for a prostate ultrasound. He had
recently overheard a radio talk show which advocated the
use of transrectal ultrasound as a method for screening in
benign prostatic hyperplasia. Mr. Epstein refused a PSA
and a digital rectal examination, stating that he had
recently completed a PSA and was uninterested in a digital
rectal examination. Mr. Epstein was very specific and exact
in his demands.’ Later on, however, Dr. Epstein did allow
the urologist to do an examination, which was negative for
cancer.

So I looked through the entire chart without finding one
jota of spiritual history in the clinical record—unless you
consider that Dr. Epstein’s whole life history was a spiri-
tual history, and that his basic spiritual problem was that
he was estranged and alone and preferred it that way. Not
enough? So I decided to call him, both to see how he was
doing since he was home from the psych ward where he
was for assaulting the home health care social worker who
was trying to take away his gun.
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When I called him at home I heard him coughing as he
picked up the phone. He told me he was having thick, vis-
cous yellow sputum, up to one-half cup a day, streaked
with blood. He said he was short of breath even while he
talked, and he was having decreased appetite. He said he
was alert and lucid and had ‘all my cognitive abilities’. He
requested that I complete the paperwork for an electric
wheelchair, which I said I would do. He noted that he
increased his home oxygen to 6 litres a minute, and that on
one litre a minute his heartrate was 120 beats a minute but
on 6 litres it was down to 70 beats a minute. He asked if that
dose of oxygen had any side effects, and I told him that dry-
ing was the main side effect. He said, ‘where am I going
from here?’

I said that nothing dramatic would happen, but that he
might have gotten a pneumonia and may have needed to

get some antibiotics if that were to happen. I asked him if he
had enough help at home, and he said that once or twice a
week he had someone come and cook for him. She was an
African-American woman, who made spicy food which he
liked. He enjoyed everything but chitlins. He asked again
what I think he may have needed, and I said, how about
prayer. He laughed and said, ‘prayer is out of my jurisdic-
tion. Hell no.” I asked, ‘were you ever a religious person?’
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He replied, ‘I am an unbeliever. A disbeliever.’ I asked,
‘well, how about hypnotism?” He answered that he had
read every book on hypnotism, including those in the
library of congress, that he had taken 2 college courses on
hypnotism, and that he had hypnotized over 10,000 people
in his life.

Isaid, ‘well, when we had the home health service in, we
had that chaplain to see you. I wonder if we could get you
in contact with your wife, your son . . .’

‘Doctor, let me tell you a story’, he said. ‘One year ago I
told a friend to buy Merck stock at 34 dollars a share, and he
bought it and it went up to $124 a share. He made $15,000,

and he sent me a check. Well he later ran intc mv ex-wife,
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and he gave her my number. She called me and we talked
for over a half hour. She told me that she had called my son,
and asked him to contact me, but he won't call me.’

‘Tam sorry’, I said.

’ /! ha gaid
Iam too , N€ saia.

David Schiedermayer MD is Associate Professor of Medicine at Medical
College of Wisconsin Milwaukee Wisconsin, USA.
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Redefining the Active/Passive
Euthanasia Debate: Introducing
New Categories to Aid Proper
Moral Contemplation

In part one of this article, I argued that the ‘active/passive’
terminology and categorization confuses rather than helps
the euthanasia debate. In part two, I argue that ‘situation’
and ‘intention’ are necessarily required in any euthanasia
discussion, and I offer a new categorical structure that
incorporates these concepts more fully than has tradition-
ally been the case.

THE RELEVANCE OF SITUATION

The factor of situation is used to identify whether there are
any other factual concerns that are of moral relevance,
ignored by the active/passive distinction. The situation in
which one may find one’s self can have a moral bearing on

the decision to be made. Concerning the issue of killing and
letting die, Judith Jarvis Thomson realized that ‘morally
speaking it may matter a great deal how a death comes
about’. She evaluated several killing/letting die situations
in which it can be concluded that, when all other things are
equal, the situation alone can determine the morality of an
action. She first looks at an example very similar to Rachels’
Smith/Jones example:

(1) Alfred hates his wife and wants her dead. He puts
cleaning fluid in her coffee, thereby killing her.

(2) Bert hates his wife and wants her dead. She puts
cleaning fluid in her coffee (being muddled, thinking it’s
cream). Bert happens to have the antidote to cleaning
fluid, but he does not give it to her; he lets her die.
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Thomson agrees with Rachels that in situations such as this
there is no moral difference between killing and letting die.
Both Alfred and Bert, out of a desire for the death of their
spouse, act in morally culpable ways to secure it. As
commonly accepted, it is better to let die in some cases than
to kill. Thomson writes:

David is a great transplant surgeon. Five of his patients

A + Ac a2 haar
neea neéw pars—one Neeas a neéar t, others need, respec-

tively, liver, stomach, spleen, and spinal cord—but all
are of the same, relatively rare, blood-type. David can
take the healthy specimen’s parts, killing him, and install
them in his patients, saving them. Or he can refrain from
taking the heaithy specimen’s parts, letting his patients
die’
It is intuitively correct that David may not justifiably kill
one to save five. The primary reason is because the healthy
specimen has claim to those parts above any claim the
others have to them. More controversially, however,
Thomson sees that in some cases it is morally better to kill
than to let die. She writes:

Frank is the passenger on a trolley, whose driver has just
shouted that the trolley’s brakes have failed, and who
then died of shock. On the track ahead are five people;
the banks are so steep that they will not be able to get off
the track in time. The track has a spur leading off to the
right, and Frank can turn the trolley onto it. Unfortu-
nately, there is one person on the right-hand track. Frank
can turn the trolley, killing the one; or he can refrain from
turning the trolley, letting the five die.*

Most people would probably consider it morally accept-
able to turn the trolley onto the one killing him (thus saving
the five) rather than do nothing and let the five die. Each of
the above cases can be decided on moral grounds other
than the act itself as well as the intention of the agents
involved. Each turns on the specific circumstances of the
individual case. It shows, for example, that sometimes the
moral status of the consequences are the only way to decide
what is morally acceptable to do.

One argument against the category of ‘situation” could
be that it does not contain specific moral criteria with which
we can evaluate. This category is not a specific rendering of
amoral principle; rather, it is a general catch all for external
factors which are relevant to making a moral decision onan
action. Though this is true, it does not pose a problem.
There are many moral guidelines and theories that we
could possibly include in a debate over euthanasia, proba-
bly too many in fact even to easily count. Only the issue of
intention (discussed next) is, especially in circles that sup-
port the traditional view of euthanasia (see Part I), almost
always integral to the debate over euthanasia. In relation to
judging the morality of an action, the way intention is
viewed often relies on aspects of the actual situation, such
as what the agent is ‘free to do’. The broad category that I
called ‘situation’ allows for exceptions to any a priori moral
categories.

In addition to embracing the capacity of broad moral
expression in the debate over euthanasia, ‘situation’ pro-
vides a chance to examine each case for information that
precludes the formation of a moral decision without it. In
any circumstance where the debate can turn on a piece of

information or knowledge, the category of situation is how
those exceptions are noted. The concept of situation is
admittedly broad. However, I hope that it will indicate an
open avenue for both the information of each individual
situation to be more readily considered and that other
moral criteria can have an expression, perhaps previously
impeded by the complexity of the active/passive defini-
tions and categorization.

THE RELEVANCE OF INTENTION

Intention is a primary moral element used by those who
defend the traditional view of euthanasia in almost every
debate. It is used in considering almost all individual cir-
cumstances where an action must be evaluated. Those who

defend the traditional active/passive distinction recognize
that the actions in and of themselves alone do not deter-

mine their own morality. Rather, actions are a synthesis
with intention. Thomas D. Sullivan, who defends the
active/passive distinction in its traditional form, also
contends that the active/passive categories are not based
solely on the actions of agents. He argues that action is a
synthesis with intention. On intentions, Sullivan argues,
‘The traditional view [of euthanasia] is that the intentional
termination of life is impermissible, irrespective of whether
this goal is brought by action or inaction.”” This corre-
sponds directly to the AMA statement which reads, “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 policy of
the American Medical Association.” Those who defend the
traditional view usually believe that passive euthanasia
can be murderous.

Teresa Isaacs, while agreeing with Rachels’ methodolog-
ical premise, that the action of killing is no worse than the
action of letting die, asserts that there are other moral
grounds upon which the issue of euthanasia turns. She
defends this conclusion by saying:

We cannot draw the distinction [between killing and
letting die] so that it is at once clear and coincidental with
our intuitive moral judgments about cases. Since it can-
not fulfill both of these criteria at the same time, it is not
what is doing the moral work in any given case.”

Isaacs insists that there are other moral criteria doing the
moral work. Of those moral grounds she does list, all of
them could easily be classified as falling under a broad
category of intention.®

Richard Higginson also agrees with Rachels’ conclusion
that action cannot be the deciding moral factor. Yet, he also
asserts that intention does have that moral relevance,
thereby making it his central focus. In his article ‘Euthana-
sia Reconsidered’, he writes:

The crucial criterion for deciding whether something
constitutes euthanasia lies not in whether it is active or
passive, not whether it is doing something or not doing
it, but whether the death of the patient is deliberately sought,
through whatever means.’

If intention is vital to include in determining the morality of
active and passive euthanasia, it is necessary to answer
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those who disagree with that contention. Rachels believes
all this discussion about intention is irrelevant. He directly
responds to Sullivan’s argument above, but his arguments
weigh against all who believe intention to be a relevant
moral consideration in the euthanasia debate. Rachels
correctly believes that the arguments against him concern-
ing intention primarily turn on the assumption that it is (or
at least can be) wrong to terminate life intentionally. Thus,
if it can be wrong to do so, intention is a relevant moral
factor and it should be a part of the equation—something
that Rachels has left out of his categories. Rachels disagrees
as to its relevance, and therefore he builds his case using
the bare-difference argument:

A massively necrotic bowel condition in a neonate is out
of control. Dr. White realizes that further treatment
offers little hope of reversing the dying process and will
only increase the suffering; so, he does not submit the
infant to further treatment—even though he knows this
decision will hasten death. However, Dr. White does not
seek, choose, or plan that death, so it is not part of his
intention that [the] baby dies.

Dr. Black is faced with a similar case. A massively
necrotic bowel condition in a neonate is out of control.
He realizes that further treatment offers little hope of
saving the baby and will only increase its suffering. He
decides that it is better for the baby to die a bit sooner
than to go on suffering pointlessly; so, with the intention
of letting the baby die, he ceases treatment.”

It is Rachels’ contention that those who believe intention is
a morally relevant factor would assert that Dr. White’s
action would be morally acceptable, while Dr. Black’s
action would not. Both did exactly the same thing but did it
with different intentions. It would not make logical sense,
then, to assert that the bare difference of thought or dispo-
sition makes identical actions acceptable in one case (Dr.
White) and unacceptable in another (Dr. Black). Rachels
writes, ‘A pure heart cannot make a wrong act right;
neither can an impure heart make a right act wrong.”"'

There are many philosophers who assume that motive
has no bearing on the moral status of an action. John Stuart
Mill asserts, ‘Utilitarian moralists have gone beyond
almost all others in affirming that the motive has nothing to
do with the morality of the action, though much to do with
the worth of the agent.”* However, motive (desire) is an
important informative piece that can help explain the
morality of acts. For those who support the traditional
view of euthanasia, intention is one of the key elements that
helps to determine the morality of specific cases of eutha-
nasia. It is the motive of the agent that confers moral status
on those causes which are amoral in and of themselves. As
Rachels pointed out, the action of killing is no worse than
the action of letting die when all else is equal. If these
causes are amoral, the intention of the agent helps us to
decide under what circumstances the rule against killing
innocent life should not apply. The morality of the agent
and the morality of the action the agent does are insepara-
ble as long as the agent is free to act.

Inevaluating any action, we mustlook to the intention of
the agent to inform us as to the true nature of the action. Itis
the agent’s freedom that will guide us to know how we

should view the intention of the agent in each individual
situation. It is necessary to separate the motive from the act
and evaluate it separately because the morality of the
motive with which someone carries out an act of euthana-
sia does not transfer to the act and make that act right or
wrong when the agent is not free to act.

The problem of freedom is what causes Rachels’ necrotic
bowel condition example to fail to do the mission he wants
it to do—namely, to prove that intention does not matter.
The fact is, that neither Dr. White nor Dr. Black was free to
try to save the baby’s life. The baby was going to die. As
long as it was not immoral for the baby’s death to be “‘accel-
erated’ by the stoppage of treatment, the actions that both
doctors made to stop treatment are the only choice they
were able to make. In order for Rachels to be able to prove
his point (that intention is irrelevant), both doctors would
have to have had a free choice to continue treatment (and
possibly save the baby) or not continue treatment (when
the baby could possibly have been saved). Since the baby
was dying and could not be saved, the intention of the
agents did not change the moral stance of their actions.

While the issue of intention is contained in most defini-
tions of active and passive euthanasia, it is not possible to
define clearly this relationship in any form. The complexity
of defining these categories, with their myriad conditions,
prevents their viable use in moral assessment by compet-
ing moral theories. For intention to be relevant in the
debate, a coherent expression of any categories and their
relation to intention is required. The categories which I will
propose subsequently seek to give intention its proper
consideration for moral assessment of euthanasia.

PROPOSAL FOR NEW CATEGORIES

I wish to propose four categories for the debate. Because of
the importance people place on intention in the traditional
definitions, I have chosen to structure the argument
around the four possible causes of death that I see in euthana-
sia; each cause is associated with a related intention. The
categories I will propose attempt to redefine the
active/passive categories into a more usable form allowing
the cause of death and its related intention to be criteria for
the moral evaluation. These categories are intended as a
tool to address the general situations we can identify.

The first of these categories is Natural Termination (NT).
This is when someone dies without human action or
omission. The cause is amoral. There is not a moral aspect
to this category because the cause of death is not human,
but nature. For example, Joe Snuffy is 94 years old and is
suffering from malignant tumours in both his liver and
pancreas. He has not responded to chemotherapy, and the
physicians believe that radiation will kill him because of
his frail condition. Mr. Snuffy also has a history of heart
problems. During the night, he has a cardiac arrest and dies
within a minute. The doctor does not have the freedom to
save him and is not morally culpable for his death.

The second category is Human Termination (HT). This is
the functional equivalent of acts of commission or “active
euthanasia’. When someone actively intervenes into the
process of nature, death is not natural. Rather, it is the
deliberate act by someone taking the place of nature. The
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person doing the act is morally culpable for the person’s
death. This is true even if the person killed is in a terminal
condition, because the person dies from something other
than his ailment. (This category is not intended to cover
situations where a person dies as a result of an accident.)
Thus, if Mr. Snuffy had not died from cardiac arrest, but the
physician had administered a lethal injection, the physician

- L1 sl T 3 i
would then have been responsible for the death. The point

here is that with HT the person is intentionally the direct
physical cause, the overall action then requiring moral
assessment. HT is intentional killing.

The third of these categories is Human Termination using
Nature (HTN). This category covers those omissions in
which someone allows a person to die, where the person
could have recovered from their ailment and not died
(when they are not irreversibly dying). This category is
distinct from Natural Termination (NT), because with NT
the person who dies is unable to be saved. HTN is another
form of intentional homicide. If HT is direct killing because
someone acts to end a life before it is nature’s time (by
commission), then HTN is just as much an act of intentional
killing (by omission) if the person who dies could be helped
but was allowed to die. There is no moral difference
between the two (i.e., they are functionally identical). For
example, Ms. Snowy is a 21 year old prostitute who has
been brought into the emergency room after a car accident.
She has some broken ribs as well as some cuts and bruises.
After being preliminarily treated, she is admitted to the
hospital and given a narcotic to ease her extreme chest pain.
A night intern checking on her later recognizes an increas-
ing shallowness of breathing. He discovers that her broken
ribs in fact made a small puncture in each of her lungs. Asa
result, her lungs are now filling with blood. Under the
influence of the narcotic, the patient is asleep and slowly
drowning in her own fluids. Having a religious conviction
against prostitution and harbouring anger toward prosti-
tutes (whom he believes are destroying his neighbour-
hood), the intern decides not to act. The patient dies within
a couple of hours. The night intern is causally responsible
for the death of Ms. Snowy because she can hardly be con-
sidered ‘irreversibly dying’. The prostitute’s condition is
treatable. She has the capacity to survive, and he has the
freedom to save her. The night intern is responsible for the
homicide because his motive was to kill using an omission
as his method.

A case cannot fit into this category if the person who is in
danger of dying will not allow themselves to be helped. If
someone does not allow someone else capable of interven-
ing to do so, the death will not fall under either of the upper
two categories. What category it does fall under, depends
on whether the person is committing suicide (which would
be a case of HT and the decision of the morality of it
depends on the motive of the one who dies) or if the person,
through a state of confusion, withdraws from/refuses
assistance and dies as a result of their ‘involuntary’ actions
(HTU—discussed next).

The fourth category is Human Termination Uninten-
tionally (HTU). This category describes those situations in
which the cause is human but the motive is not to intend
death. Rather, the death either happens unintentionally,
accidently, or as a result of another motive. Here the Princi-
ple of Double Effect can play a role. Mr. Snuffy is in a great

deal of pain, and the doctor gives him some morphine to
ease it. The doctor would not be morally culpable for his
death if Mr. Snuffy dies as a result of the morphine, because
the doctor’s motive is not to kill, but to ease pain. Even
though the cause is human, the motive tells us that the
death was unintended and the action that caused death is
amoral.

It might appear that these four categories could easily be

combined into two categories: intentional and uninten-
tional. However, the problem with this concept is that any-
thing that falls under Natural Termination has nothing to
do with intention and cannot really be considered “unin-
tentional’. Rather, because an agent is not free to act and the
termination is amoral, the intention of the agent has no
relevance on the morality of the act itself. This is different
from Human Termination Unintentionally because with
HTU, it is the fact that the agent acted “unintentionally’ that
makes the termination amoral. Thus, they are not equal
because in one category it is the intention that makes the
moral difference (HTU) and in the other it is the lack of
freedom to save someone from death that makes the moral
difference (NT).

However, this is not to say that there are no moral
decisions to be made when deciding to withhold/with-
draw treatment. On the contrary, it may be that there are
moral reasons to either withhold /withdraw treatment or
continue treatment based on the situation (consequences)
that are existent. The mere fact that the termination itself
will be amoral does not necessitate a freedom to do what-
ever we want. On the contrary, the way we approach an
amoral termination may be moral or immoral.

Let’s look at a hypothetical case to see how each of these
four categories works. Martha Sniffy wants her husband
Joe to die. He is a whiny old man who gets on her nerves
from morning to night, demanding that she get him coffee
and dance incessantly, and she waits for the day she will be
free of his presence. Joe is not known to be in a terminal
condition. He is still living at home, has a minor heart
condition, and can eat solid food as long as it is cut up into
small enough pieces to fit through his small, swollen
throat. Joe has found that eating the smallest piece of food
first and then increasing them in size helps his windpipe to
open and allows him to eat larger pieces. Certainly he will
die eventually, but it is not apparent that it will be soon.
How he will die is the question. Assuming he does not die
in some other way (e.g. car crash), he will probably die in
one of four ways (and they correspond to the four catego-
ries above): Mr. Sniffy will die either as a result of some nat-
ural event, be actively and intentionally killed, die as a
result of someone intentionally failing to stop nature from
killing even when capable of doing so, or he will die as the
result of an unintended action.

Possible Outcome 1—Natural Termination: Martha cuts
up Joe’s breakfast into small pieces as usual. As Joe is
eating, Martha leaves the room for a moment. She returns
to find Joe face down in his plate from a heart attack. She
grabs his nitro pills from the cabinet, but being unable to
rouse him, she cannot get him to take the pills. She calls 911
and requests an ambulance. However, the paramedics do
not arrive in time. Joe dies in minutes. This is a result of NT
because he dies from a natural event and no one could help
him recover.
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Possible Outcome 2—Human Termination: Martha cuts
up Joe’s breakfast into small pieces as usual. She adds a
fast-acting poison to the smallest pieces of food, knowing
he eats them first. In case Joe doesn’t finish his meal, he will
have still ingested the poison. As Joe is eating, Martha
leaves the room for a moment. She returns to find him face

down in his food dead from poisoning. This is a case of HT
because she intentionallv acted to kill Toe
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Possible Outcome 3—Human Termination Using
Nature: Martha cuts up Joe’s breakfast into small pieces as
usual. As Joe is eating, Martha leaves the room for a
minute. She returns to find him choking on a piece of food,
but happily stands aside and watches. He dies within
minutes from suffocation. This is a case of HTN because
she could have tried to help save him. Had she tried to help,
but been unable, it would be a case of HTU (next).

Possible Outcome 4—Human Termination Uninten-
tionally: Mary cuts up joe’s food as usual, but she does not
cut them up small enough; she was not paying as close
attention as she should have. Mary leaves the room while
Joe, thinking the pieces are small enough, begins to eat. A
piece of food catches in Joe’s throat and he suffocates before
Mary returns. Since the cause is human, her intention
shows us that this is an accident.

Of the four optional outcomes, only in the first and last
outcomes does Mary not have an active motivational role in
her husband’s death. Joe’s death in outcome 2 was as a
result of commission and was not an accident. Outcome 3
was a result of an omission of help and Mary let Joe die
intentionally. Mary is culpable because she could have
tried to help. In outcome 1 Mary is not culpable for her hus-
band’s death because her attempt to help was unsuccess-
ful. In outcome 4, Joe dies as a result of Mary
unintentionally cutting the pieces of food too big.

With the following steps, one can use these categories to
examine an euthanasia situation. First, we must judge the
freedom of an agent to act. If there is no freedom to act, then
the death is NT. Second, if the agent is free to act, then we
judge the motive and situation. Though the categories
match more directly with the general moral foundations of
those who defend the traditional moral principles in the
active/passive debate, they do provide a means for moral
evaluation that other moral foundations do not use. I do
believe that the four category structure allows for the situa-
tion to bring forth further moral and factual elements,
giving them an adequate place.

As is clear, these new categories cover the spectrum of
possibilities traditionalists use for making moral judge-
ments on how we die, and they allow for extended moral
discussion concerning various methods by which we do
die. It is not asserted that these categories will cover the
moral issues on every way that we die, nor do we deny that
there will be many cases in which this category scheme will
not make it any easier to reach moral conclusions. Rather, I
am merely claiming that these categories can help people
reach general moral conclusions about euthanasia which
will apply in many cases. I also believe that in some of those
difficult cases where this category scheme does not directly
apply, it may still be of help in the moral evaluation
process. Hopefully, the morality or immorality of a death
can be more clearly determined than when using the cate-
gories ‘passive euthanasia’ and ‘active euthanasia’.

MORAL IMPLICATIONS OF THE NEW
CATEGORIES

There are a few moral implications of the new category
structure that I would like to describe. The first is that in
whatever case a death caused (commission) by another
human being is considered immoral by a moral founda-
tion, then death resulting from an omission to act when
another human being is able to preserve life by acting is
also immoral as long as that omission was motivated by a
desire to kill. These are morally equivalent. Second, no one
is morally responsible for deaths that result from an
accident or because they could not intervene to stop a
death. These are morally equivalent. Inability to prevent
death cannot place moral responsibility of that death on to
the one unable to intervene or stop it from occurring. The
agents are not free to act.

The result of these moral implications is that an act can
be deemed immoral only when someone either actively
kills another or intentionally fails to give help. Given any
other conditions, no one would be morally culpable.

CONCLUSION

In this article I have attempted to show that the traditional
passive/active or omission/commission distinctions are
inadequate for moral debate. The necessary elements of
any categories that enable us to establish general moral
conclusions are intention and situation. In light of this, I
have offered the new categories to address this need:

Natural Termination—any situation in which a person
dies because of an omission by an inability to act, insuffi-
ciency of an act, or futility of an act. The cause is amoral.

Human Termination—any act where someone actively
intervenes into the process of nature to cause a person’s
death. The cause is human in nature, and thus moral
conclusions are based on the motive.

Human Termination Using Nature—any situation in
which someone who is able to save someone from death
but instead allows nature to kill. The cause is human (for
failure to intervene) and moral conclusions are based on
the motive.

Human Termination Unintentionally—any situation in
which the death of someone is the result of intentional
action, but the result was not driven by the motive to kill.
Rather, the motive was to do something else. The action is
amoral.

This is intended as an introduction into new ways to
redefine the traditional view and create a framework in
which those who defend that view can, as well as their
opponents, profitably discuss the morality of euthanasia.
Though the prospect of actually replacing the active/pas-
sive terminology is daunting indeed, I hope that this is a
start towards a more profitable debate.
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electrical stimulation takes place. The channels (electrode
pairs) are assigned to transmit certain frequencies of a
sound when received by a microphone and changed to an
electrical signal by the processor. The auditory brain sorts
the mixed frequency stimulations and patients learn to
hear words.

tocol has changed significantly over the years. A profound
bilateral sensorineural hearing loss with minimal or no
speech discrimination ability in either ear is the usual
circumstance. Little or no benefit is expected from the use
of conventional hearing aids. After an appropriate hearing
aid trial, the cochlear implant evaluation is conducted.


































































