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And necessary pain medications may
actually cause death, but providing
them in appropriate circumstances 1is
still moral. It would be well if we
could drop the phrase “passive
euthanasia’” and use the word
euthanasia to designate the intentional
killing of a patient (medical killing)
and not treatment withdrawals or
medications intended to mask pain.
Unfortunately, “passive  euthanasia”
seems so firmly entrenched in people’s
minds that it will be with us for a

long time.

Voluntary, Involuntary, and Non
voluntary Euthanasia

Voluntary euthanasia occurs when the
patient voluntarily asks to be killed. It
presupposes that all the requirements
for informed consent are met. These
are the requirements: (1) the patient
has the capacity to understand, reason,

and communicate; (2) the patient has
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sufficient information about diagnosis,
prognosis, treatment options, and so
forth; and (3) the patient is not
coerced or manipulated into giving
consent. If these requirements are met
and the patient wants to be killed,
then it is a matter of voluntary
euthanasia. Proponents of euthanasia
usually begin by supporting only

voluntary euthanasia.

Nonvoluntary euthanasia occurs
when any of these requirements is
missing. The patient may never have
had the capacity to make such a
decision or, if she had the capacity,
never made the decision. Or, perhaps,
the patient may not have all the
information or was depressed by her
suffering or was so distressed by the
burden she was causing the family
and providers that she felt obligated

to I'CqUCSt euthanasia.

Most moralists reject
nonvoluntary  euthanasia in their

writings, but this rejection does not
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planned killing are directly implicated
in that killing.

Moral reasoning about
euthanasia ~ and  physician-assisted
suicide, as well as debates about
whether these should be public policy
and legally allowed for those who
want to die this way, should recognize
the strong similarity between
euthanasia ~ and  physician-assisted
suicide. Although there 1is some
difference between them, the similarity
is so strong that they stand or fall
together. In euthanasia the physician
alone causes the death; in
physician-assisted suicide the physician
and the patient form a team to cause

the death.

Active and Passive Euthanasia

This widely used distinction echoes
the distinction between causing death
and “letting die” discussed earlier.

Sometimes the distinction is clear. If
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Involuntary  euthanasia  occurs
when a patient is opposed to being
killed. No moralist of any stature sees
any justification for this. Most, simply

and correctly, consider it murder.

Terminal Sedation and

Pbysician—ﬂssisted Suicide

When the Supreme Court heard the
oral arguments for Qui// in January
1997, an attorney arguing for the
legalization of physician-assisted
suicide, Laurence Tribe, described a
medical practice he called “terminal
sedation.” He argued that terminal
sedation is a form of assisted suicide,
and since it is legally permitted, so
should physician-assisted suicide be
legalized. The Supreme Court dis-
agreed and distinguished
physician-assisted suicide and terminal
sedation in its 1997 Vacco wv. Quill
decision. In June 2008 the AMA
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criticism because, as we explained in
chapter 3, the principle of double
effect has some serious problems, and
applying it, as applying any principle
in a principle-based  ethics, can
undermine prudential reasoning.
Prudential reasoning in a virtue-based
ethics simply tries to recognize the
less worse scenario when there are
really no good options, and the idea
here is that it is more reasonable to
relieve suffering without legalizing
euthanasia or physician-assisted suicide
if any alternative short of doing this
is available. Admittedly there is a fine
line here, but the law does distinguish
terminal sedation from euthanasia, and
there is good reason to make the

same distinction in ethics.

Suicide and P‘bysician—ﬂssisz‘ed
Death

There is a growing tendency by those

favoring the legalization of
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always follow in practice. As we shall
see, there is now convincing evidence
from Holland, where only voluntary
euthanasia is permitted under the
guidelines, that a considerable number
of patients have been killed who
could not have given voluntary
consent. The extension of euthanasia
from  cases where the patient
voluntarily requests it to those not
requesting it is logical in one
sense—if the rationale for euthanasia
is relief of suffering, then it follows
that we should relieve the suffering of
all, even those without the capacity to
request euthanasia. Thus, although in
theory only voluntary euthanasia is
advocated by supporters of euthanasia,
in practice the Dutch experience
reveals how easily voluntary euthanasia
leads to nonvoluntary euthanasia and
how, once voluntary euthanasia is
legal, some physicians do begin killing
people without their consent and feel

justified in so doing.
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sedation is to mask pain and not to
kil, and the intention to stop life
support is to forgo unreasonable
treatment and not to kill. As
explained in chapter 3, the actions of
removing life support or medical
nutrition do play a causal role in the
subsequent death, and those doing it
need offsetting reasons if their actions
are to be virtuous because they know
their actions will contribute to a
death. But the motivating intention of
these actions can be to stop
unreasonable treatment rather than to
kill. The intention to kill or to help a
patient kill himself is one thing; the
intentions to mask pain  with
permanent sedation as a last resort,
and then to withdraw life support
which no longer makes sense with
permanent sedation constitute another
act entirely. Intentions do play a role
in evaluating moral actions along with
a consideration of circumstances and

expected consequences. The causal
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Council on Ethical and Judicial
Affairs issued a report entitled
Sedation to Unconsciousness in
End-of-Life Care that also
distinguishes ~ permanent  palliative
sedation from both euthanasia and

physician-assisted suicide.

What is “terminal sedation,”
now sometimes called “palliative
sedation?” It occurs as a last resort
when physicians realize that the only
way to prevent a dying patient from
suffering is to keep him totally
sedated until death occurs. Once the
treatment plan calling for permanent
sedation is in place, then a second
step becomes reasonable—withdrawal
of life-prolonging treatment. Death
without suffering usually occurs within

three days.

Superficially, terminal sedation
and suicide assistance may appear the
same, but they are not. Both the
intentions and the causal dynamics

differ. The intention of palliative
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physician-assisted suicide to make a
distinction  between  suicide  and
physician-assisted death. One way to
do this is to consider
physician-assisted suicide not as a
suicide but as an assisted death
wherein a physician helps a person
die. The word “suicide” is used for
killing  oneself  without physician
assistance, and the phrase
“physician-assisted death” is used for
killing oneself with physician

assistance.

This distinction is suspect for
several reasons. First, it disguises the
central reality of what is going
on—namely, a person 1is taking a
lethal overdose to end her life.
Second, the purpose of making the
distinction is not to clarify the issues
so one can engage in thoughtful
deliberation and dialogue about a
controversial topic where good people
honestly disagree but to win support

for a position that one has already
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definitively decided is
correct—physician-assisted suicide
should  be  legal—by  linguistic
manipulation, a technique well-known

in sales and politics.

If the phrase “physician-assisted
death” is  allowed to  replace
“physician-assisted suicide,” the debate
about physician-assisted suicide will
then center on whether or not
physicians  should offer assistance
when their patients are dying. This is
not a debate at all; of course
physicians, as well as nurses, family,
and friends, should help dying people
die by providing medical and
emotional comfort. The soothing
language of physician-assisted death
misleads us about the crucial ethical
question: Do physicians ever behave in
a good and noble way by killing their
patients or  helping them  kill
themselves? That is, is killing ever the
less worse option for relieving

suffering  when other options are
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available?

Recourse to the misleading but
soothing language of
“physician-assisted  death”  actually
undermines the arguments (but not
the political spin) of those proposing
the legalization of euthanasia or
physician-assisted suicide because it
suggests that their proposal cannot
withstand debate if direct and realistic
language is employed. The ethical
problem we face is not selling
physician-assisted suicide to physicians
and the public so that it can be
legalized but, rather, determining
what is actually the less worse option
for  society—intentionally  causing
death or palliation, including total
palliative ~ sedation  if  necessary.
Proponents of legalizing
physician-assisted suicide actually do
their position a disservice when they

use misleading language.
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Ethics and Public Policy

Sometimes it is argued that a
distinction should be made between
personal morality and public policy.
The main idea driving this move is
the recognition that irresolvable
conflicts on some basic moral issues
exist in our pluralistic society, so some
matters are better ignored by public
policy. Abortion is frequently given as
one example of this. Some argue that
public policy should recognize that
abortion is a private matter between a
woman and her physician. Thus, it
should allow those believing abortion
is  morally justified to have an
abortion and allow those believing it
is not morally good to avoid
involvement. In somewhat the same
way some argue that euthanasia
should be recognized as a private
matter between a suffering patient

and his physician, and thus public
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policy should allow those who believe
euthanasia 1s morally justified to
practice it and allow those who do
not believe it is morally good to avoid

involvement.

A second idea underlying the
effort to distinguish personal ethics
and public policy goes in the opposite
direction. It envisions a public policy
forbidding euthanasia in order to
prevent abuse but making no effort to
prosecute it when physicians follow
published guidelines. This was the
situation in Holland until euthanasia
became legal in 2002; the law forbade
euthanasia, but prosecutors did not
bring charges as long as physicians

followed the guidelines.

The distinction between ethics
and public policy has its advantages.
On some issues there are essential
differences between public policy and
the moral values one personally

embraces. Yet there are serious dangers
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with such a distinction, especially
when it is a matter of ending human
life. Taking life is seldom a purely
private matter; it almost always affects
the common good, the good of the

soclety.

Although the distinction
between public policy and private
ethics has some merit, it would only
be a temporary stopgap. Sooner or
later a society must reach some
consensus on when human life can be
destroyed, or the dissent festers and
eventually surfaces. The history of the
abortion controversy in the United
States reminds us of this. In 1973 the
Supreme Court ignored the efforts of
state legislatures to reach consensus on
a state-by-state basis and made it a
matter of personal choice in the first
two trimesters. This approach has not
worked, and the socially disruptive
controversy about abortion continues

to this day.
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dynamics of terminal sedation also
differ from suicide assistance and
euthanasia: the drugs used in terminal
sedation cause only coma, whereas the
drugs in suicide assistance and

euthanasia cause death.

Hence, terminal sedation is not
equivalent to suicide assistance because
both the agent’s intentions and the
causal factors in the two actions differ
significantly. Terminal sedation
remains a morally reasonable response
as a last resort to mask pain. Far
from being an argument for legalizing
physician-assisted suicide, it is actually
an argument against it by offering an
alternative to the radical acts of killing

or assisting in a suicide.

Some  people  distinguishing
palliative or terminal sedation from
euthanasia and  physician-assisted
suicide invoke the principle of double
effect to justify their distinction.
Unfortunately, this leaves  their

distinction open to a trenchant
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much an active participant 1in the
subsequent killing. The physician’s role
is no less active if the man wanted

the overdose to kill himself.

Thus, euthanasia and
physician-assisted suicide are similar in
a crucial way. In both the physician is
a moral agent deeply involved in
causing the death of a patient. In the
case of suicide, of course, there is a
second moral agent active in causing
death, the patient himself, but the
physician is still playing a major
causal role. Teaching a person how to
kill someone, whether that someone 1s
the person to be killed or another,
and providing that individual with the
poison to do it, is morally simply not
that different from actually injecting
the lethal dose. Efforts to consider
physicians  helping people commit
suicide as only “indirect” involvement
in the killing are suspect; the law and
common sense have always recognized

that people who provide poisons for a
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“innocent.” This means euthanasia and
assisted suicide are not akin to the
usual exceptions we make for killing
(namely, just war, capital punishment,
and self-defense). In these cases, the
person killed was an enemy, a
criminal, or an attacker and therefore

not considered “innocent.”

3. In euthanasia and assisted
suicide, the innocent person is not
giving up his life to save the life of
others. Therefore, we cannot use any

argument based on heroic self-sacrifice

to justify the loss of life.

4. It is impossible to deliberate
morally about euthanasia if we begin
by saying “intentionally killing the
innocent” is “always and everywhere
wrong” or “intrinsically evil” or
“immoral without exception.” In most
cases, intentionally killing an innocent
person is immoral, but there are
exceptions. For example, suppose a

well-armed severely ill mental patient
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MoRrAL REASONING AND
EuTtHANASIA

Before we turn to the arguments for

and against euthanasia, six remarks

will be helpful.

1. “Killing” and “kill” are the
appropriate words to use in discussions
of euthanasia and assisted suicide.
Euthanasia and suicide are killings,
and we should not conceal that reality
by calling these actions by any other
name. In euthanasia, physicians kill
their patients; in assisted suicide,
physicians  help patients to kil
themselves. The moral question is
whether physicians and patients can
morally justify these killings when
they are voluntary and motivated by

compassion and mercy.

2. In euthanasia and assisted

suicide, the  person  killed 1s
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is on a rampage killing people. He is,
morally and legally, innocent. The
police officer who can kill him to stop
the rampage kills an innocent man,
but few would say the killing is
immoral: tragic yes, but not immoral.
Again, suppose a captured spy
commits suicide to avoid revealing
under torture the identity of other
spies; few would say his suicide is
immoral, although he does kill a
person he considers

innocent—himself.

What is always and everywhere
wrong is not intentionally killing the
innocent, but intentionally killing
without adequate reasons to justify the
loss of human life. The issue is
whether or not the killing of the
innocent in euthanasia and assisted
suicide 1s  morally  justified by
sufficient reasons. If the reasons for
the killing are not adequate, then the
killing is not morally acceptable.

5. Voluntary euthanasia and
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assisted suicide are, in effect, team
killings. Both the patient and the
physician are deeply involved, and
hence both are moral agents. The
specific moral question is: When, if
ever, is it morally good for physicians
to kill patients who request it, or to
help patients kill themselves? To
morally  justify  euthanasia  and
physician-assisted suicide, both the
physician and the patient must show
how the killing makes their lives
good, or at least less worse than
other options. And it is never enough
for the physician to justify his role in
causing death by saying that it was

done at the patient’s request.

6. We should keep in mind that
there are various degrees of causing
death and that we consider some of
these morally good in appropriate
circumstances. In chapter 3 we listed
the six major ways physicians’ actions
have a causal impact on the patient’s

death: active euthanasia, assisted
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death from the already accepted cases
of withdrawing life support and using
necessary  pain  medication, even
terminal sedation, to the stronger
causal actions of assisting in suicide

and administering lethal injections.

We turn now to this central
moral question: Is the killing called
euthanasia and  physician-assisted
suicide ever morally reasonable in our
heath care environment? We will
consider first the reasons advanced by
proponents of euthanasia and assisted
suicide, then some criticisms of those
reasons, and finally the reasons
advanced by opponents of these

practices.

ReEAsoNs FOR EUTHANASIA
AND PHYSICIAN-ASSISTED
SuicIDE

Three main reasons have been

advanced to justify the intentional
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killing of willing patients by

physicians.
Respect for Patient
S e{f—Determination

The idea that people should decide
for themselves how they want to live
and die is central to most arguments
favoring euthanasia and suicide. In the
early 1970s in one of the first major
ethical documents in the young field
of medical ethics, the National
Commission for the Protection of
Human  Subjects  proposed  three
ethical principles; one of them was
autonomy for patients with
decision-making capacity. A decade
later the President’'s Commission for
the Study of Ethical Problems in
Medicine  and  Biomedical and
Behavioral Research proposed three
similar underlying values; one of them
was patient self-determination. The
reliance of these two landmark reports

461
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by claiming that rights can be
overridden or waived. In cases of
suicide and euthanasia, the strategy is
to say that the patient voluntarily
waives the right to life. Once the
right to life has been waived, the
rights to choose and to die can
prevail. These rights, it is claimed,
justify the collaboration of the patient
and the physician in the killing.

Relief of Suffering

Some people suffer terribly before they
die. Advocates of euthanasia argue
that the pain of dying is sometimes
uncontrollable and that a quick
merciful death is morally justified in
these cases. Opponents of euthanasia
claim that most if not all suffering
can be controlled by medication,
although sometimes this means so
heavily sedating dying patients that
they are “snowed’—that is, virtually

unconscious. Advocates of euthanasia
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Proponents of this argument for
euthanasia are usually quick to say
that the suffering need not be
physical; it could be psychological.
The fear of losing control or dignity
at the end as the result of diseases
such as Huntington chorea,
amyotrophic lateral sclerosis (ALS),
Alzheimer disease, and others can
cause great distress and can also be,
some say, a valid reason for
euthanasia or assistance in suicide

when the final disintegration sets in.

Normal Medical Practice

The third argument for medical aid
in euthanasia and assisted suicide 1s
rooted in the claim that these actions
are no more than a normal evolution
in modern medicine faced with three
changing circumstances. First, thanks
to medical research and  better

diagnosis, we now know more about
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suicide, pain medication so heavy it
shortens life, withdrawal of medical
nutriton ~ and  hydration,  and
withdrawal of needed life-sustaining

treatment and equipment.

As we discuss euthanasia and
physician-assisted suicide, then, we
have to acknowledge that the question
is not whether it 1is ethical for
physicians to play any causal role in
patients’ deaths; we already know that
they do and that this is morally
reasonable n appropriate
circumstances.  The  question  is
whether we  should limit the
physicians’ causal roles in death to
treatment withdrawals and medications
intended to mask pain or whether we
should allow physicians to kill by
lethal injections and to help patients
kill themselves. The central issue in
the euthanasia debate i1s whether we
can morally justify extending the

physician’s causal impact on a patient’s
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C'riz‘iques of the ﬂrguments
Favoring Euthanasia and
Assisted Suicide

Critique of the Patient
Self-Determination Argument

Arguments  for  euthanasia  and
physician-assisted suicide based on
patient  autonomy,  patient  self-
determination, or the right to choose
all contain a major limitation: they
cannot by themselves establish what is
morally right or wrong. Saying
something is morally nght simply
because it is autonomously and freely
chosen is missing the whole point of
ethics. The task of ethics is to
determine that what is freely chosen
is morally good; that is, that it will
truly contribute to the agent’s good.
The agent may think the killing is
good, and freely choose it, but that is

not enough. Ethical reasoning must
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weaker than it might first appear. In
both cases the physician plays an
important role in the killing. In
euthanasia the physician alone causes
the death, and in physician-assisted
suicide both the physician and the
patient cause the death. By providing
the lethal overdose and the proper
instructions for suicide, the physician
is very much an active participant in
the killing that occurs in the
physician-assisted  suicide. For this
reason it may be helpful to think of
physician-assisted suicide as “medical
suicide” and euthanasia as “medical
killing.”

We can see the physician’s role
in  physician-assisted suicide more
clearly if we 1imagine that a man
wanted to kill his wife, told his
physician about it, and asked the
physician to  provide the lethal
overdose and instructions on how to
use it to kill. Here we have no trouble

recognizing that the physician is very
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right thing to do. And that other
reason is rooted in compassion for the

patient’s suffering.

Critique of the Argument Based
on Relief of Suffering

Long before autonomy or patient
self-determination became a
paramount concept in health care
ethics, those advocating euthanasia
relied on an argument based on relief
from suffering, and it is a strong
argument. Relief of suffering has
always been a goal of morally good
people and of medicine itself. The
argument claims physicians should, in
cases where the suffering is intractable
and death inevitable, respond in a
spirit of mercy and compassion to a
patient’s desire for euthanasia or

assistance in suicide.

Stated this way, the argument
prompted by mercy is clearly a

limited one. Euthanasia and
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blessing, as so many have said for so
long, then medical assistance in dying
is an act of beneficence, a part of the
total care a physician provides for her
patient. In this way, euthanasia and
physician-assisted suicide can appear
compatible with the noble aims of

medical practice.

Moreover, polls indicate that
assistance in dying is now what many
people want from their physicians.
Recent efforts to place euthanasia and
assisted suicide on state ballots have
succeeded, and the ballot questions
have drawn an impressive percentage
of the vote. More and more people, it
seems, are considering the options of
euthanasia and assisted suicide normal

parts of medical practice.

REASONS AGAINST
EuTHANASIA AND
PHYSICIAN-ASssISTED SUICIDE
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Critique of the Argument Based
on Normal Medical Practice

Arguments derived from the idea of
normal practice are never persuasive
in ethics. Although normal practice is
a good starting point for moral
reflection, the rightfulness of conduct
is not established by it but by
reasons. T'he moral philosopher must
show not that something is consid-
ered normal but that what s
considered normal  will  actually

contribute to the good.

In ancient Greece the Sophists
had argued that custom or personal
preference established moral goodness.
Socrates, Plato, Aristotle, and the
Stoics all argued that something more
was needed for wvirtue. In some
societies cannibalism was normal
practice; in others, polygamy, infanti-

cide, torture, and slavery were normal
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physician-assisted suicide.

The Religious Argument against
Euthanasia and Assisted Suicide

There is first the familiar biblical
injunction “Thou shalt not kill.”
Despite the references indicating that
the Bible sanctions wvarious killings,
including at times the killing of the
enemy’s women and children and of
one’s own unruly sons, a consensus
has emerged that the Bible takes a
strong stand against most intentional
killing of innocent people. Thus, for
those accepting a moral tradition
rooted in the Bible, the prohibition
“doctors must not kill” seems to be

well grounded.

A second aspect of the religious
argument against euthanasia  and
assisted suicide rests on the doctrine
of creation. According to this
doctrine, God created the world out

of nothing and continues his creative
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This is not a professional or clinical
decision. Killing people, and helping
them kill themselves, are social issues
of immense consequence. Killing
innocent people has never been, and
is not now, normal practice for any

segment of our society.

Arguments against Euthanasia

and P/J'_ysician—ﬂssisted Suicide

Because there 1s a cultural
presumption against killing innocent
people even when they request it
criticisms of the arguments favoring
euthanasia constitute a good reason
for not accepting euthanasia and
physician-assisted suicide. Opponents
of euthanasia and physician-assisted
suicide, however, have also offered
more positive arguments designed to
show that euthanasia and assistance in
suicide are immoral behaviors. What
follows are some of the more popular

arguments against euthanasia and




image34.jpeg
the drive for self-preservation. The
often repeated story of how Freud
asked his physician for a lethal
overdose at the end of his own life
adds an interesting footnote to his
theory of the interplay of eros and
thanatos, the natural instincts for life
and death in all of us.

The Social Argument against
Euthanasia and Assisted Suicide

As far back as Aristotle the argument
was made that suicide was an act of
injustice against society. Whatever
might be the advantages of suicide
from the individual's point of view,
others will be hurt by it, most
notably the society. Suicide is wrong
when it undermines the common
good, the good shared by the many
now weakened by the death of one
who killed herself or requested that
she be killed. Certainly there are

situations where this is true. The
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experiencing dissent in their
institutions. Some Catholic hospitals
in Belgium, for example, have put
policies allowing euthanasia in place
since euthanasia became legal in 2002.
Thus, the religious arguments against
suicide are limited because they are
based on religious beliefs not shared
by all.

The Argument from Nature
against FEuthanasia and Assisted

Suicide

Some  philosophers claim  killing
ourselves, or asking others to kill us,
is immoral because it runs counter to
the natural impulse for
self-preservation and is thus against
human  nature. Certainly, asking
someone to kill wus, or doing it
ourselves, does seem to go against the
natural desire to live, but the
argument from nature is actually a

weak one. The natural desire for
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death of contributors to the common
good will weaken that good, much as
the death of a parent in a family of
small children brings great distress to
the family.

But this 1s also a weak
argument  against euthanasia and
physician-assisted suicide. By far, the
usual candidates for euthanasia or
assisted suicide in medical settings are
already beyond contributing much to
the common good. Those closest to
them, and others in the community as
well, may already be praying for their
happy death and will consider that
death, when it comes, a blessing and

not a detriment to society.

The Argument against a Public
Policy of Euthanasia and Assisted

Suicide

Proponents of this argument often
sidestep the debate over whether or

not euthanasia and assisted suicide are




image37.jpeg
euthanasia. In a society where other
patients in  similar  circumstances
generously exercise their “right to
die,” and thereby cease to be a drain
on personnel and resources, it is easy
to consider those refusing to step out
of the way selfish and their demand

for care inappropriate.

3. Legalization of euthanasia
will, or at least could, put additional
burdens on sick patients because it
presents them with another
choice—and a most serious one. At
the present time, patients do not have
to make any  decision  about
euthanasia; if it becomes legal, then it
will become an option for them.
They may do nothing about it, but
doing nothing will then be a choice
not to accept the legal option of

euthanasia or assistance in suicide.

4. Legalization of euthanasia
will, or at least could, be divisive for

physicians ~ who  still  think  of
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themselves in some ways as colleagues
and who often call their organizations
“colleges.” With euthanasia as a social
policy, a divide will inevitably exist
between physicians who consider the
killing immoral and those who do
not, between those willing to kill
their patients and those scandalized
by the very thought of doing it
Hospitals and nursing homes will also
be divided along these lines because in
our country many of these institutions
are operated by church-affiliated
groups whose religious traditions
consider  suicide and  euthanasia
immoral, and they will steadfastly
oppose it. And a divide will open up
between some physicians and some
institutions  because  hospitals and
nursing homes opposed to euthanasia
will hesitate to admit physicians
known to practice it in an effort to
avoid, on their premises, what they

consider murder.

5. Legalization of euthanasia
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a person is dying and I do absolutely
nothing to prevent it, then I am
letting the person die, and that is
truly passive. Most often, however,
people use the active-passive
euthanasia distinction n a
questionable way. They want to call
removing life support or medical
nutrition from a dying patient
“passive” euthanasia. But “passive” is
not the proper word here because the
actual removals of life-sustaining

treatments are certainly activities.

Even if the distinction between
active and passive euthanasia, causing
death and letting die, is used
correctly, however, it is not really
morally helpful. It does not tell us
whether something is moral or
immoral. Being passive in the face of
a death does not necessarily absolve
one of responsibility for that death.
Parents neglecting their sick infant are
passive in regard to the infant’s death,

but their behavior 1is still immoral.
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will, or at least could, change the face
of medicine in a way that will be
disconcerting to many. For centuries
the primary goal of medicine has
been to cure, not to kill. Medicine has
also tried to comfort, but the idea
that physicians should comfort some
people by killing them has not been a
major part of medicine’s ethos.
Physicians have been trained to
diagnose illness and then to treat it if
possible and to comfort where
necessary, but they have not been
trained to kill patients or to help
them kill themselves. The goal of
medicine has never been to destroy
life.  Introducing euthanasia and
assisted suicide will change all that by
introducing a third and conflicting
goal in medicine. Medicine would
now have three goals: most of the
time its goal will be saving and
improving life, some of the time it
will be comforting the dying, and
some of the time it will be killing.
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examiners seldom look carefully at
deaths of extremely sick people that
occur in a hospital or nursing home.
In a society that rejects euthanasia,
abuses are few and far between
because they amount to murder. At
the present time our doctors are well
aware that it is illegal to kill, and few
want to risk prosecution for murder.
But in a society that accepts
euthanasia, this protection is lost. It
will become much more difficult to
prevent killing that is not within the
guidelines, as the experience in
Holland well shows. The
physician-patient relationship is based
on trust, and that trust will be eroded
in the minds of some, perhaps many,
if any killing by physicians is socially

authorized.

2. Legalization of euthanasia
will, or at least could, also undermine
our commitment to provide the best
of care to those dying patients who

decline to choose suicide or




