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I cannot but have reverence for all that is called life. I cannot but have compassion for all that

is called life. This is the beginning and Joundation of morality. . . . It is good to maintain and
cherish life; it is evil to destroy and check life.

Albert Schweitzer
Possibly . .

- o contemporary superstition is so stupid and pernicious as the indiscriminate
adoration of the word life,

used without any definite meaning but effectively hiding the fact that
life includes the most loath

some forms of disease and degradation. Sanity and wisdom consist
not in the pursuit of life but in the pursuit of the good life.

Morris Cohen

minerals, which are nonliving things. With the question, “s there life on Mars?” we are thinking
of life in a biological sense. While biological life is not uniquely human, we also separate the
life of humans into a different category from the life we share with trees—the human life that is
captured in weddings, memories, relationships, and so on, can be termed biographical life. It
is biographical life that truly separates us from other life forms and makes us uniquely human.
Anyone involved in the practice of critical care medicine can readily bring to mind
patients who, due to injury, arrive in the intensive care unit (ICU) in a coma and are placed
on life-support systems. If the brain damage is extensive and the care is of high quality, some
of these patients can survive in a persistent vegetative state (PVS) for months or even years.
With current technology, we can often sustain life in a biological sense, but we cannot restore
individuals to an awareness of themselves or others. In many cases, an individual may survive
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Gravestone of Nancy Cruzan

@I% BRAIN DEATH

One essential differentiation among patient types is between those who have suffered brain
death and those who are in a persistent vegetative state (PVS). With the modern technology
of respiratory and cardiac support, in certain cases of severe brain trauma we can keep the
remainder of the body’s cells alive for days and months with no brain activity being present.
This has raised major problems in terms of the classic definition of death based on the loss of
cardiac and respiratory function. As a result of these technological changes, a majority of juris-
dictions within our nation have accepted the concept of brain death. Figure 9-2 lists the criteria
for brain death given by the Harvard Medical School Ad Hoc Committee.?
Brain death cases are often very problematic to families, as the patient appears to have nat-
ural warmth and color, the EKG may be in sinus rhythm,
cycle of the ventilator. Families view

and the chest rises and falls with each
these as signs of life and need time to be brought to an un-
- During this period of counseling, the practitioners will often
broach the question of consent to arrange for the harvest of valuable organs for transplantation.

Atthese times, a natural shift occurs; nothing more can be done for the brain-dead patient,
who is deceased. The support of the family in this time of personal loss becomes the major

derstanding of the true condition

concern of the health care practitioner. In a real sense the family becomes the patients with
whom the health care practitioners are inv

olved. Great care and sensitivity must be taken as
equipment is remov:

ed. Often the devices are turned down slowly so that cardiac failure takes
place to simulate death. The removal of the equipment, however, is not an act of “allowing to
die,” as, in fact, a corpse (as defined by brain death) cannot be thought to die. Out of respect to
the families or out of fear of legal issues, practitioners may delay the removal of life-sustaining
equipment, but no consent is required for unhooking a ventilator from adead body.
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FIGURE 9-2 Harvard Medical School Brain Death Test

The Jahi McMath Case

This 2013 California case involves a 13-year-old female patient (Jahi McMath) who, ?:ci_wxm_
g symptoms of sleep apnea, suffered massive blo
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appearance that she was sleeping. Her parents s%aﬁ: isag cediliesestan confirmed the
death and asked for a second opinion. A second physician P

criteria for the diagnosis had been met.
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& ORDINARY AND EXTRAORDINARY CARE

It is generally held that one can ethically forgo extraordinary Bmm.su of continuing life cf is ot in a real sense medical care g all but raghey “th food anq
obliged to continue ordinary means of care. At the end of the twentieth century, the Catechism other” as a function of our commaon hum ! €501t of care =§m=_:55= = walter are
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refusal of “over-zealous” treatment. Here one does not will to cause death; one’s
inability to impede it is merely accepted.® One rather controversial line of Teasoning that seems app
in a PVS with no hope for recovery is the IR ~62g§85§aéa§3=
of the requirements of personhood

Although not binding as a statement of practice, the catechism is important given that the

source could be expected to be on the conservative side of the sanctity of life issue.

Questions as to what constitutes ordinary and extraordinary care have two basic prob-
lems. First, if the criteria are based on current technology, rapid advances make what seems
extraordinary today quite ordinary tomorrow. The second problem is the lack of patient ref-
erence. What might be extraordinary care for a 92-year-old with terminal cancer might be
considered ordinary for a 30-year-old postappendectomy patient. A good example of lack
of patient reference was the nasogastric feeding and IV fluids given to Karen Ann Quinlan.
Under normal conditions, these are considered ordinary; however, their continuance forced 2

characteristics that a be
the suggested criteria are:

A3
.

the ventilator. In that the procedures offered no reasonable hope of benefit, perhaps they
Figure 9-3 gives a formulation provided by Father Gerald Kelly, S. J., for ordinary
extraordinary care that allows for consideration of costs, pain, inconvenience, and p 1
benefit. Under this definition, the problems of technological change and patient ry
 are satisfied Any form of care can be extraordinary if it offers no hope of benefit. Un
 definition, IV fluids and nasogastric feedings would qualify as extraordinary care in

SN
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Traditionally PVS has been described as an eyes-open state of unconsciousness. The patient is
not comatose; they are awake but unaware. They can smile, grasp your hand, grunt, cry, but are
unable to see or understand speech. These are random, reflexive movements, as their minds
are firmly shut off from events around them. They appear to have lost their memories, emo-
tions, and intentions, the qualities that we recognize as making each of us a person. .

This traditional description of PVS is now being questioned atleast in some cases. Scientists
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Living Will Statement. .
s on living wills and surrogate decision makers. In some

There is, however, no uniformity in law!
states, the advanced directives go into effect only if a patient is terminally ill and death is immi-
n is given civil and criminal immunity from prosecution when he fails
tinued treatment may be of benefit to the patient

valid reasons. Under some state laws, advance

nent. In others, the physicial
to honor the living will, when in his judgment con

and if it is a good-faith action based on medically
ent may not be honored while a woman is pregnant.'s

directive instructions to refuse treatm
n these statutes, many authorities

Due to the inconsistencies and limitations found i
recommend the use of durable power of attorney over a living will. This allows you to name
someone as proxy, with the authority to make medical decisions on your behalf should you
become incompetent and unable to make the decisions yourself. This form of legal arrange-
ment seems to offer the greatest flexibility in making your wishes known after you have lost
competency, as the proxy individual is in the position to react to changes in your situation.

According to a study by the American Medical Association, only a small proportion of our
citizens have any form of advanced directive in place. Young people and the poor are the least
likely to request and implement these forms. As is true with many social issues, the poor and
poorly informed suffer the consequences of having the least protection.

Although the Supreme Court held to a narrow focus in the Nancy Cruzan case, several
critical aspects were reinforced by the decision. First, the Court upheld the concept that com-
petent individuals could refuse life-sustaining treatment. Second, it made no legal distinction
between tube feeding and other life-sustaining measures. Nutrition and hydration may be
withheld when either of the two following conditions is met:!6

1. The treatment is futile. In cases where all efforts to provide nutrition would be ineffective
and cause pain (e.g., patients whose cardiac status is such that any IV fluids would over-
load the heart).

2. No possibility of benefit. While it is most often reasonable

e practice to provide nutrition
and hydration, in those cases where the family and care,

givers agree that the practice
there should be no barrier to discontinuance.
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T'understand its meaning and I accept its consequences.

Signed:

Date:

FIGURE 9-4 Living Will Statement
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CASE STUDY

will often discover elements that make us question

is appropriate in these ditficult cases, we that
“A Question of Motivation.

conventional judgment. Consider the case study

and suffered brain damage as a result of
that ensued resulted in a monetary judg-
some medical and legal specialists
vegetative state. Nevertheless,

In 1990, a 26-year-old woman collapsed at hoine
oxygen deprivation. The medical malpractice case
ment and trust fund adequate to pay for her lifetime care.
have argued that she does not meet all the criteria of a persistent
since her initial collapse, due to her limited state of consciousness, she has been dependent on

medically assisted nutrition and hydration administered by gastric tube. This level of support is

necessary for her survival, as she is unable to feed herself.

Although some have argued in this case that the woman's apparent eye contact,
other specialists state that these are

gestures,

and movements indicate that rehabilitation is possible,
mere reflexes. What is clear is that she did not provide written documentation of her desires

prior to the event and that she is not able to speak for herself. She is not ventilator dependent,

not brain dead, not in a comatose state, not terminally ill, and not in imminent danger of death
given that she has had no problem assimilating the nutrition.

Unfortunately, there is disagreement in the family as to what needs to be done, and a long
and exhaustive legal battle has ensued. Her husband has affirmed that he remembers his wife
stating that she would not wish to be kept alive in such a condition. Her parents and siblings,
on the other hand, have taken comfort in the limited responses she can give and feel that with
appropriate rehabilitation, she can make some level of recovery.

The woman's parents and siblings have volunteered to take responsibility for her care, but
the husband has refused this, stating that he wishes to remain true to the desires of his wife and
allow her to die. The culmination of the court case came when the judiciary agreed that the
feeding tube providing nutrition and hydration could be removed and the appeal to the state
Supreme Court was refused. The tube providing nutrition and hydration was removed, which

- would have resulted in her death; however, in an extraordinary intervention by the governor

¥

 and state legislature, the tube has been reinserted.

1. What do you think is most appropriate in this case?

Would it affect your judgment if you knew:

a. The husband will gain financially when his wife dies.

b. The husband is living with another woman and they have children.

€. One of the nurses on staff has sworn under oath that when giving the husband an
 update, he said “When is that bitch going to die?”
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have generally used the best-interest standard.

a family member may seek resolution of the proble
a decision. Under the doctrine of parens patriae,
of a legitimate duty, abiding in the principles of be
requires the protection of citizens under legal disa

es, the courts

The best-interest standard most often takes into account such tangible factors as harms
and benefits, physical and fiscal risks. In health care, the courts might rely on such truisms as
“Health is better than illness,” and “Life is preferable to death.” In cases in which children have
been denied life-preserving care by their parents, the state has often overturned the parental
decisions based on the best-interest standard. R

Unlike the best-interest standard, the substituted-judgment standard maintains that the
decision about treatment or nontreatment must remain that of the patient, based on the pringk:
ple of autonomy. The fact that a previously competent patient becomes incompetent o

decision for himself does not take from him the right to self-determination. >s&an1_.l-nl
T.-.-_rss.—nﬁgua!?sai.

who is required to act in proxy for the patien
had remained comp
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egic suffering from severe cerebral palsy.

olled and that she be allowed to

Elizabeth Bouvia was a 28-year old quadripl

asked that her pain be contr
authorities refused he
weight. She requested that the feeding

y was not questioned. Bouvia

During her hospitalizations, she

starve herself to death. Physicians and hospit
to maintain body

n though her competenc
making media headlines and becom-

ts affirmed the hospital’s decisions,

r request, and she was

force-fed through a nasogastric tube
be stopped, and the hospital refused eve
went to court several times during the next sever
ing a symbol of the right-to-die movement. The lower cour
but these decisions were finally overturned by the appeals court. Th

termined that the fact that Bouvia was young and therefore had a potential for a long life was
on stated that the time allotted for continued life was not the
issue, only the perceived quality of that life, and that “ifa right exists, it matters not what moti-
vates its exercise” Although the Bouvia case did not affirm a basic right to die, it did become a
landmark decision regarding the right to informed nonconsent."”

Cases such as this seem to indicate a growing consensus in regard to the allowance of per-
nformed nonconsent. Several critical elements were reinforced by the

al years,

e court in its ruling de-

essentially irrelevant. The decisi

sonal autonomy and i
court decisions:

1. The acuity of the patient is irrelevant to the allowance of treatment refusal. The patient’s
right to refuse care is not dependent on having a terminal illness.

2. The patient’s own perceived view of her quality of life and the treatment requirements
necessary to preserve it are of paramount importance. The fact that Elizabeth Bouvia
could potentially live for another four decades and be a productive citizen could not
overcome her autonomous choice to refuse care.

3. There is no meaningful legal distinction between mechanical life support and nasogas-
tric feeding; both are invasive.

4. Distinctions between withholding and withdrawing care are legally irrelevant.

& DO NOT RESUSCITATE (DNR) ORDERS

Do Not Resuscitate Orders
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the written medical record.
1. DNR orders should be documented in the writt€

ure of the treatments to be withheld.

2. DNR orders should specify the exact n
Jarticipate in DNR decisions. Their

mented in the medical record.

| 3. Patients, when they are able, shot

involvement and wishes should be dc

4. Decisions to withhold CPR should be discussed with the health care team.

5. DNR status should be reviewed on a regular basis.

FIGURE 9-6 DNR Guidelines

Even given the wide use and acceptance of DNR orders, the selection of patients still
raises some concern. In our age of cost containment and stretched resources, do DNR patients
belong in intensive care units? Studies show that these patients in ICU are sicker, have longer
stays, have poorer prognosis, consume more resources (both human and fiscal), and have a
higher mortality rate than do non-DNR patients.

In their Guidelines on the Termination of Life-Sustaining Treatment and the Care of
the Dying, the Hastings Center authors concluded that the intent of DNR orders did not
preclude either the use of any other treatment modalities or admission and treatment in
an intensive care unit. When treatment (either curative or palliative) cannot be obtained
in other units outside intensive care, the patient’s rights to autonomy, beneficence, and

nonmaleficence, coupled with the requirements of fidelity, make the ICU use a reasonable

choice.'®
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e overwhelming, it would be inhumane

If the infant’s mental and physical handicaps ar
hose only awareness is that

to provide life-extending care and to salvage the infant to a life w
of pain and suffering. On the other hand, to refuse care to a child on the whimsy of being dis-
tasteful. The right choice for these babies is easy

satisfied with a particular model is equally dis
m when deciding for the infants—in

to determine at the extremes, but it becomes a true proble
which it is not clear—as to what constitutes their best interest. Perhaps these are cases that are
best served by basing the judgments on the quality-of-life issue or personhood.

Translated into the language of personhood, an infant who has no present or future poten-
tial for self-awareness or relationships can be said to have no interests at all. It then becomes
incomprehensible to provide life-extending care based on the child’s best interests, as it makes
no difference to the child whether the equipment is maintained for five minutes or five years.

A Question of Futility: Baby K,
-2 832 F. Supp. 1022 (E.D. Va. 1993)
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s of sudden loss and the potential

situation in which families are forced to deal with
ant. To bring order to the process of

donation of a loved one’s organs virtually in the same inst Bt
Title X1 of the Omnibus Budget Reconciliation Act of 1986

‘ment, Sec

organ procu A
f- > SS o
required hospitals to establish ¢ curement protocols or face the loss of Medicare and

Medicaid funding.
The Uniform Anatomical Gift Ac )6 Summary) enacted in all 50 states attempts to assist

ability of donor organs. Organ donation is a purely voluntary

in the process of increasing the avail
idual’s organs are available for transplant.

decision that must be clearly conveyed before an indiv

The current mechanism for donating organs is a document of gift that an individual exe-

cutes before death. The 2006 Act further simplifies the document of gift and accommodates the
forms commonly found on the backs of drivers’ licenses in the United States. It also strengthens
the power of an individual not to donate his or her parts by permitting the individual to sign a
refusal that also bars others from making a gift of the individual’s parts after the individual'’s
death. Importantly, the summary strengthens prior language barring others from attempting to
override an individual’s decision to make or refuse to make an anatomical gift.

If the individual does not prepare a document of gift, organs may still be donated by those
close to the individual. Another achievement of the 2006 summary is that it allows certain in-
dividuals to make an anatomical gift for another individual during that individual’s lifetime.
Health care agents under a health care power of attorney and, under certain circumstances,
parents or a guardian have this power. The donor must be incapacitated and the permission
giver has to be the individual in charge of making health care decisions during the donor’s life.
Second, the 2006 summary adds several new classes of persons to the list of those who may
make an anatomical gift for another individual after that individual’s death. The adoption of
clear rules and procedures, combined with the definition of “reasonably available,” provide
clarity to the decision-making process. If more than one member of a class is reasonably avail-
able, the donation is made only if a majority of members support the donation. Minors, if eligi-
ble under other law to apply for a driver’s license, are empowered to be a donor.

The need to obtain family consent in a time of grief and stress has been a major barrier to
organ procurement. Health care providers are often loath to make the request and put further
stress on a family at a time of loss. Some have argued for a public policy of “required request,”
which would remove the decision from the health care provider and make the inquiry of the
available family part of the procedures for discontinuing life support in hopeless cases. This is
somewhat problematic in that it presumes that a single policy matches all situations, and it in-
fringes on the professional autonomy and judgment of the practitioner. The 3&%@?8&&3
%, are justified by proponents as serving the greater good gained by society in general as :
esult of an increased supply of cadaver organs for transplants. The fact that the potential dor

is often young and the family does not know what his or her views would be in the matter ma
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A Thriving Global Market for Human Body Parts

Knights Templar drug cartel was arrested in

Killing Children for Parts: A member of the
hildren for their organs. One group

Morelia, Mexico and charged with kidnapping and killing ¢
of children kidnapped while on a school beach outing was found in a refrigerated container.
The number of children murdered by this organization for body parts is still unknown.

Nepal's Organ Trail: Kavre, a small district in Nepal, is ground zero for the black market

organ trade in that country. Preying on the poor and uneducated, a well-organized and well-

funded group of organ traffickers have offered payments for what they call a “piece of meat”
often with the promise that it would “grow back” It is estimated that more than 300 people of
the district have been victims of kidney traffickers in the last five years. It is likely the number
is significantly higher as social stigma and threats of violence keep many victims silent. This
small district has been the primary source for Nepal's desperate kidney patients awaiting trans-

plants for several decades.”’

Others have argued that when volunteerism fails to provide adequate scarce resources, the
free market may be a better way to secure the needed organs. If organs were bought and sold
on the open market, the supply would increase. For some, the very thought of selling tissue or
organs is morally repellant. The National Transport Act of 1984 (amended in 1990) forbids the
sale of organs in interstate commerce. Yet if we believe that the individual is the sole owner of
his organs, then it would seem that he would have as much of a right to sell his property as he
would in donating it.

Would the placement of organs on the open market raise the price and thus disenfran-
chise the poor? Would the poor be exploited and coerced into selling their organs or the organs
of their deceased loved ones in times of severe need? Would fiscal coercion overcome any true
form of personal autonomy and consent on the part of the poor in an open market situation?

Would the placement of organs on the open market create an international trade in which
organs were transferred from developing nations to rich ones? Would it be ethical to purchase
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A newly appointed transplant surgeon is called
trauma. The next of kin is an older brother whois ma
get beyond the first sentence about the possibili

"Go Ahead and Cut Him!~

Wrong Reason Right Answer,

oncernj
- INg a young map with fatal head
€ Waiti
g room. Before the surgeon can

Lu ty of o "
abruptly: “Go ahead and cut him. Take the organs. | r&“ ”“M__,Hg? the brother stops him
’ here do | sign?”

Altruistic counseling is designed to make an individual
) ) ] aware
case, the brother is filled with hatred, and there is little appreciation for the g
Or the altruism of the act

he is agreeing to. Should that matter now that the legal ramifications of the | v
covered with a signed consent from the next of kin? T

of the needs of others. In this

1. Does motivation matter in this case?

Is the consent valid? Does the surgeon need to seek another relative for consent?

3. How much should the concept of the greater good enter into the surgeon’s decision? |

considered a national resource. Most authorities believe that the current system of cons
ering organs as personal gifts, which can be freely given or withheld, is wasteful in regard
this scarce resource. What if we as a society viewed organ ownership 3 communal sense, |
which organ donation was considered a special social duty that was
die in circumstances that would allow the harvesting of our organs?
Personal and cultural aversions to such a policy, one could set up & ‘consclentious OBJeC
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@ LEGAL AND SOCIAL STANDING
OF EUTHANASIA
I cannot emphasize strongly enough that peo

bonding of love or friendship, and mutual respect. If t
Derek Humphry, cofounder, Hemlock Society

ple should only help each other to die if there is a
he association is anything less, stand aside.

Derek:

ce 1 was diagnosed as having cancer, you have
was not alone in recognizing what you
tof a dying

There. You got what you wanted. Ever sin
done everything conceivable to precipitate my death. 1
were doing. What you did—desertion and abandonment and subsequent hara
woman—is so unspeakable there are no words to describe the horror of it.

Last words of Ann Humphry, cofounder, Hemlock Society

Between these two rather remarkable quotes by the cofounders of the Hemlock Society lies the
great unspoken debate over assisted suicide and self-deliverance. Within the first quote is the
concern and respect for the autonomy of others, which appears to drive the right to die move-
ment. Within the second is the great fear. What is our societal motive as we move to embrace a
right to die? Are we doing so out of love and compassion—or because we have ceased to value
the lives of those who are old, weak, sick, and vulnerable? Do individuals seek euthanasia be-
cause they want to control this part of their lives, or do they do so because as a society, we have
made the dying more frightening than death itself?

In June 1990, Janet Adkins ended her life in a secluded county park with the assistance of
the now infamous, Dr. Jack Kevorkian. By the end of June 1998, Kevorkian had participated in
over 130 similar events using his suicide machines (Thanatron, Mercitron). Among the deaths
he assisted with are individuals with emphysema, Alzheimer’s, rheumatoid arthritis, multiple

sclerosis, as well as those declared terminally ill by their physicians. Adkins, the first, is also
perhaps the most troubling. At the time of her death, Ad :

disease was still at the stage of forgetting to take her
last evening of her life was spent among friends in cogent conversation regarding the
of Bach. Prior to her death, she had arranged with a therapist to assist her fami w.
bereavement period. These are not the activities of someone who normally

purse or missing a tennis lesson. The

kins’s memory loss from Alzheimer’s

K@ Health Care: The Return of “Death
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murder. There is very little disagreement .ty that involuntary euthanasia is morally

indefensible. The focus of the current controversy that rages through our health care system is

tive and passive voluntary euthanasia. Several

whether there is a moral difference betwe:
15 in regard to lega
iate between killing (involuntary euthanasia) and

1g voluntary active euthanasia.

states have put statutes before the

It is perhaps important to di
suicide, although neither provides the focus of this chapter, which is centered on the question

of allowing voluntary active euthar Tom Beauchamp offers a precise definition of suicide

that separates it from the process of passive or active voluntary euthanasia. A person has com-

mitted suicide when:

1. That person brings about his or her own death;
2. Others do not coerce him or her to do the action; and

3. Death is caused by conditions arranged by the person for the purpose of bringing about
his or her death.*

Although the frequency of occurrence is unknown, it is not a rare event for physicians to
prescribe sleeping and pain medications for hopelessly ill patients who request them, knowing
full well that their intended use is suicide. Some physicians see this as the last act in a con-
tinuum of care. As noted above, suicide differs from euthanasia in that the health care pro-
vider does not participate in the act of bringing about death. Any physician who becomes
involved in the suicide of a patient must first be assured that the patient is indeed in a hopeless
situation and not just suffering from treatable depression, common in individuals with termi-

nal illnesses.

Prior to his conviction, the real problem with Dr. Kevorkian and his death machine (the
Mercitron) was determining whether his patients committed suicide, whether he was v—.u?,
ticing voluntary euthanasia, or perhaps murdering these unfortunates. When he built nww
machines, advertised in newspapers, videotaped the events, purchased the lethal dosages,
arranged for undisturbed sites, putin IV lines, and finally arranged for postmortem vaocngg,.
ferences, had he stepped beyond being a mere observer when the patients push the
release the drugs?*

Some find the acts of Dr. Kevorkian similar to the political terrorist who bombs b
and buses to bring about political change. These criminal acts have at times b
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2% Switzerland’s Suicide Tourists

p s

suicide. As many as 200 individ-
their lives. The only safeguard is

“Going to Switzerland” has become a euphemism for mmm-m._wu
uals a year travel to the country for the sole purpose of ending
that it cannot be carried out for “self gain."

Swiss right-to-die organizations, such as Dignitas, :
$5,000. Studies have shown that 21 percent of their customers since .
nal or progressive illness. Many customers were able to travel to Switze

and die—all in a single day.”

charge a membership fee of more than
2008 did not have a termi-
rland, see a physician,

Belgium
In 2002 following the Netherlands, Belgium became the second Western nation to legal-

ize physician-assisted suicide. Belgium's policies are less stringent than those found in the

Netherlands as physicians may assist patients in dying if a patient freely expresses a wish

to die on the basis of intractable and unbearable pain. If an inpatient expresses a desire for
euthanasia, prior to becoming comatose, or in a vegetative state, physicians may comply with
the request. The method of deliverance is unstated in the policy with the exception that the
physician must remain at the patient’s bedside until the final breath. This is unlike policies
in the United States where the physician only provides the prescription for the drugs. A high
percentage of those seeking physician-assisted death in Belgium are elderly Dutch-speaking
patients who come for the less restrictive rules.
The policies in Belgium for physician-assisted death have been extended to include chil-
dren who with the expressed permission of their parents may receive a lethal injection. The
child must be terminally ill, beyond medical assistance, and be conscious of their decision.

The United States
Doctors are allowed to prescribe lethal doses of drugs to terminally ill patients to “aid in dying”
in five U.S. states. However active euthanasia is illegal.

In November 1995, Oregon voters approved a ballot initiative (Measure 16) that would
allow a terminally ill patient to obtain a physician'’s prescription for a fatal drug for the g
purpose of ending his or her life, becoming the first state to legally allow assistance-in-dying.%

Like the law in the Netherlands, the Oregon Death with Dignity Act attempts to provide

gsggggu&gﬁuEmﬁow-nov_.o&nma&osnonnwaﬁgng
lines found in the Oregon Act.”” i2i

This legislative action was challenged in court with

plaintiffs claiming Meas .

&

16 the Protecti
violated an..s_ onﬂagggongmcgssg.

—

- |

~
&

w

B s NI R & o

—

., request @ Prescription for lethq) Medicationg,
» the Dwy

e
D %
A tequireg that 5 Patieny |

nust be:
. An adult (18 years of age or older),
. Aresident of Oregon, |
+ Capable (defined as able to make ang Communicate pe, /

: . alth care decigi
. Diagnosed with a terminal illness that will leaq 10 death wi thin eeions), and
Within six mopgh,
patients meeting these requirements are eligible 1o TeQuest a prescripi
medication from a licensed Oregon physician, To receiv *'Pion for letha)

€ @ prescrj :
cation, the following steps must be fulfilled: Ption orlehal Tedi-
« The patient must make two oral Tequests to his or her pf ici
least 15 days. v dbyat

« The patient must provide a written request to his
presence of two witnesses. &

and prognosis.
« The prescribing phy
the patient is cap

Source: Oregon Public

In 1997, the Su
aright to physici
continued debate. |
condemning
States have a |
to them 1o !

right-to-die move



976 r = : - ~
1976—Karen Ann Quinlan case: New Jersey Supreme Court ruled that the state has

no right to order respiratory support to be continued. U.S. Supreme Court

| refused to intervene, setting no legal precedent.

|
| 19 i -
990—Nancy Beth Cruzan case: U.S. Supreme Court rules that an individual has a

“right to die” grounded in the Fourteenth Amendment’s guarantee of personal
liberty. In its ruling, the Court called for a clear and convincing evidence stan-
dard, which spurred the interest in and development of living wills and durable
power of attorney documents to provide evidence of the patient’s previously

expressed wish to die.

1990—Michigan pathologist Jack Kevorkian, known as Dr. Death, assists Janet
Adkins in ending her life. This will be the first of over 50 similar events using
his suicide machine. His activities sparked a nationwide debate regarding
assisted suicide. Following many efforts to charge him with murder and other
crimes, he was convicted and incarcerated.

1995—Oregon voters approved a ballot initiative (Measure 16) that would allow a
terminally ill patient to obtain a physician’s prescription for a fatal drug for
the expressed purpose of ending his life.

1997—The U.S. Supreme Court rules that the Constitution does not guarantee
Americans a right to commit suicide with the help of a physician. The issue
has been left to state legislatures to decide.

FIGURE 9-11 Milestones in the Right-to-Die Movement

The result of the Supreme Court’s decision was to leave to the individual states the chore
of working out their legislation. It is interesting to note that the Court resisted the path it took in
the 1973 landmark abortion case, when it usurped state action by finding a fundamental con-
stitutional right to end a pregnancy. With the matter returned to the states, advocates on both

sides of the issue are predicting more controversy and debate.

More than a decade after Oregon legalized physician-assisted suicide, Washington State
approved similar legislation to the Oregon model. This was followed in 2014 by Vermont. Court
decisions have rendered the practice legal in Montana and New Mexico.

Some opponents to the legalization of active euthanasia oppose the practice on the basis
of the principle of beneficence and the fear of beginning a slippery slope. Under this scenario
the practice would first be limited only to voluntary patients. In that those lacking capacity must
be provided the same rights as the competent, the practice could then be extended to include
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trust is betrayed, there is a natural sense of outrage, “as the good (nurse, therapist, clinician)

couldn’t possi

ict this way!”

Mercy killing as an accepted practice is not something that can be entered into lightly,

inasmuch as the act of putting son to death—regardless of motive—involves the closure

of all future options. It rules out any possibility of unanticipated discovery of wrong diagnosis,
new treatments, spontaneous remission, or improvement as a result of continued treatment.

There seems some right reasoning in the caution for prudence, “When in doubt—don’t!”

@ Katrina: Hard Choices

As the hurricane approached, the hospital staff settled in preparing to wait out the storm. About
1,500 people sheltered in the hospital Sunday night, many were nonmedical, simply seeking a
place of refuge. When the storm passed, there was a sigh of relief that the worst was over. How-

ever, early Tuesday morning the levies surrounding the city collapsed under the storm surge.
New Orleans is below sea level. Suddenly water was pouring out of the manholes in 9‘ ;

i i flooded with ten feet of water. Power failed, backup generators failed, t
93%3-83&. and there was limited food. Staff could hear gunfire o
s 388!%:%8? Many people came to the door seeking higher
ned ,Bﬁq and the doors were boarded over. 2&-—.&5&;
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to death that, i sss and commonplace? The Nazi “final solution,”

lowed, would become

which brought about the death of millions of Jews, gypsies, and other eastern Europeans, could

be traced to compulsory euthanasia legisla hat, at the time of its enactment, included only
mental cases, monstrosities, and incurables who were a burden of the state.

Perhaps Sigmund Freud was right as he wrote:

What no human soul desires there is no need to prohibit; it is automatically
excluded. The very emphasis of the commandment “Thou shalt not kill” makes it
certain that we spring from an endless ancestry of murderers, with whom the lust
for killing was in the blood, as possibly it is to this day with ourselves.*

Clearly, there is a wide chasm between the grossness of the actions of certain totalitarian
states and the perceived need for voluntary euthanasia in the context of an American
medical-moral-legal framework. The chasm is so wide that the use of the Nazi, Soviet, and
Cambodian experiences is perhaps not suitable at all.

Yet, how does one decide that euthanasia is appropriate for another? Does our subjective
view taken from a position of health, in regard to the quality of another’s life, or how a fam-
ily is suffering, justify the ending of a patient’s life without his consent? Does the authority to
kill an innocent individual provide the wedge that breaks down the barriers needed to protect
the severely handicapped, unwanted newborns, the frail elderly, the “useless” members of our
society? Once euthanasia is allowed and accepted, where is the rational ground on which to
stand and declare, “This far and no more!” Perhaps the rational ground is clear and convincing
evidence of the will of the individual patient, and where that is not provided or possible, there
can be no allowance for outside interference with life.

It would seem that perhaps the debate involving active euthanasia in the United States is
premature. Prior to deciding whether individuals have a right to self-determination regarding
this issue, it would be wise to consider why the concept is so popular. Modern death often in-
volves overwhelming fiscal costs, pain, isolation among strangers, and the invasion of one’s

body by technology. Perhaps even more terrifying is the chance that one will not be allowed to
die at all but continue in an elongated state of unconsciousness. Is it any wonder that a now-
rather-than-later mentality has infected the population? i

@ THE HOSPICE ALTERNATIVE

It is unlikely that the increased public acceptance of active euthanasia is based
need for an extension of personal autonomy to a “right to die.” It is more
the genesis for the support is the fear of a lingering and painful death, surrounded |
‘sonal technicians, in a cold and unfamiliar environment.

" active euthanasia. The word hospice has been used since medieval times to indi
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In this chapter, we have examined several classes of patients w here decisions of withhold-

ned. In many instances, we have reached a cultural,

d. The handicapped infant, the

ing and withdrawing of care have been re
legal, and ethical consensus, as to how they are to be handle

mentally retarded, the persistent vegetative state patients, and those who choose informed non-

consent, each require a different basis for our decisions. In some cases, the framework of what is
to be done has been postponed, and has become instead, who is to decide?

Some instances of nontreatment seem to have gained acceptance and are rather noncon-

troversial. The 98-year-old with severe dementia and no relatives who contracts pneumonia
might be allowed to die quietly. The real questions in regard to health provider duty do not lie

in the extremes, such as an infant born with no brain inside its skull, but in the middle ground
where there will be a potential for personhood and meaningful life. In the extreme cases in
which no potential exists, or in which the best interests of the individual seem best served by
withholding or withdrawing treatment, a form of passive euthanasia has been allowed. Eutha-
nasia, which literally means a gentle or easy death, has been divided into two major groupings,
passive and active. This chapter has generally been involved in the issues of passive euthana-
sia, the process of doing nothing to prolong life or fend off death, and physician assisted death.
Active euthanasia, as defined by the active participation of ending life, is currently forbidden by

most codes of ethical conduct in the United States.

® The difference between biological and biographical life forms the basis of much of the
discussion in situations in which withholding and withdrawing life support becomes
necessary.
® The acceptance of the concept of brain death has allowed the rapid clinical development
of organ transplantation.
® Many clinicians and scholars have begun to argue in favor of a neocortical definition of
death,
® Best interest and substituted judgment are two legal standards used to assist in proxy
decision making for those incapable of deciding for themselves.
® Following the Nancy Cruzan decision, the courts moved to a “clear and convincing
evidence” standard for withdrawing and withholding care. The call for clearance and
convincing evidence of choice has stimulated renewed interest in advanced directives.
® The courts have consistently held that competent adults have the right to informed
nonconsent to care.

® The current voluntary process of securing organs for transplant has so far proved .,
to meet societal demands for these tissues.
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B. Differentiate between the various lines of reasoning and arguments needed to decide the

following types of cases in regard to withdrawing or withholding care:

1. Persistent vegetative state cases

2. Profoundly retarded patient cases
3. Baby Doe cases
4. Informed nonconsent cases

Which of these case types is best served by proxy judgments, and if so, what form: best
interest or substituted judgment?

C. The philosopher Joseph Fletcher issued a paper listing the characteristics of a person. The
following are taken from his positive criteria:**

1. Minimal IQ: Mere biological life, before minimal intelligence is achieved or after it is
irreversibly lost, is without person status.

2. Self-awareness: The development of self-awareness in babies is what we watch and
take such joy in. In psychotherapy, the lack of self-awareness would represent grave
pathology.

3. Self-control: An individual not only not controllable by others (without restraint), but
also not in his own control. , A R

4. Asense of time: Memories, a feeling of now, and expectations for the future.

‘5. The capability to relate to others: Interpersonal relationships seem essential to beinga
- person in any meaningful sense. A 2

6. Concern for others: Extra-ego orientation is a vital characteristic of a “real vowwb:a.. .. L.t
o 2le ¥ U ey 3 (e

7. Curiosity: A person is a learner; total indifference is inhuman. 2
: Utter alienation or disconnection from others is nota c

: 9. Neocortical function: Personal reality is dependent upon cerebral
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