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Special Section:
Euthanasia and Physician-Assisted Suicide:
Murder or Mercy?

Reviving the Swan, Extending the
Curse of Methuselah, or Adhering
to the Kevorkian Ethic?

GEORGE P. SMITH 11

The woods decay, the woods decay and fall.
The vapors weep their burthen to the ground.
Man comes and tills the field and he’s beneath.
And after many a summer dies the swan.
A. Tennyson, Tithonus,
Poems of Tennyson 68
(J. H. Buckley, ed., 1958)

Literary Themes of Immortality

Art Imitates Life

Methuselah, it is said, lived 969 years.! His state of health at death is not re-
vealed. It can only be surmised that he was surely not robust and, no doubt, was
subject to all of the infirmities of old age and the tragic indignities associated with
senility,

Jonathan Swift captured well the “curse” of immortality when, in Gulliver’s Trav-
els, he created a group of individuals, the Struldbrugs, who, when encountered,
dulled what had heretofore been an appetite for perpetual life.> The Struldbrugs
were allowed to be born totally exempt from the “calamity of human Nature,”
in that their minds were free “and disingaged (sic), without the Weight and De-
pression of Spirits caused by the continued Apprehension of Death.”? They were
thus condemned “to a perpetual continuance in the World.”* In his travels, Gul-
liver found some Struldbrugs well over 1,000 years old.’

Although immortal, the Struldbrugs were not spared the senile decrepitudes
of old age, for they had “no teeth and hair and no distinction of taste,”® and
they were subject to disease, loss of memory, and declining reading ability and
thus could not enjoy entertainment.” Because of their status, the Struldbrugs lost
the ability to discover any form of personal happiness, which Swift suggests is
to be found in “Understanding the Difference between Life and Death.”®

In Aldous Huxley’s satirical novel, After Many a Summer Dies the Swan,® Jo
Stoyte, a hard-driving, uneducated business tycoon living in Southern Califor-
nia, with the creative scientific assistance of Dr. Sigmund Obispo, undertakes
a quest to avoid senility and escape death altogether. This state was thought achiev-
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(and Visiting Member of the Faculty of Law) at Wolfson College, Cambridge University. I thank sincerely Professor
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i wn the rate of human development by in turn transferring
ft?lei:t};sstli%:lut}l%rgc:)f carp to the gut of m:amrnatlsf.m In the novel, the only hand-
icap to this search for immortality is by a regression from the hur}ian statfi to the
simian state. Thus, although the Fifth Earl of Hauberk —Stoyte’s experimental
role model —restores his youth and sexual vigor by a regular diet of raw fish guts,
and thereby lives for over 200 years, he does so as an ape!

Old Wine in New Bottles?

Unmindful of the lessons that Swift and Huxley were trying to teach, many mod-
ern Americans continue to intensify their exploration of avenues that may lead
to hoped-for immortality'! —now, primarily, through continued experimenta-
tion'? and use of cryonic suspension or deep-freeze burials' (in spite of the fact
that no revival or reanimation has ever occurred from such a suspension). They
fail totally to understand that within life is death' and that indeed mortality is
a blessing.'®

Surely, even the sickest—when life is still prized — would want to continue that
life thinking and sensing and not being a mere digestive organism.'” To enjoy
worthwhile experiences, an individual must have a sense or presence of
feeling.'®

Feeling lies open to pain as well as to pleasure, its keenness cutting both
ways; lust has its match in anguish, desire in fear; purpose is either at-
tained or thwarted, and the capacity for enjoying the one is the same
as that for suffering from the other.?

The general public is becoming more and more accepting of this attitude.

Changing Views of the American Public
The Harris and Harvard-Globe Polls

In 1982, a Louis Harris poll determined that 68% of Americans shared the opin-
ion that physicians should be permitted legally to respect the wishes of their pa-
tn.s:ngg regarding terminal illness — even if to do so meant allowing the patient to
die.*” A 1991 poll conducted by the Harvard University School of Public Health
and The B?ston Globe newspaper found a 13% increase in favorable response to
t.h1s same issue, with some 81% agreeing that here patient autonomy is control-
ling and directive of all physicians’ conduct.2!

The Harvard-Globe poll also showed nearly two out of three Americans fa-
vored doctor-assisted suicide and euthanasia when terminally ill patients re-

quest it. More specifically, 64% of th i i
suicide—with 79% ung y o Oose questioned favored doctor-assisted

Protestations, fears, and warnings expressed by
» moralists, and some healthcare professionals that doctor-assisted sui-

iy ia will start society down the slippery slope of death on

Iso that societal mores, not religious or moral
more directive of ultimate societal action in this
his poll shows also that futile medical interven-

: » are becoming
vital area of concern, 2 Perhaps t
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Reviving the Swan

tions are viewed by an increasing number of citizens as unloving and inhumane?*
for they perpetuate a life void of rehabilitation because of the terminal or vegeta-
tive condition of the patient.”

New Judicial Directions

Coincident with growing public tolerance or acceptance of a right to self-determi-
nation at life’s end has come the United States Supreme Court decision in Cruzan
v. Director, Missouri Department of Health? and the national appearance of Dr. Jack
Kevorkian’s suicide machines.”

Cruzan held that essentially terminally ill or vegetative individuals may be re-
moved from life support systems if the at-risk individual or the guardian or
surrogate decision maker can show by clear and convincing evidence that use
of continued support systems was against the wishes of the patient.* Refusal
of medical treatment, then, is recognized as a protected liberty interest encom-
passed as such within the guarantees of the Due Process clause of the Federal
Constitution.? Equally important was the specific refinement and application of
this interest to encompass the right to refuse medical treatment, including the
artificial delivery of life-saving food and water (or nutrition and hydration).*

The Pivotal Catalyst

With the death of Mrs. Janet Adkins on 4 June 1990, the first public medically
assisted suicide in the United States was recorded,®" which in turn has become
a strong catalyst for wide societal reaction to this issue.? Janet Adkins was a 54-
year-old resident of Oregon who suffered from Alzheimer’s disease. Not wish-
ing to suffer progressively with the debilitating effects of the disease, while totally
competent and with the full support of her husband and children, she decided
to travel from Oregon (where it is a felony to assist in a suicide) to Michigan (where
no such statutory prohibition existed at that time).*

After counseling with Mrs. Adkins and her family, reviewing her medical
records, and consulting with her primary care physician in Oregon, Dr. Kevork-
ian agreed to let her use his “suicide machine.”* He was subsequently tried and
acquitted of murder® but was enjoined from using his suicide machine or other
such devices in the state of Michigan.*

The suicide machine consists now —as it did originally with the Adkins case—
of three canisters of intravenous solutions, all fed into a common line, held by
a single frame, and controlled by a switch and a timer. Initially, an intravenous
saline solution is introduced to open the patient’s veins. Once the control button
is pushed, a valve stops the saline solution and then introduces pentothal (or
thiopental) that in turn, within 30 seconds, induces a coma. Within this 30 sec-
onds, the patient can exercise the option to reconsider the original decision and
the procedure. If no action is taken, after the expiration of 1 minute, potassium
chloride stops the heart, and death results within 5-6 minutes.?’

Medicide and the Kevorkian Ethic

To rehabilitate or restructure the taxonomic base meaning of assisted suicide, Dr.
Kevorkian suggested that a new stylistic noun, “medicide,” be introduced into
the medical vocabulary.?® The word itself means the same—an act of assisted sui-
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cide—but “sounds” better. A medical specialist who as‘.s‘ists m a_ s'uic‘ide’,' %r per-
forms “medicide,” is to be described as a bo:ard_—certlfled obltzatr_lst.' This
suggested change in vocabulary is just the be.g).nmng of Dr. Kevorkfan s efforts
to structure a fail-safe model for institutionalizing, and thereby validating, the
process of assisted suicide. A i

Under his scheme of checks and balances, an administrative network can be
designed that allows a state to be divided into zones, lacc.ording to size and den-
sity of population. Within each zone, five or more obitiatrists would be employed
and serve an advisory function; namely, to decide which cases of requested med-
icide are justifiable.*’ Once an official request has been made for medicide to a
primary obitiatrist, a comprehensive process of written documentation would en-
sure careful evaluations of clinical assessments of current and past hospital records
of the applicant. During the lengthy evaluative process—in some cases as long
as 8 months —a competent sociologist and, if the patient is of a religious faith,
a religious counselor would be brought in for consultations. If during this pro-
cess the patient expresses hesitancy or the primary obitiatrist has doubts about
the advisability of going forward, the process would be either halted totally with
the patient being forever excluded from the medicide program or the obitiatrist’s
doubts would be referred back to the total membership of the regional advisory
panel for final decisions.*!

The candidate base for participation in the state medicide program would be
broadened from the rather standardized “imminently terminal disease” model
and would parallel the Dutch standard that includes “patients facing many years
of excruciating and severely incapacitating illnesses such as crippling arthritis or
emphysema, severe pneumonia and bronchitis, progressive degenerative neuro-
logic diseases and stroke.” #2 Under the Kevorkian plan, two procedures would
be available for assisted suicide: lethal injection, activated by extremely light pres-
sure on a hair trigger switch (as with Janet Adkins) or, if the patient’s veins are
scarred or fragile, by lethal gas.%®

Seeking to draw a distinction between euthanasia and assisted suicide based
on leve]s'of professional responsibility, Dr. Kevorkian suggested that the term
S?ngpasm means that a physician. is obligated to be the direct agent of an act

ng, and the term assisted suicide means that the physician is but an indi-
rect agent to the patient who, in fact, is the self-killer, # Consistent with this pos-
211;3} Cﬁix)ro(l;l;ll;nozif; tfit;tse;lhéh?; };mder the “new” practice of suicide (e.g.,
der.®* In réaﬁfy most states hau lre ec)i( empte.d f.ron-.\ 2 feIO{u.o us charge of mur-
inglyiag e nfc’)rcing prohibiti::saa e:‘_ YtdeCl.'m}lnapz‘leéd suicide and are exce&l-:'d-
maintained that suicide assisted by fn;r:;: (S)i;f:rnti:n OE'I:? ﬂefhElE;& [Tgvorkmn
hibited strictly by law. ¥ BDsa g
_ Although the law might well stipulate that an official observer be present dur-
ing the medicide evaluations,*® there is pPressure for th dical . fession i
self to bear the total responsibility for developi Mo o s 0wl
: : - _developing the rules and regulations
iﬁi:‘;gsg the pr a‘;ltfce of medicide.* This delegation, sadly, is too casual for the
seen in Thznllleeigetrl;snrga:t?r' Self-policing by the medical profession —as will be
$—1S not controllable. The law and medicine must be full,

cooperative partners in the develo ment
cide program. 4 S

In summing up the ultimat G
ke meregavgilabilityma e effect of a medicide program, Kevorkian concluded
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will reduce the need, desire and incidence of suicide among ill patients
and elderly healthy individuals by relieving the sense of hopelessness
in their panic-stricken minds. Rather than increasing the incidence of
suicide, the practice of medicide will reduce it substantially and at the
same time immeasurably enhance human welfare.*

The Dutch Experience

Since the early 1970s, in The Netherlands voluntary euthanasia has been an in-
herent part of the practice of medicine—and more or less accepted by Dutch
law.5! The goal of the Royal Dutch Medical Association (KNMG) has long been
to control this area rather than seek to prohibit it simply because the Association
realized that rigid prohibitions, once established, could not be enforced uniformly
or verified.? Consequently, to assist those physicians participating in euthana-
sia the Association promulgated guidelines that tested the voluntariness of the
patient’s decision to undertake the act itself and whether the request was well
considered, the result of a durable death wish, or made because of an unaccept-
able level of suffering.>® The primary physician on the case is also required to
consult with colleagues to test the need and validity of the patient’s request for
euthanasia.* Criticized as being too loose,® additional questions have been
raised regarding whether the criteria state necessary, as opposed to merely suffi-
cient, conditions for lawful euthanasia.*

Largely in an effort to test the effectiveness of these guidelines and at the same
time to conduct its first truly national survey regarding the prevailing practice
of voluntary and involuntary euthanasia, in 1990 the Dutch government under-
took a retrospective study of the practice of more than 400 physicians in this
field.” The results were startling. One result was an official admission that ac-
tive involuntary euthanasia is practiced regularly and at rates higher than ever
expected.”® The reasons physicians listed for routinely disregarding the guide-
lines (or rules of careful conduct) were listed as the patient’s quality of life and
lack of prospects for improvement together with familial concerns of not being
able to cope with the medical condition of their loved ones.* The survey revealed
that of the approximate 130,000 deaths each year in The Netherlands, 25,306 were
cases of euthanasia®; and of this number, 14,691 cases (11.3%) were determined
to be involuntary in nature.®! One thousand cases within this figure were listed
as examples of active involuntary euthanasia. A further breakdown showed 8,100
cases where morphine was given excessively to end life, and of this figure, 4,941
cases (61%) were administered without consent of the patient.®

Involuntary Acts of Euthanasia

Eight thousand seven hundred fifty cases were reported as ones where life-extend-
ing treatment was either withheld or stopped to end the patient’s life without
consent.®® However, 6,700 requests for euthanasia are rejected each year.% With-
out this figure, the overall statistical profile could be interpreted as showing a
progressive slide down the slope from voluntary, self-determined euthanasia to
death by unilateral medical determination.®® Two points must be made: 1) the
rate of refusal for voluntary euthanasia shows clearly the level of serious consid-
eration given requests for this procedure,® and 2) the principal reasons given
for involuntary euthanasia are of the highest level of professional reasoning—
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medical futility and low quality of “life” together with general medical com-
ion.%

pa;;lg validity of the reasons for directing the use of involuntary euthanasia is
shaped by the situation in which they are r‘aised and therel_:y tested. Of neces-
sity, the reasons are fluid and flexible and mvplve a ba_lafncmg of c0§ts (_}llflman
and economic) versus benefits (human, emotlona}l, spiritual) of mal.ntammg-.-
with either ordinary or extraordinary efforts —the life of an extremely ill or termi-
nal patient.®® T

Dr. Edmund D. Pellegrino, Director of The Georgetown University Center for
Advanced Ethics, acknowledged that the definition of futility involves the test-
ing of a ratio of which the components are effectiveness (i.e., does the proposed
medical action favorably affect the natural history of the disease) benefit (judged
not to be beneficial to the at-risk patient based on all medical evidence presented)
and burden (e.g., pain to the patient and costs of maintenance).® The ultimate
goal of every medical intervention should be simply to minimize suffering and
maximize the social good or value inherent in continued life.”

Conclusion

The Kevorkian ethic is one that respects autonomy of self-determination in all
final healthcare decisions. It is designed to restrain the limits of excruciating hu-
man suffering and is, thus, not only humane but compassionate. It is a contem-
porary ethic of great moment for it captures well the emerging public attitudes
about death. Although the right to death with dignity may not be acknowledged
uniformly as a fundamental right by all states, it is at least being recognized more
and more as a humane and enlightened policy.

Competent persons should be recognized as having both a moral and a legal
right —acting for whatever purposes — to determine their life plan, either to sus-
tain it or end it; only through self-determination is the full meaning of liberty
acknowledged.”

Fears of slippery slopes invariably accompany every new release of knowledge—
scientific or otherwise. Such fears discount the rationality of human beings and
demean the ability to meet and resolve personal crises. In the present context
of analysis, this fear discounts totally the attitudes of the medical profession. En-
suring that a medical program is effective would mean forging a strong partner-
f}l'llilsl’ai)itween the legal and the medical professions. Before advancing plans of
g t; :1:—:, obymusly more dialogue and debate must occur. One thing is cer-

: Ime 1s now ripe to confront anew —and finally to resolve—this grave

contemporary conundrum that in essence is but one aspect of determining the
limits of self-determination.
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