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were ‘exposed’ or left to die. (Sometimes children were killed simply be-
cause they were unwanted, such as girls - as happens now in China. So we
can see how it is to some extent arbitrary whether certain kinds of killing
especially infanticide, are discussed in the context of abortion or euthana:
sia.) The practice reached heights hitherto unthinkable in Nazi Germany
and various of the Communist countries. It has most probably always
been pres.ent in one or another part of the world. But the fact that a social
practice is common, or even prevalent throughout the world, does not
make it morally legitimate. Indeed, the revelation of the atrocities that
took place as part of Hitler’s ‘euthanasia’ programme caused many of the
nations of the world, particularly in the West, to recoil from the thought
that it may be permissible for anyone, especially doctors or other health-
care workers, to kill or assist in the killing of an innocent person either
because it was thought to be in that person’s interests or in the interests of
anyone else, including society as a whole.

The resistance by society to the legalisation of euthanasia, however,
resting as it does partly on its express prohibition by an unbroken Jewish
and Christian moral tradition thought by many people now no longer to
have anything to teach us, is slowly breaking down — just as it has in the
case of abortion. The practice is now accepted de facto in many countries,
though the laws say otherwise, and legalisation is but a short step away.
The breaking down of this resistance can be attributed to several fac-
tors apart from the general rejection of the West’s moral and religious
tradition. One that must be mentioned is the staggering advance in medi-
cal technology over the last few decades, which has made it increasingly
easy for doctors to keep patients alive in circumstances that once would
have been dismissed as hopeless. This ability consists among other things
of artificial means of feeding, watering and respirating patients in various
- states of incapacity such as paralysis, coma, or what might be called the
fpersistent non-responsive state’. It also includes the availability of an ever-
increasing variety of drugs capable of fighting diseases that once would
have overwhelmed vulnerable people such as premature babies and the
elderly. And it also includes the provision of the highest possible medical
services, at least in the affluent West, to more and more people who once
‘would have been excluded from even basic health care.

All of these developments are to be welcomed and encouraged. Never-
theless they have, in the minds of some, led to situations where people are
fnabled to stay alive in circumstances in which it is thought that their
“quality of life’ is too diminished to make that life ‘worth living’. This

2

Euthanasia

2.1 Introduction

We saw in Moral Theory that the principle of the unconditional protec-
tion of innocent human life is at the centre of morality. No moral philoso-
phy that qualifies or demotes this principle, or that removes it from
decision-making in ethics, can hope to call itself humane and therefore to
command the respect of right-thinking people.

In no matter is the urgency of respecting this principle more apparent
than that of so-called ‘euthanasia’ or ‘mercy killing’. Coming from the
Greek for ‘good death’, the term ‘euthanasia’ has come to be applied spe-
cifically in the medical field to the intentional killing of a human being for
the purpose of ending his suffering or of removing some burden. Note,
however, that it should be construed broadly so as to cover circumstances
such as an accident, where an injured person asks a passer-by to end his
suffering by killing him, or a wounded soldier asks his comrade to be ‘put
out of his misery’. The central moral considerations are the same whether
or not the setting is professional or institutional (such as in a hospital),
though the medical case does raise specific questions of its own, such as
what the role of a doctor should be. While the purpose of euthanasia,
namely the ending of suffering or removal of a burden, is the one explic-
itly stated by most organisations that support legalisation of the practice,
we will see that other objectives are involved, and that these too need to
be evaluated in the light of the philosophical ideas used to justify them. -

Euthanasia in various forms is no new practice in civilisation. In an=
cient Sparta, those regarded as physically unfit for some purpose, or as
incurably ill, or as useless to the state, were killed or allowed to die. In
ancient Greece and Rome, the evidence suggests that deformed babies
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might, it is said, be due to extreme pain or discomfort, or to a dependence
on others thought to be degrading or undignified, or to a person’s living a
life that is or will become seriously unfulfilling due to his decreased ca-
pacity, for example, ‘to respond to an environment, to respond to chal-
lenges, to give and receive affection in relationships’.’

It is for these and other reasons that supporters of euthanasia urge its
legalisation. Our main concern here, as we have seen, is not the current or
proposed future state of the law; rather, it is with the ethical issues at the
centre of practical problems, and so these are what I shall be discussing.
The ethical issues are, of course, more important either than the state of
the law or of medical practice: this is because medical practice must fol-
low the law, and the law must follow ethics, not the reverse. Once the
ethical position is clarified the law must be adapted to it, and medical
practice must then conform to the law. Thus the conclusions that should
be reached about the morality of euthanasia will in most cases have fairly
obvious and direct relevance for proposals concerning both law and prac-

tice.

2.2 Varieties of Euthanasia

Various distinctions have to be considered when evaluating euthanasia.
The first concerns consent — whether the patient agreed to be killed or
requested it. If there is such a request or agreement the euthanasia is called
voluntary, and if not, either non-voluntary or involuntary. Some impor-
tant points should be noted in respect of voluntary euthanasia. One is
purely factual, namely that it is the subject of greatest public controversy,
being lobbied for heavily by various organisations such as the Voluntary
Euthanasia Society in Britain and the Hemlock Society in the United States.
The media regularly air programmes supporting voluntary euthanasia,
almost always concentrating on the suffering of the person who wants to
be killed, and rarely raising the level of argument higher than the mere
slogan ‘death with dignity’. There is thus a clear and unmistakable push
for its legalisation, and the example of the Netherlands is unfailingly pre-
sented as a favourable precedent, although in that country euthanasia is
(at the time of writing) still officially illegal, doctors hardly ever being
prosecuted.? I mention this factual point partly because it is philosophi-
cally suggestive. Those who support killing by request are variously mute
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or vague about their attitude to killing that is not by request, or else sup-
port it equally strongly (in certain cases, at least) but do not lobby for it as
vigorously. The thought then arises that this is because they believe it
easier to make out a prima facie case for killing when it is asked for than
when it is not. The voluntariness component thus assumes a central role
in the case for euthanasia. If they are correct about this, and I think they
are, it follows that if in the end the case for voluntary killing cannot be
made out, then it is likely that no case can be made out for euthanasia of
any sort. It should be added, however, that the voluntariness component
is ultimately a philosophical ‘red herring’: supporters of euthanasia,
whether it be voluntary or not, in the end base their reasoning on the
same considerations, as we will see.

A further point about voluntary euthanasia is that the consent must be
actual, that is, there must be an express request for death, though the
request need not be made immediately before being carried out. It could
be expressed in a so-called ‘advance directive’ or ‘living will’, much dis-
cussed of late, in which a person stipulates what is to happen to him if he
is in a condition in which he is no longer able to request or agree to death;
further, the person must not have said or implied anything since the fram-
ing of the directive to contradict its terms. There are notorious problems
with advance directives, such as the possibility that a given directive does
not advert to the precise circumstances in which the person now finds
himself, or is no longer applicable because of technological advances not
known about when the directive was framed, or is otherwise vague or
difficult to construe. It can be assumed for present purposes, however,
that a directive might not suffer from these or other defects, and so could
constitute a clear request for death even if in practice such directives never
do so.

The consent involved in voluntary euthanasia must be completely free.
It will not be completely free if given under conditions of ignorance, fraud
or fear. The requirement of complete freedom reflects the idea that a re-
quest for death has the form of an abandonment of the right to life, and
an abandonment cannot be partial. The analogy with property, which
will be discussed at length later, is instructive. A person who throws away
a jewel, having been told it is a worthless trinket (or merely erroneously
thinking this to be the case), has not freely abandoned his property; nor
has he done so if pressured into throwing it away. As will be seen, the
a.nalogy with property is flawed when used to support voluntary euthana-
$la, since the right to life cannot be abandoned, but the point here is that
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even if an abandonment is impossible, the attempt can be made under
conditions of complete freedom. (One can freely intend the impossible,
such as an escape from an escape-proof prison, at least if one believes it to
be possible.) Again, an analogy with contracts supports this idea. A per-
son who contracts marriage with someone distinct from the person she
believes she is contracting marriage with is properly said, both in morality
and at law, not to have freely consented to the marriage. Now it might be
argued, with some propriety, that 7o request for death can be completely
free, as there is always some pressure, whether subtle or not so subtle, or
some error about one’s condition, and so on; but let us assume for the
sake of argument that a person might make a completely free request to
be killed, even if no one has ever done so.

Euthanasia that is not voluntary can be non-voluntary or involuntary.
It is involuntary where the person killed refuses or otherwise actively with-
holds consent (again, whether this be at the time of the killing or in an
advance directive), or where the person could have been asked whether he
consented, but was not. Less time will be spent discussing this, but not for
the reasons usually given by those who write about euthanasia. Typically,
involuntary euthanasia is regarded as obviously wrong in a way that its
voluntary counterpart is not. This is because ethical weight is given to
autonomy: just as a person’s consent to be killed is said to legitimise the
killing, so his withholding of consent (or the ignoring of his wishes when
he could have been consulted) illegitimises the killing. As will be shown,
however, the concept of autonomy as construed by supporters of eutha-
nasia is ethically irrelevant to the debate, and moreover this is implicitly
agreed by both sides. The real reasons for supporting euthanasia have
nothing whatsoever to do with autonomy and are common to euthanasia
in all its forms. Less time will be spent on the involuntary kind, then,
because the invalidation of those reasons in respect of the other two kinds
will suffice to show this kind to be impermissible as well. A further reason
involuntary killing is seldom discussed at length is that it is assumed to be
rare and so of less pressing ethical concern. That this is false, however, is
shown by the report of the Remmelink Committee, which carried out a
thorough and detailed survey of euthanasia in the Netherlands. The re-
port showed that in 1990 well over one thousand people (perhaps even

five thousand or more, judging by the less than transparent wording of
the report) were killed by doctors without explicit request (though they

could have been consulted). (A similar figure was reported again in 19935.

In both 1990 and 1995 well over 50 per cent of doctors interviewed said
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they either had or would be prepared to end the life of a patient without
their explicit request, the clear implication being that this included cases
where the patient was or would be capable of being consulted.) Some-
times it is said that involuntary euthanasia must be rare, since there could
be no conceivable reason why a person who could have been consulted
was not (Peter Singer suggests this). But the assertion is specious since
there could well be one of a number of reasons: for instance, a doctor
might worry that, were he explicitly to ask the patient whether he wanted
to be killed, the latter, even if he agreed, would tell his relatives, who
would cause a furore; such a scenario is hardly inconceivable. It should
also be noted that not all writers regard involuntary euthanasia as obvi-
ously wrong, and in the honesty of their reasoning show why voluntari-
ness is an irrelevance, whatever its apparent importance. Jonathan Glover,
for instance, suggests that it is not obviously wrong that someone going
to a Nazi concentration camp, ignorant of their terrible fate, should be
killed without their request before they arrive at the camp, in order to
spare them the ordeal.’ And although Peter Singer does not officially wish
to justify involuntary euthanasia, he also says that ‘if we are preference
utilitarians, we must allow that a desire to go on living can be outweighed
by other desires’.* By its very nature, then, preference utilitarianism, as
with all forms of consequentialism, must allow involuntary euthanasia as
more than a mere logical possibility.

Non-voluntary euthanasia is the killing of someone who is not capable
of being consulted as to his wishes. There are various reasons why this
might be the case. The most commonly discussed ones involve babies and
infants, and adults who are in a coma, or in what is usually called a ‘per-
sistent vegetative state’ but which is more properly called a ‘persistent
non-responsive state’. A coma can be exhibited in a variety of ways, rang-

ing from the case of a person all of whose vital functions, such as eating,

drinking, excretion and breathing, need to be maintained artificially, to

that of someone needing very little attention except perhaps food and

drink. There might be, according to current testing procedures, almost

total cessation of brain function, or there might only be damage to some

of the neo-cortex, which is thought to support ‘higher’ mental functions

such as thought and speech. In general there is little if any response to

stimuli, and no locomotion. Here voluntariness (in the absence of an ad-

vance directive) is not an issue, and supporters of euthanasia will advert

explicitly to ‘quality of life’ criteria in assessing whether a given patient

should (or could) be killed. Such criteria also extend logically to patients
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who are terminally ill, and in such pain that they need medication so
strong that it renders them unconscious and so ‘incompetent’ to make 3
decision about whether to be killed; or even to elderly people suffering
senile dementia. Again, ‘quality of life’ criteria are applied to newborn
babies suffering some handicapj it is not a rarity for babies with a disabil-
ity as mild as Down’s Syndrome to be left to die (most are aborted), and
the more serious the handicap, spina bifida being the one usually cited,
the more likely it is that, in a typical Western hospital, the child will be
treated ‘conservatively’, that is, not at all, with or without the parents’
consent. Indeed, in a much-publicised case in New Zealand in 1998, a
severely handicapped baby was allowed to die (deprived of life support)
even though the parents explicitly wanted their child to be kept alive,
even putting pictures of the baby on the Internet in the hope of gaining
public support. The court in New Zealand permitted the doctors to with-

draw treatment.’

The idea here is that the right to life is alienable, or capable of waiver.
This is the principal argument for voluntary euthanasia: All rights are
alienable; there is a right to life; therefore, the right to life is alienable. If a
person of sound mind, thinking rationally, assessing his own situation as
carefully as he can, with all relevant information made available to him,
makes a deliberate decision to die, which decision is unencumbered by
duress or undue influence, and expressed clearly and persistently, then we
should, it is argued, take this to be an alienation by him of his right to life.
From which it is claimed to follow that other agents are duty-bound to
respect that person’s autonomous choice and provide him with whatever
assistance is necessary to carry out his decision. If he is capable of taking
his own life, we should provide him with the equipment necessary to do
so. If he is too frightened to do it himself, or is physically incapable, we
are permitted, if not bound in conscience, to do for him what he would
otherwise have done for himself.

The problem with the argument set out above is that, though valid, the
first premise is not true. The principle of respect for autonomy is entrenched
in current moral thinking and derives essentially from Kantian ethics. Its
current expression, however, is not something Kant himself would have
recognised. For Kant, the autonomy of a rational being was subject to the
precepts of morality. Thus he famously claimed that suicide was immoral,
arguing that there was an incoherence in the idea that a rational being
could somehow will his non-existence. Equally famously, however, the
paucity of his conception of the Moral Law left him with few substantive
arguments as to why there was an incoherence here. Current thinking,
however, influenced as it has been by existentialist, libertarian and rela-
tivist theories, sees autonomy as equivalent to self-determination, or the
decision by a free being to decide for himself, on whatever grounds are
meaningful to him, to live and to die as he wishes.

Further consideration, however, shows that there can be no truth to the
idea that all rights are alienable.” The principal analogy drawn by the
euthanasia supporter is with property rights. Surely, it is argued, property
rights are alienable, so why isn’t the right to life? A premise usually found
in this argument is that the right to life just is a species of property right,
since we own our bodies. (Some readers may recall the 1980s play sup-
porting suicide and euthanasia, Whose Life is it Anyway?) One response
is that the right to life is not a property right vested in us; theists some-
times argue that it is God who owns our lives or our bodies, not us — we
have them on trust, as it were, to use correctly. (Let us, for simplicity,

2.3 Voluntary Euthanasia and Autonomy

Having laid some of the groundwork for assessing the ethics of euthana-
sia, we can move on to the assessment itself, bearing in mind the princi-
ples already laid down in chapter 4 of Moral Theory concerning the right
to life.

Consider some of the following remarks: ‘I’'m not giving up ... but
everyone has the right to say they don’t want to continue’; ‘U've always
had control over my life ... I just want to have control over my own
death’; ‘I want you to do something for me so that if I decide I want to die,
I can do it on my own terms and exactly when I choose.’® These are all
expressions of the right to autonomy in one’s actions, or to self-determi-
nation in respect of what a person does with his life, including ending it.
The voluntary euthanasia campaigner Derek Humphry puts it thus: “The
quintessence of voluntary euthanasia is personal choice and self-control,
with sometimes a little help from one’s friends.”” The point is put more
formally by Singer, who states: ‘[T]he principle of respect for autonomy
tells us to allow rational agents to live their own lives according to their
own autonomous decisions, free from coercion or interference; but if ra-
tional agents should autonomously choose to die, then respect for au=
tonomy will lead us to assist them to do as they choose.”
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leaving, and hence ceases to be subject to the laws of the commune, she is
free to exercise her right to own property again, a right that never left her.
Another interpretation is that there is an alienation but it is only tempor-
ary, and the right is reassumed once the member ceases to be a member.
In neither case is there a permanent renunciation of the right to property,
which is evidenced by the fact that the leader of the commune would be
acting manifestly unjustly if he chased after the former member, acknow-
ledging that she had left but still trying to stop her owning any property!
In the case of a request for death, however, the intention is permanently
to renounce the right to life — once killed, the right could hardly be
reassumed. Supporters of the ‘right to die’ cannot buttress their position
by appeal to a case such as this.

Reflection on other cases shows that there is nothing absurd in the con-
cept of an inalienable right, and, moreover, that there are a variety of
such rights. Nevertheless, examples that would once have commanded
universal assent may not do so now, even if they are plausible. This is
because the conception of autonomy which Kant understood, and which
itself is embedded in traditional morality, has mutated, under the influ-
ences mentioned earlier, into what might be called a doctrine of the para-
mountcy of the will — the idea that the will must be allowed to range freely
over whatever ends a person deliberately chooses as integral to his ‘per-
sonal fulfilment’, perhaps in one of the variety of utility-maximizing ways
proposed by consequentialists, the utility being, however, solely personal.
Perhaps this can be seen in the current attitude to bodily integrity. People
once thought there was an inalienable right to bodily integrity: you sim-
ply could not cede your right not to have your bodily integrity assaulted.

Of course you could consent to an infringement in some cases, such as a

surgical operation, but this was not a cession, merely an agreement to a

limited, well-defined infringement for the explicit purpose of promoting
bodily integrity. Indeed, apart from therapeutic or socially necessary cases,
for example, bumping into people in a crowded room, it was thought you

could not consent to any old assault on your bodily integrity, since this

was a good you were morally bound to promote. So any purported aban-

donment of the right to bodily integrity was considered null and void. If a

person were to say, ‘Here’s my body; do what you will with it’, and moreo-

ver to say that this permission had effect in perpetuity, that is, was a

genuine renunciation, he would have been considered irrational or sub-

ject to unwholesome influences. Now, however, it seems that many peo-

ple do not find anything irrational in a similar statement by someone who

assume that if we own our bodies we own our lives, and vice versa.) Some
writers, theistic or not, argue that our bodies are not the sorts of thing we
can own anyway. Whatever the merits of such claims, let us put them to
one side for the purpose of the argument. The problem for the friend of
the life — property analogy, nevertheless, is that there are still relevant
dissimilarities between the rights to life and property, and any similarities
support the inalienability of the right to life.

The hallmark of property is that it is alienable. So if I happily stand by
watching while you take apples from my orchard, or say ‘Sure, take as
many as you like’, you do me no wrong. And of course property can be
sold, given away or bequeathed. The disanalogy with life, however, is
that while you can certainly alienate your right to this or that property,
for example, your apples, you cannot alienate your right to property in
general, considered apart from any particular piece of property. You can-
not validly say, ‘I renounce my right as a human being to own property.’
Alienating your right to this or that property does not entail alienating
your right to property in general, and is thus compatible with retaining
that right. On the other hand, a purported alienation of your right to your
particular life entails a purported alienation of your right to life in gen-
eral, it being impossible to have more than one life. So, whereas the al-
ienation of the right to this or that property says nothing about the right
to property in general, the purported alienation of your particular life
does say something about what you are trying to do with your right to life
in general. There is thus an important disanalogy showing why particular
property can be alienated in a way that a particular life cannot. Any simi-
larity between the two cases only supports the inalienability of the right
to life, since the right to property in general does seem inalienable.

It might be said that even the right to property in general is alienable.
What about someone who renounces her right to property in general when,
say, she enters a commune where there is no private property? Here it
seems there would be nothing unjust about the leader of the commune’s
depriving the new member of her secretly acquired clock-radio. But there
are at least two possible interpretations of such a case which point to its
dissimilarity with the right to life. They are mutually exclusive, but either
one will block the analogy, and anyway they might have separate applica-
tions to different cases — so we can leave open which interpretation is
correct. One is that there is no alienation of the right to property in gen-
eral, only a consent to abide by the laws of the commune, which may
forbid private property. Once the new member ceases to be a member by
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was such an inveterate masochist that he allowed any and every assault
on his bodily integrity. But reflection on less arcane cases shows that the
contemporary attitude is not so firm. Perhaps you would think more care-
fully if someone came up to you holding a syringe and assorted parapher-
nalia, and asked you to inject him with heroin because he had not tried it
before and was keen to get addicted. (Perhaps he asks you because he is
too nervous to do it himself, or is physically incapable.) Now, even view-
ing this as a purported permission to infringe, surely you would think
twice, if not refuse the request outright. But if you would baulk at it asa
purported permission to infringe, how much more would you think twice
if you were told by the person that he had abandoned any right he had to
be healthy, and one of the first things he wanted to do after such an aban-
donment was to get addicted to heroin? Wouldn’t your reluctance prop-
erly be said to stem from the belief that the right to bodily integrity is not
the sort of thing a person can simply renounce?

Consider another example, say someone desperate to stay hooked for
the rest of his life on smoking or drinking. He knows that every so often
he will have second thoughts and want to reform his ways, but it is pre-
cisely at those times, he tells you, that you must make sure he has a plen-
tiful supply of alcohol or tobacco at hand so as to ensure he stays addicted.

Would you agree to such a request? Suppose, when you question him on
his motive for wanting to stay addicted, he claims that he has, quite sim-
ply, given up his right to be healthy, for whatever reason. Again, it is fair
to say that most of us would find the doctrine of the paramountcy of the
will coming under extreme pressure here. There are some things, we would
say, that you just cannot give up on. If this is so, then perhaps those who
agree with the proposed way of dealing with these cases ought to go back
and re-examine their intuitions about cases where they disagree about

alienability; and the right to life ought to be one of those cases.

I have said that the moral importance of autonomy is not equivalent to

the paramountcy of the will, though this is how it is currently understood.

A proper understanding, however, sees autonomy as always and every-
where subject to human good. Autonomy is not the moral capacity to do
whatever you like (even if what you seek to do is primarily ‘self-regard-
ing’, in John Stuart Mill’s terminology); this is accepted on all sides of the
euthanasia debate, except by the most extreme libertarians or relativists
with flawed moral theories of their own. Nor, however, is it the moral
capacity to do whatever you believe to contribute to your ‘fulfilment’ or
even to be good for you. Since morality is objective — there exist truths
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about what is good for a person — someone might, quite simply, have false
beliefs about what is good for him. Of course a person might be incapable
of making a mistake about what he wants to do, or about what he thinks
will make him feel good or otherwise contribute to his well-being as un-
derstood by him. But to claim that such facts — about what a person be-
lieves is good for him — exhaust the moral questions to which they are
relevant is unambiguously to work with a subjectivist conception of mo-
rality, which was rejected in chapter 1 of Moral Theory. The possibility of
false beliefs about what is good for a person entails that autonomy must
be limited — limited, that is, by the very human goods that it is proper, gua
human being, to pursue. The will can have various degrees of freedom in,
say, the means chosen to pursue some good, but it still must be directed at
the pursuit of the good. And since human life is indeed a good, and the
fundamental good, since it is the source of all human dignity and well-
being (see chapter 4 of Moral Theory), autonomy cannot be exercised
with a view to abandoning it. The same goes for human dignity itself. A
person can live in an undignified way, but he cannot abandon his basic
right to live in a dignified way, a right that he is indeed bound to exercise
within the limits of circumstance.

When autonomy is construed in this way, there can be seen to be no
conflict between it and the good of life. Autonomy does not include the
right to kill, or the right to be killed, any more than it includes supposed
rights to act against any other good, such as that of human dignity. Rather,
autonomy is constrained by and ranges over all morally legitimate op-
tions, and in the pursuit of such options the moral agent has, and must be
accorded, the right to exercise free will. Such a constraint is zruly liberat-
ing, in that it provides a structure within which the agent can recognise
his worth as a human being, and outside of which he becomes the pris-
oner of a way of thinking that is in its way seductive but ultimately de-
structive.

It should be noted too that what has been said about voluntary eutha-
nasia applies equally to ‘physician-assisted suicide’, which has also been
the subject of much recent lobbying and media discussion (virtually all of
it supportive of the practice). What it would be wrong for someone to do
to another at his request, it would be wrong for the person making the
request to do to himself. This is because the mere availability or lack of
means to carry out an illegitimate choice makes no difference to its wrong-
ness. There will, in the case of assisted suicide, be a slightly different ac-
count of the distribution of moral responsibility, but the wrongness of the
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means that those who procure or co-operate in the act are

end pursued
The person who commits

still liable to the extent of their participation.
suicide will have committed a wrong act as well as having wrongly asked
for the participation of another in that act; and the latter, while not guilty
of having killed anyone, will have blameworthily co-operated in a killing

in the same way that anyone is to be blamed for co-operating in an im-

moral act.
In the light of these considerations, we can see that there is no right to

voluntary euthanasia gua voluntary. I also suggested, however, that the
voluntariness requirement, given so much support by those who ultimately
wish to see the legalisation of euthanasia in all its forms, is quite simply an
cthical ‘red herring’. Just as you would, it is hoped, baulk at injecting
someone with heroin on request, so you would, it is hoped, baulk at any
old request to be killed. If a person in no pain, in no distress, perhaps with
no more than a bout of influenza, were to ask for death, no doctor (per-
haps not even the infamous Dr Kevorkian) would accede to the request.
Why? If the request is genuine, that is, a sincere attempt at alienating the
right to life, why shouldn’t the doctor accede to the request? Why does an
evaluation of the patient’s reasons matter? The fact that the reasons do
matter itself indicates that it is not the voluntariness component that is
morally relevant, but the reason for infringement. Thus it seems that most,
if not all, parties to the debate will agree that there simply is no right to do
with one’s life whatever one wishes. The real disagreement, protestations
by some supporters of voluntary euthanasia to the contrary, is over whether
there can be good reasons to act on a request to infringe someone’s right
to life other than the mere fact of the request itself. It is here that so-called
‘quality of life’ judgements enter powerfully into the debate, and it is to
this matter that we must now turn.

2.4 Non-Voluntary Euthanasia and ‘Quality of Life

There are various sorts of case appealed to by supporters of non-volun-
tary euthanasia. Recall that non-voluntariness amounts to the lack of an
explicit request either to be killed or not to be killed, by someone who is
not capable of making such a request. Recall that any request need not be
contemporaneous with the decision to kill or not to kill: an ‘advance di-
rective’ against killing, by a person currently incapable of making a ré:
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quest, would render the killing of that person an act of involuntary eutha-
nasia. Also, if he were capable of making a request, but not consulted
then the killing would be involuntary. Cases of non-voluntariness then’
centre on the lack of capacity to make a request by someone WI”IO has,
either always lacked the capacity, or once had it but now does not, and
never expressed a desire regarding death relevant to the circumstanc’es he
is currently in. The former situation is usually illustrated by the case of a
handicapped baby, say with spina bifida, or anencephaly (where most of
the brain is missing, though enough is present for the baby to maintain its
vital functions for some period of time), or some severe physical or men-
tal disability, or even a mild disability such as Down’s Syndrome or cer-
ebral palsy. The latter situation is usually illustrated by cases of coma
such as a patient wholly unconscious, that is, in a constant deep sleep or,
by a patient in a persistent non-responsive state, where there might, be
periods of waking and sleeping, though no response to stimuli according
to current medical tests. Or sometimes it is exemplified by the case of a
patient with a ‘locked-in’ syndrome, say after a severe stroke, where he is
alert and conscious, but virtually unable to respond or communicate ex-
cept perhaps by eye movement — he might be almost completely para-
lysed. Other discussed cases include elderly people with severe dementia
or otherwise almost totally incapacitated and dependent on others for
food and daily care: they are conscious, but perhaps ‘incompetent’, that
is, unable to make express requests about how they are to be treate,d. In
all of these and similar cases, the patient, whether child or adult, may to
some degree require artificial life support, such as respiration, or tube
feeding, or intravenous drugs to support vital organ function. Or he may
require no more basic care than feeding by hand, as well as warmth and
hygiene, with his vital functions being otherwise self-supporting. All types
qf combination may arise, and consideration of the particular facts of a
situation is always essential in deciding how to treat a person in a given
c.ondition. But there are certain broad themes applying to the cases men-
tioned that enable us to outline a wholly general approach. It is impossi-
b!e, however, to elaborate appropriate principles and guidelines without
discussing flaws in the arguments for euthanasia in any or all of these
cases.

Sgpporters of euthanasia who espouse a consequentialist ethical theory
are inclined to try to forge a distinction between babies and adult human
beings. Although consequentialists do not believe in rights, they some-

times give a passing nod to the concept by claiming that babies do not
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have the characteristics that make them subjects of rights, which in
consequentialist terms means that they do not meet some threshold re-
quirement for being subjects it would of itself be wrong to kill, all thingg
being equal. So, it might be said they lack, in the words of Peter Singer,
‘characteristics like rationality, autonomy and self-consciousness’, in which
case ‘[k]illing them, therefore, cannot be equated with killing normal hu-
man beings’, the implication being that babies are not normal human
beings. The absurdity of such a claim is apparent from the very stating of
it, and recalls the consequentialist stipulation that killing people is not
wrong per se, only persons understood in the technical philosophical sense
(always italicised here and in Moral Theory) of beings ‘capable of seeing
themselves as distinct entities, existing over time’, which is possible for
‘[n]o infant — disabled or not’, who thus lack ‘as strong a claim to life’ as
persons.'® The thought, then, is that babies, simply by being babies - disa-
bled or not — do not even reach the first rung of the consequentialist lad-
der of moral importance: perhaps the capacity to feel pain gets them some
of the way, but the ‘all things being equal’ clause renders sentience of
minor significance. The concept of personhood has already been discussed
and criticised at length (in the previous chapter and in chapter 4 of the
companion volume), but it is worth making some further brief remarks
relevant to the present context. We must always bear in mind the personist
emphasis on occurrent mental states as crucial to moral status. As was
shown in the last chapter, the personist in fact relies on potentiality (indi-
cated by such terms as ‘capacity’ — Tooley — and ‘capability’ — Singer) as
much as his opponent, but the official position is that a being is not a
person unless it is actually in a state of awareness of itself, of its past and/
or future, actually desires to live, and so on. It has to have a present sense
of itself, to be engaged in ongoing ‘personal projects’, to behave in a way
indicative of its awareness.
For the personist, then, the proposition that man is a rational animal
(to quote Aristotle) is not strictly true; what is true is that persons are
rational. On the traditional view, babies are as rational as any human,
whether or not they can currently (or ever will) engage in certain types of
behaviour, display certain kinds of awareness, or be in any state of actual
know-ledge of themselves as beings with a past and/or a future in which
they have an interest. On the personist view, only certain kinds of human
being, in certain circumstances, can be called rational: indeed they may be
rational at one time in their lives and not rational at another: rationality
can come and go like health or hunger. But it has been my contention that

rationality as a component of humanity never leaves an individual any
more than his humanity itself leaves him. Further, the sense of oneself as
doing such-and-such, say existing over time, covers a multitude of distinct
characteristics. Is it bare awareness of mortality that matters? Or the ac-
tual making of choices that evidence a sense of oneself as having an ongo-
ing ‘project’ for one’s life? Or is it the having of sensations that matters?
Or feelings? Or emotions? Or desires? Or preferences? Or ‘interests’? Are
the relevant interests simply the ones stipulated by the personist theory? If
so, the theory begs the question. Or is there another sense of ‘interest’ that
captures what the consequentialist wants to say? (Recall the ‘shopping
list’ of indicators of personhood offered by Tooley and mentioned in the
previous chapter.)

The point of raising these questions in this context is to show that there
is no one property or set of properties that personists agree upon as pro-
viding the threshold that a baby, or indeed an adult suffering one or other
medical condition such as those mentioned above, must meet in order to
have moral importance. But it is still the common personist conviction
that even a normal, healthy baby, let alone a disabled one, has very little
claim on life, since its does not fit into a technical category of importance
about whose contents personists are hazy. In a notorious example, Singer
goes so far as to place newborn babies in the same moral category as
snails as far as killing is concerned: ‘Killing a snail or a day-old infant
does not thwart any desires of this kind [for the future], because snails
and newborn infants are incapable of having such desires.’" Indeed, the
personist uncertainty over just what makes a person is usually ‘compen-

sated’ for by the all things being equal’ clause favoured by consequential-

ists, or what are sometimes called ‘extrinsic considerations’. Thus, it is the

‘effect the killing will have on its parents’? that makes the killing of a

baby undesirable, it is sometimes said. On the other hand, if parents ‘re-

gret that a disabled child was ever born’,"* this might be a reason for
killing it. Further, acceptance by many consequentialists of the notorious

‘replaceability thesis’ means that, if parents had a child with a compara-

tively mild disability such as haemophilia (Singer’s example), and wanted

to have another child who (almost certainly?) would 7ot have this condi-

tion, they would be well advised to kill the first child and replace it with

fmother. Indeed, the importance of whether they want to do so is unclear

In consequentialist writings: they may simply be obliged to, on a common

view, though ‘adverse effect[s] on others’ need to be considered. If the

consequentialist calculation shows that the killing and replacement would
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have a greater net ‘benefit’ than any other action, it is hard to see why it
would be anything other than a duty."

The theory I have been defending, however, differs greatly from any
version of personism (whether or not supplemented by consequentialism
— which it usually is) in its attitude to babies, handicapped or not. The
right to life attaches to all innocent human beings, at every stage of devel-
opment. Theorists such as Singer and Tooley correctly point out the logj-
cal implications of the personist approach: not only does it make abortion
permissible, but consistency requires its extension to infanticide. It is proper
to think, however, that any theory that leads to the permissibility of in-
fanticide has gone wrong very early. For morality requires, above all, the
protection of the most vulnerable members of society, of which babies are
a prime example. If morality is not about this, then it is about nothing,
And there can be no argument here that parents have a right to decide
whether their baby lives or dies, for they have no such right: the power to
choose the life or death of their child does not sit alongside the power to
decide their child’s education, or how it is to be brought up. And before
we move from personism to the question of a ‘life worth living’, it is worth
delving a little further into the issues just raised.

The fundamental idea on which the traditional moral attitude to killing
the innocent is based is well put by a recent critic of consequentialism in
applied ethics, Jacqueline Laing: ‘It is a part of the very concept of inno-
cence that it is not susceptible to variation by the desires or consent of
others. On the contrary, desires of third parties, to be morally relevant,
must conform to the standard of reasonableness.””* And yet, as was men-
tioned in chapter 4 of Moral Theory, it is not clear whether, for the
consequentialist, preferences must always be taken at face value (as long
as they are not incoherent) or can sometimes be omitted from calculation
on the ground of unreasonableness. Singer, for one, equivocates on the
point, as Laing notes. He says, for instance, that ‘[plarents may, with
good reason, regret that a disabled child was ever born. In that event the
death of the child will have on its parents can be a reason for, rather than

against killing it” (my emphasis).'* Is Singer saying that the disabled child’s
life is objectively regrettable? If so, the preference of the parents is taken
into account because it is allegedly a reasonable response to the child’s
disability. If so, one might wonder whether the preferences of a Chinese
couple are reasonable if they regret having produced a girl when what
they and their culture most value is a boy. Would it be reasonable for
them to kill her and replace her with a boy? You might have thought not,

put for the consequentialist it is not just the health or disability of the
child that matters, but the overall effect of its existence on the family and
society generally. If, as Singer believes, ‘adverse effects on others’ must be
taken into account, he can hardly dismiss as unreasonable the Chinese
parents for whom there is a great social stigma (say, in their village) and
financial burden in having a girl. If Singer does in fact want to distinguish
here between the disabled child and the burdensome female, he needs to
give an account of the rationality of preferences which is consistent with
the consequentialist way of deciding moral questions, something neither
he nor any other prominent consequentialist appears to have done. On
the other hand, if the preference utilitarian is true to the pluralism and
preference-neutrality of consequentialism (emphasised by Bernard
Williams), he will not concern himself too much with the reasonableness
or otherwise of the parents’ preferences: if the parents of the disabled
child want it to die, then they may kill it. And the same for the Chinese
parents of the female child, even if their regret is merely personal and not
based on anything more than a sense of shame which may not be objec-
tively justified, given the actual attitudes of others. (Needless to say, if
there is an objectively adverse social effect this will merely cement the
overall calculation in favour of the death of the girl. If the society at large
wants the girl to live, the calculation will lead to her life being spared,
whatever the parents may think; in any case, the child’s living or dying
will be a decidedly precarious affair.)

The contrast with traditional morality could not be clearer. For the
traditionalist, the very innocence of a person, child or adult, requires that
other people respond reasonably to its existence and condition. Innocence
demands protection, and disability, however severe, demands care. Singer
himself believes that there is such a thing as ‘the basic attitude of care and

protection of infants [that] we must not imperil’.'” He invokes it when

tackling the question of whether it is legitimate to grow human beings

with deliberately damaged brains for use as spare parts in transplant sur-

gery. So again he seems to be suggesting that there are certain attitudes

which it is reasonable to have towards our children. And yet invoking the

‘attitude of care and protection’ is surely curious, given that the

Fonsequentialist already approves of killing, when maximisation requires

lt3 the unborn, the immature, the comatose, the severely disabled, the se-

nile and the terminally ill. (Usually, though not always, they will not be

persons; sometimes they will have asked to be killed, for example, the

terminally ill.) Why does killing people in such categories 7ot imperil our
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‘basic attitude of care and protection’ to human beings in such situations?
If it does, it seems Singer at least ought to have second thoughts about
what he recommends. If not, it is hard to see why ‘baby-farming’ would
be any more of a problem. In any case, just think of all the needy patients
whose lives could be saved by the extra supply of organs: wouldn’t the
potential diminishing of our ‘basic attitude of care and protection’ to-
wards infants be more than compensated for by the enhancement of our
attitude of care and protection towards needy patients?

For the consequentialist, then, there appears to be a trilemma: (1) take
third-party preferences at face value, and make the innocent person’s liv-
ing or dying depend contingently upon the attitudes of others; (2) insist as
well that preferences abide by a reasonableness constraint that is also
consistent with consequentialist procedure, which (a) requires the spell-
ing out of the constraint, something not done yet and unlikely to prove
easy, and (b) must still lead to judgements, in some cases, that make an
innocent person’s living or dying contingent upon the attitudes of others;
(3) insist on a reasonableness constraint that entails giving up consequen-
tialism. Needless to say, the consequentialist is unlikely to be impressed
by this trilemma, given his generally divergent intuitions about what is or
is not morally repugnant.

Returning now from the question of preferences, we have seen that one
of the central arguments against non-voluntary euthanasia is based on
the falsehood of personism (criticised at length in chapter 4 of Moral
Theory). We saw in the previous chapter that the personist can only fix
his definition so as to include the drugged, the sleeping, and so on, at the
cost of bringing in every other human being, which entails personism’s
collapse into humanism. Another argument, directed not just against non-
voluntary euthanasia but against any kind of euthanasia — when the vol-
untariness element is seen as the irrelevance it ultimately is for all parties
— concerns the concept of a ‘life worth living’. It is simply impossible to
give a non-arbitrary account of the category into which a human being
must fall for him to have a life that is not ‘worth living’. Supporters of
euthanasia can and do appeal to a multitude of ‘morally relevant charac-
teristics’ as ingredients in the recipe for a being who is or is not ‘worthy of
life’. It is no accident that they do so, since various combinations give
results that are not obviously nonsensical, no matter how immoral they
may be, but that differ greatly as to who is admitted to the special cat-
egory of beings deserving of some moral consideration. In every case,
however, the category will be one that excludes certain people, whether
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they be young, old, incapacitated or otherwise presently, or inherently,
unable to exhibit the full range of behaviour typical of a healthy adult
human being. Such categories, therefore, fly in the face of the fundamen-
tal idea that all human beings, at whatever stage of development, whether
‘normal’ or not, have equal dignity and deserve whatever protection they
need from the aggression of those more powerful than they are.

One reason why supporters of euthanasia rely on ‘quality of life’ judge-
ments is that they confuse intrinsic and instrumental value. Suppose you
believe that the sole point of being alive is that it gives you the means to
do other things that are fulfilling, or enjoyable, or valued by your soci-
ety, or whatever. Faced with a person in a deep coma, unable to do
anything for himself except perhaps breathe (though even this may need
artificial support), you may tend to think that the quality of this per-
son’s life is virtually zero, since it is not being put to any of the uses that
give life its sole point. It will then be a short step to conclude that a
variety of extrinsic considerations, such as the financial cost to the state,
or the distress of the patient’s family, tip the balance in favour of killing
him. A view of the importance of life, however, which sees it as having
intrinsic as well as instrumental value, countenances a different approach.
Now it would be perverse for anyone to say that the comatose patient
was flourishing, or exercising his humanity to the fullest — clearly he is
not. But then neither do any of us flourish in an undiminished way, and
it is impossible to see how the person in a comatose state is qualitatively
different from any of us in that respect; it is only the degree of dimin-
ished flourishing that is different. But the question of whether and to
what extent the person is flourishing is irrelevant to a consideration of
whether the last remaining good he pursues, namely bare life itself, should
be eliminated as well. His life may no longer have instrumental value,
but its intrinsic value remains untouched by illness or incapacity, no
matter how severe. Recall that in chapter 4 of Moral Theory Isaid it was
the pursuability of goods in general that made life intrinsically valuable.
In other words, it is not that a particular person’s life has a point if be is
capable of pursuing other things of value. His life has a point even if this
is not the case, because human life in general has the characteristic of
involving the pursuit of goods, which makes human beings the sorts of
beings who are subject to moral evaluation. Since this pursuit is concep-
tually inseparable from life itself, life must be seen as the fundamental
element among a number of elements that constitute a moral existence,
which is an existence of intrinsic dignity. Further, I distinguished be-
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is that it is not the suffering of the animal that we cannot bear, but our
own discomfiture at having to deal with the animal, knowing that we are
limited in what we can do to ease its distress.

Another response to the argument is to question the blithe drawing of
analogies between our treatment of animals and our treatment of each
other. We regard it as acceptable, for instance, to keep animals as pets, to
curtail their freedom of movement for our own pleasure, to train them to
respond to our every command, to breed them when and how we see fit;
not to mention the obvious facts of our eating animals and wearing their
skin, and various other forms of exploitation. We rightly regard it as un-
acceptable to treat each other in a similar fashion: if the fight against
slavery was against anything, it was against such forms of treatment. We
have an attitude to animals, then, that is quite different to our attitude to
each other as human beings. A believer in animal rights will say that such
attitudes are inconsistent, and that ‘putting an animal out of its misery’ is
just one example of treating animals as less than full objects of moral
respect. On the other hand, a person who believes that the difference in
attitude is justifiable will require far more in support of the euthanasia of
people than a mere gesture at a familiar slogan.

A further problem with the case for euthanasia lies in a subtle confu-
sion of ideas found in the writings of its supporters. Surely, it is argued,
we do recognise that some lives are not ‘worth living’, as can be seen in
our attitude to drugs which cause birth defects. When the link is discov-
ered, the drug is withdrawn and compensation is paid to the victims. We
do not simply regard the lives of children disabled by a drug taken during
pregnancy as ‘different” from those of healthy children; we regard the
disability as tragic, and ‘the life of a disabled person as likely to be ...
worse than that of a normal person’."” The problem here, however, is the
confusion between the idea of a life that is worse than another, and one
that is not ‘worth living’ pure and simple. The life of a child disabled by a
drug may indeed be scarred by a great evil, the effect of the drug undesir-
able, the drug itself dangerous and compensation payable. Indeed, the life
of a disabled person may, if the disability is severe, be worse than that of
anormal, healthy person. But ‘worse” does not mean ‘worthless’. It is one
thing to acknowledge that one life may be worse than another because the
condition or circumstances of the first are worse than those of the second,
and quite another to say that the life of the second is not ‘worth living’.
There is a vast argumentative gap between claiming that we can compare
lives according to how well they are going and claiming that there is a

tween the claim that life has value if goods are pursuable, and the claim
that life has value only if goods are pursuable. Supporters of euthanasia
usually conflate these two claims, but it is only the second that enableg
them to argue (leaving aside the general/particular point just made) that
if goods are not pursuable by some individual, that individual’s life loses
value. Yet it is this second claim that is unjustifiable, because it ignores
the status of life as a basic good in its own right. An analogy here with
the value of art is helpful, though imperfect.!® Charles may possess a
beautiful work of art and yet it may for one reason or another (say, the
cost of insuring it, or having to look at it day after day) cease to give him
the pleasure it once did. The work of art will thus cease to have instru-
mental value for him; but it would be wrong to conclude that he was
free to destroy it. This is not because someone else might derive pleasure
from it — suppose the work of art, though beautiful, pleases no one be-
cause its style has gone out of fashion. Still, Charles would not be free to
set it on fire, and again not because one day, perhaps, someone might
derive pleasure from it. Since it is a beautiful work of art, it retains its
beauty even if it pleases no one and serves no useful purpose. (Recall the
discussion at the beginning of chapter 4 of Moral Theory.) As with many
works of art currently in existence, its fate might lie in a dusty attic.
Destroying it, however, would be a different matter — an act of cultural
vandalism, we might say. But if this is the right attitude to art, how
much more should it be the right attitude to life?

One argument often proposed in support of euthanasia is that ‘we would
not treat a dog like that’, so why should human beings be left in a state of
total incapacitation, which may involve severe pain? If we are prepared to
‘put out of its misery’ a suffering animal, why not a human being? There
are two possible responses to this line of thought: they may be mutually
exclusive, but since our concern here is with euthanasia, all that needs to
be shown is that despite its intuitive appeal, the argument carries little
weight and can be handled in a variety of ways. (In fact, as the next chap-
ter will suggest, it is the second response we should prefer.) The first will
appeal to believers in animal rights, namely that perhaps we ought to re-
examine the idea that it is acceptable to kill an animal merely because we
presume to judge that its suffering makes its life ‘not worth living’. It is a
familiar idea among believers in animal rights that we ought critically to
examine our intuitions about what is acceptable treatment of animals.
We cannot, then, simply take it as given that the euthanasia of animals is
permissible. A more plausible account of such an action, it might be said,
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connected with such considerations come into play, it becomes clear that
‘mercy killing’, if it is about mercy at all, is often about being merciful to
everyone but the patient. If someone kills another out of the motive to
prevent him from being a burden to the killer or to other people, that
motive is better described as ‘sinister’ than as ‘benevolent’. Third, even if
it were possible to have saintly motives when killing another, that would
not justify the act. Suppose a person murdered his grandmother with the
motive of benefiting under her will and thereby being able to feed his
poor, starving family. This would hardly relieve the killer of guilt. And
finally, on a consequentialist view of action, all motives are irrelevant:
only consequences count morally.

So no consequentialist can appeal to the motive of mercy in the justifi-
cation of euthanasia. All he is allowed to appeal to is the magic ingredient
X that the consequentialist seeks to maximise. Whether someone’s life is
‘worth living” will depend on the extent to which X is maximised in his
case. For a preference utilitarian such as Singer, what matters in the first
instance is whether the individual wants to live; and whatever the answer
to that question (the question is of course irrelevant if the potential victim
is not competent), the decision whether he ultimately lives or dies depends
on what other people want: the individual’s family and friends, the medi-
cal personnel caring for him (for whom a large and probably the principal
consideration will be the bearing of the financial and logistical burden of
having the individual ‘on their books’), the state as a whole, and anyone
with some sort of interest in the individual’s life or death. Now if, as was
argued in Moral Theory, the whole idea of ‘maximisation’ by a consequen-
tialist calculus is mistaken, there can be no calculation of whether some-
one’s life is ‘worth living’. The supporter of euthanasia, if not relying on
some such chimerical, pseudo-mathematical concept of a life ‘worth liv-
ing’, will tend to use the term as a catch-all category loaded with subjec-
tivity and personal preference. In neither case does the concept rest on
plausible objective principles.

threshold below which a life possesses ‘negative value’. The appeal to the
facts just mentioned, then, has no force.

Supporters of euthanasia often remark that the plausibility of their case
is seen when more attention is paid to the ‘mercy’ in ‘mercy killing’. Eu-
thanasia, it is said, is driven by a motive of benevolence towards the suf-
fering, and this exculpates the person who carries it out. Once this motive
is given its due importance, it can be seen that euthanasia is far from
murder, as its opponents portray it. There are several problems with this
line of argument. First, to say that the motive of the ‘mercy killer’ is praise-
worthy is to beg the question of whether the motive even makes sense. A
person may protest that he acts out of benevolence without i# fact doing
50, if his motive is incoherent. And it is incoherent to suppose that the
death of a human being can be good for him. On the contrary, if an action
is good for a person, it improves his condition, or makes his life go better
than it would have had the action not been performed. Setting someone’s
broken leg is good for him, as is curing someone’s disease. But you can
never cure a person by killing him — death is not, as it were, the ultimate
medicine. Which is why R. M. Hare, the most influential consequentialist
thinker of recent times (and regarded by many as one of the century’s
most important moral philosophers), was dangerously confused when he
wrote, in support of Singer, to a German bioethicist: ‘Singer’s position no
more involves discrimination against cripples than does the setting of bro-
ken legs. One sets fractures because one thinks that it is better to have
whole legs than broken ones; but this does not imply any contempt for
cripples who for some reason did not get their legs restored to normal.’?
(Recall the discussion in chapter 4 of Moral Theory of whether a person
can benefit materially after his death.)

Second, there is far more to the motives of the ‘mercy’ killer than the
admittedly incoherent desire to do good for a person by killing him. At
least on a consequentialist view ‘extrinsic considerations’ come into play,
and if there is any value to be found in the life of a disabled baby, or of a
senile adult, that value can be outweighed by the burden on the parents of
that baby (who might want to have another, healthy child) or on the
family of the adult, or on the state, of caring for the person concerned.
The “family as a whole’, it has been claimed by Singer, can decide if it is in
their own best interests to kill their child.?' Jonathan Glover says: ‘Some
senile old people and some children born with gross abnormalities may be
such an emotional burden on their families that, thinking purely of side-
effects, it would arguably be better if they were dead.’”” Once motives

2.5 Active and Passive Euthanasia

Two broad types of killing have traditionally been recognised by both
morality and law: killing by commission and killing by omission. The
former involves a positive act that brings about death and the latter in-
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volves a failure to act that brings about death. Just as not every act causes
a death, so not every omission causes a death. As you sit reading this
book, there are many things you are omitting to do, such as going for a
walk, that do not cause a death. Also, as you read this book people are
dying from disease in the Gobi desert: but your not flying there to help,
even if you knew they were dying, and even if you could fly there (you had
the time and the money, and so on), does not bring about the deaths of
those people.

Some omissions, however, do bring about deaths. An omission that does
50, all things being equal, is as morally culpable as a positive act that brings
about death. A mother who starved her child to death would be as guilty
of murder as if she had beaten it to death, assuming no peculiarity of
circumstance to differentiate the cases (suppose the starving and the beat-
ing are deliberate and wanton). The primary feature of an omission thatis -
as morally culpable as a commission in similar circumstances is that there
is a prior duty to act. A duty to act can arise in various ways: it can arise
from a promise; or from a legally binding contract (which creates a moral
as well as a legal duty to honour it); or from a condition of responsibility
for another’s behaviour (an employer, for instance, has a duty to prevent
crime by his employees in the course of their work, and a teacher has a
duty to ensure, within the limits of his capability, that his students do well
at school); or from a condition of responsibility for public welfare (the -
state is duty-bound to keep law and order); or in numerous other situa-
tions. In particular, there is a duty to take care of those for whose care we
are responsible. The responsibility arises from a relationship of proximity,
not merely geographic but based on the structure of a society, its laws,
customs and institutions. Typical relationships of proximity involving a
duty of care are parent - child (the duty of care being reciprocal, since the
child has the duty to care for its parents when necessary), guardian — ward,
teacher — pupil (the teacher being duty-bound to provide a safe environ-
ment at school), employer — employee, and doctor - patient.

It is common practice now, however, for doctors to ‘treat selectively’
certain patients. This means that patients who would otherwise have been
cared for are left to die, such as babies born with certain disabilities, or
terminally ill patients who contract minor ailments, such as infections,
that could shorten their lives if left untreated. Thus some doctors, for
whose patients they have a duty of care, now practise killing by omission
in certain situations. Since killing by omission, where there is a prior duty
to protect life, is morally as culpable as a positive act to bring about or

hasten death, such failures to act come within the ambit of principles
governing euthanasia. Usually, they are called cases of passive euthana-
sia, and a positive intervention to end life is called active euthanasia.
Morality, however, recognises no difference between a failure to cure an
infection in a terminally ill patient, even if his death were imminent, where
the failure involves the intention that the patient should die, and a lethal
injection to hasten the death of such a patient.

Supporters of euthanasia often appeal to the widespread practice of
‘selective non-treatment’ as an argument for active intervention to bring
about death. First, they say that the acceptance of death by omission
amongst the medical profession shows that it is part of normal medical
procedure based on expert judgement, and is thus morally justified. Sec-
ond, they ask: ‘if it is right to allow infants to die, why is it wrong to kill
them?’?® After all, allowing a baby (or other patient) to die can lead to a
protracted and painful death, especially if the doctor simply refrains from
attending to the patient’s vital needs, such as food and drink. Would a
quick, painless injection not be more humane?

As to the first point, there is a difference between what is accepted at a
given time as standard medical practice and what is a morally acceptable
practice. Morality in medicine is not defined by what doctors typically
do. Rather, as was said earlier, practice follows morality and is therefore
dictated by what is morally acceptable. In various societies and at various
times in history (and even now) the medical profession has actively co-
operated in unacceptable behaviour, such as forced sterilisation and abor-
tion (even pro-abortionists baulk at the thought of coercion), eugenics,
torture, and medical experiments on ‘undesirables’, be they physically disa-
bled or politically dangerous. Of course, morality needs to take account
of expert medical judgement, since it is impossible to frame ethical direct-
ives for specific cases in the absence of detailed knowledge of current
medical techniques, methods of diagnosis, assessment of the risk of cer-
tain procedures, and so on. But ethical directives are about the ethical
treatment of patients, not just about what is technically possible, or ex-
pedient, or cost-effective. Principles of ethical treatment must therefore
follow ethical guidelines, and the actual practice of the medical profession
must abide by those principles.

As to the second point about ‘selective non-treatment’, the conditional
assertion on which it is based presupposes an answer we have already
seen to be unacceptable. The assertion is that if allowing a patient to die is
right, so is active killing; indeed, active killing might be preferable, if it
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' failure by doctors to give treatment to newborn disabled babies is a clear
withholding of treatment, and so an omission. The failure to continue
antibiotic treatment already begun looks like an omission by withdrawal,
since treatment has commenced, that is, the doctor is intervening posi-
tively, but then stops intervening, or ceases to act. On the other hand, the
disconnecting of the air supply of a comatose patient connected to a ven-
tilator looks much more like a commission by withdrawal, as does the
wurning off of an intravenous drip. Here what gives the behaviour the
complexion of a commission is that it is a positive intervention in a con-
tinuous life-sustaining process, no different to the doctor’s placing a pil-
low over a patient’s mouth to stop his breathing; whereas the decision not
to continue with antibiotics involves no intervention, just a failure to do
what the doctor had previously been doing. Perhaps a conflicting intui-
tion is generated by the thought that if a total stranger walked into the
hospital and switched off the ventilator, it would self-evidently be a kill-
ing by commission, whereas if done by the doctor who began the ventila-
tion in the first place, we would be less inclined to call it a commission.
On the other hand, it is hard to see how the facts about who started the
treatment make a difference. Fortunately, however, this attempt at classi-
fication, interesting though it is, is also relatively unimportant ethically
since, as has been said, a killing by omission is morally as bad as a killing
by commission, where the intention is to end life. Two practical conse-
quences of a correct classification, however, are that first, those who are
more impressed by the wrongness of commissions than omissions, even if
the impression is unjustified, should recognise that some types of behav-
iour they regard as instances of the former are really instances of the lat-
ter; and second, since culpable omissions arise in the context of duties to
act, there might be a temptation to treat all types of behaviour leading to
~ death by those with duties to act in given situations (such as doctors) as
omissions, which is wrong. Those capable of culpable omission are equally
capable of active killing.

Another confusion involves the bringing in of a different distinction to
the active/passive one: that between intention and foresight. Sometimes it
1s said that there is an ethical inconsistency in claiming that a doctor does
no wrong if he omits to give a disabled child antibiotics, ‘knowing full
well that without antibiotics the child will die’,** but does do wrong if he
gives the child a lethal injection. Here the question of knowledge is brought
inand it muddies the waters, so it is important to recapitulate some of the
points made in chapter 3 of Moral Theory about the importance of the

involves less pain and trauma for all concerned. But whereas the sup-
porter of euthanasia asserts the antecedent of the conditional, that it ig
right to allow death, the opponent denies the consequent, that active kill-
ing is ever right. Since active killing is never right, neither is allowing a
patient to die. Killing by omission, then, is morally as culpable as killing
by commission. The crucial qualification, however, is that the kind of
killing by omission that is as culpable as a killing by commission is where
the intention of the omission is to end life. That the intention is relevant s
precisely the point of the comparison for both supporters and opponents
of euthanasia. What the supporter countenances is intentional active kill-
ing in some cases, just because it would be ‘better for all concerned’ than
the widespread intentional passive killing (‘selective non-treatment’) that
occurs at present. But in order to become clear about what is and is not an
intentional killing by omission we need to make some distinctions be-
tween different kinds of case.

Various confusions have undermined the proper understanding of the
active/passive distinction. Sometimes, supporters of euthanasia talk as if
any withdrawal of treatment is ipso facto a justifiable omission. This,
they claim, is because when treatment is withdrawn, say for an infection,
‘nature is allowed to take its course’, and the patient dies not from this
but from the underlying disease. There are at least two problems with
such reasoning. The first is that to the extent that the appeal to nature’s
taking its course is used as an implicit justification for at least the permis-
sibility of an omission that has this result, it is spurious. Suppose a child is
prescribed antibiotics for a serious infection, and the parent begins giving
them but stops the treatment after a week, and the child dies. Can she
evade responsibility as the agent of death by pleading that nature took its
course and the child ultimately died of the infection? The parent is not
responsible for the initial illness, but her specific duty to take care of the
child in her charge makes her responsible for the death of that child if she
withdraws treatment. The responsibility is both moral and causal: the
active withdrawal of treatment prevents recovery and hastens death. Thus
her omission to continue with the antibiotics is murder, as is the failure of
a doctor to continue giving antibiotics to a terminally ill patient who de-
velops an infection. It is hard to see how the fact that the patient is going
to die anyway (aren’t we all?) makes a moral difference.

The second problem is the confusion of factual situations that are im-
portantly different. The withdrawal of treatment may have the complex-
ion of an omission or a commission, depending on circumstances. The
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intention/foresight distinction. The distinction, as we saw, is encapsulateq’
in the famous Principle of Double Effect (PDE), which has come undep
enormous attack in recent years, mainly from consequentialists. The prip.
ciple has been criticised in a wholly ad hominem way as essentially relj.
gious, and also as mysterious or obscure. In fact, PDE is none of thege
things. It is a simple and easily grasped codification of the intention/fore-
sight distinction, a distinction essential to any moral theory worthy of the
name. This does not mean that its application in a given factual situation
might not be difficult and complex.

You will recall that PDE follows our common-sense understanding of
morality by giving a central place to intentional action in moral evalua-
tion. Intention is central because morality is about ends and objectives,
what an agent tries to achieve with his actions. This may also be, and
usually is, what he wants to achieve, and what he believes or knows he
can achieve, but intention is not mere desire, belief or knowledge. Inten-
tion concerns purpose. Thus, a doctor who gives a patient a lethal injec- |
tion, say an overdose of painkiller, because he intends to kill the patient, |
commits a straightforward intentional killing. If he injects the patient with
a saline solution, thinking it is a lethal dose of painkiller and intending to
kill, then again, although the patient does not die, the doctor’s intent is to
kill. If, on the other hand, he gives a non-lethal dose of painkiller with the
objective of eliminating the pain and not the patient, he does not intend to
kill, even if the patient suffers a severe reaction and dies. Further, if he
gives a dose he believes is likely to be lethal, but does so with the intention
to dull the pain, which may be so severe it requires a high dose, and the
patient dies, he does not intentionally kill. And if his intention is the same
but this time he is virtually certain the patient will die, he still does not
intentionally kill, since this simply was not his purpose.

The distinction between what an agent intends, and what he believes or
knows, is always portrayed by consequentialist writers as at best a mere
semantic distinction of no moral relevance. After all, if the consequences |
or effect of actions are what matter, how can a mere difference in state of
mind be relevant? The reply to this criticism is that, on the contrary, there
is a world of difference between intention and foresight (where by the
latter we include cognitive states such as belief and knowledge). Far from
being a mere semantic difference, it is a profound difference rooted in the
nature of things that completely alters the complexion of an action. In-
deed, it alters the very identity of the action, because the very characteri-
sation of what the agent does depends on what he intends. Is the doctor

ing to kill the patient’s pain? Or is he trying to kill the patient? What
does he intend? There cannot be a more fundamental difference relevant
1o the problem of evaluating the doctor’s behaviour.

It would be wrong, however, to infer from the central importance of
intention to moral evaluation that where an agent performs an action and
merely foresees a certain result rather than intending it, he avoids respon-
sibility altogether. Consider a doctor who, in order to treat a patient with
a minor illness, say a common infection, prescribes a highly dangerous
drug that he foresees may well cure the infection but is also likely to pro-
yoke a cardiac arrest. Can he avoid responsibility for the bad effect by
saying that he did not intend to cause a cardiac arrest, merely to cure the
infection? Of course we would say he cannot. He may not be guilty of an
intentional killing if the patient dies, but he will at least have been grossly
negligent, and at most subjectively reckless in his disregard for the serious
side effect, which brings with it a high degree of culpability. The reason
for this is that the condition he tries to cure simply is not grave enough to
warrant a treatment that risks serious side effects. More abstractly, he
does not have a sufficiently weighty reason for allowing the risk of a bad
effect flowing from his action. Hence we must recognise extra elements in
the intention/foresight distinction that give the distinction its proper ethi-
cal role. We can say that it is permissible to perform an action of which an
evil effect is foreseen only when certain conditions obtain. (They were
stated more precisely, and discussed in depth, in chapter 3 of Moral
Theory.) First, the action must not be intrinsically wrong (prescribing a
drug to cure an illness is not intrinsically wrong). Second, something good
must flow from the act (such as the curing of the infection, or a strong
chance of its being cured), and it must not be caused by the evil effect,
since an axiom of morality is that the ends do not justify the means (the
risk of cardiac arrest is not a means the doctor employs to cure the in-
fection, rather it is an independent side effect). Third, the agent must
intend only the good effect (the curing of the cold), since it is wrong to
intend an evil effect (the risk of cardiac arrest, which in this case is fore-
seen). Finally, the agent must have, in the good which he intends, a suffi-
ciently weighty reason for permitting the evil effect that also flows from
his act, since it is wrong even to permit an evil without such a reason. In
this case, the doctor does not have a sufficiently weighty reason to allow
the risk of cardiac arrest, and he would certainly be acting wrongly if he
prescribed a drug carrying that risk for no ulterior purpose whatsoever,
except perhaps curiosity as to its effects.
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ent pain is of course suffering from an evil which the doctor should, if
possible, try to eliminate or minimise. Such a judgement is nothing like
the judgement that the patient’s ‘quality of life’ will be so poor as not to
be ‘worth living” without treatment, or that he is ‘better off dead’ than in
pain, thus legitimising any and every attempt to relieve pain no matter
what the attendant risks. Nor indeed is the judgement that the doctor is
permitted to take drastic measures the same as the judgement that he is
obliged to. The consequentialist will always say that since the patient is
better off dead than in such pain, death is preferable to such pain. On a
atility calculation, he will say, the doctor is morally obliged to give the
high-risk treatment since it involves the good consequences of a chance of
pain relief and a high risk of death, which together outweigh a life in such
pain. No such calculation is made on a non-consequentialist view such as
that being defended here. The death of an innocent person is always a
grave evil, it never factors into a moral equation as something desirable
by comparison to the alternative of a life of diminished flourishing, and
so a doctor would, I contend, be within his rights to refuse to administer
the high-risk treatment even if he had a sufficiently weighty reason for
giving it. In other words, the reason makes the treatment morally lawful,

but never obligatory. Indeed, this is a current medical practice which should

be maintained: doctors frequently refuse to administer dangerous thera-

pies even if there are serious benefits to be obtained, though they may be

obliged to refer the patient to a doctor who would be inclined to act.

Further, the moral judgement does 7ot involve anything like a consequen-

tialist sliding scale of pains, pleasures, desires or preferences, the wishes

of people other than the patient are not given the equal importance they

are on that scale, and there is no threshold below which a patient’s life

ceases to be ‘worth living’ according to a specious quality of life judge-

ment. The intention/foresight distinction and its various qualifications

involve quite a different way of thinking, and the consequentialist misrep-

resents it by claiming otherwise.

Further, the consequentialist claims that for a supporter of the distinc-
.tion, it follows that we can ‘avoid responsibility simply by directing our
Intention to one effect rather than another’.? We have already seen that
an agent cannot simply plead ‘I foresaw the effect but did not intend it in
qrder to avoid responsibility: all of the conditions attached to the distinc-
tion need to be considered, such as whether there was a sufficiently weighty
o.bjective involved in taking the action he did. But it must also be empha-
sised that talk of ‘simply directing our intention to one effect rather than

So, to return to the earlier case of a doctor who omits to give a disabled
child antibiotics, knowing full well it will die without them, further mat-
ters need to be settled before responsibility can be assessed. Suppose that
the antibiotics carried a high risk of causing brain damage. The doctor
might then omit to give them with the express intention of avoiding this
effect, while foreseeing but not intending probable death. Is this a suffi-
ciently weighty reason for the omission? It would be foolish to think that
such questions are always easily answered, but two important points need
to be kept in mind. First, death is rarely if ever a physically certain effect
of a given therapy. Rather, certain therapies hasten death, or increase its
likelihood, or make the likelihood very high, and the question is then
whether the 7isk of death is permissible, given the therapeutic objective,
Indeed, death is rarely if ever a physically certain effect of anything that
we do in the pursuit of some good objective. A parent who rushes her
desperately ill child to hospital, in the process going through every red
light in heavy traffic, creates a substantial risk of death in pursuit of a |
good objective. Normally such behaviour is permissible if there is no al-
ternative, if the aim is sufficiently praiseworthy and directed at the good
of an individual or the common good. On the other hand, if getting the
child to hospital means running over a pedestrian as a virtually certain
but intended effect of driving, our judgement would be different. Simi-
larly, if a certain fatal poison was discovered to have marvellous pain-
killing properties, it would be unacceptable to use it. This is primarily
because the unintended effect defeats the therapeutic purpose for which it
is used, which is to keep the living patient in as good a condition as possi-
ble. Thus one needs to balance the degree of likelihood of the effect, its
severity, the importance of the therapeutic objective, its achievability, and
the availability of alternatives. Perhaps no objective can outweigh the:
physical certainty of death, but a high risk might be worth running f
relief of unbearable pain, just as it is worth running in a dangerous opera=
tion aimed at relieving someone of a grave condition. It is these risks that
must be assessed in clinical situations.

Second, consequentialists who see no point in the intention/foresight
distinction invariably portray such an assessment as a ‘covert quality of
life judgement’. If, say, relieving severe pain is permitted at the cost of
high risk of death, this, they say, will be because we have made a priot
judgement that the patient’s quality of life will be so poor without treat-
ment that we allow it to take precedence over saving life. This is a gross
misrepresentation of the reasoning involved. A patient in severe, persist=
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pattle, his family and doctors won the right, via a declaration of the House
of Lords, to withdraw the tube feeding him and giving him fluids. He died
soon afterwards.?

A major issue in the case was whether artificial feeding constituted ‘medi-
cal treatment’, since the court considered that in some circumstances treat-
ment, as opposed to basic, non-medical care, could be withdrawn. The
circumstances in this case, it held, were that Mr Bland’s continued life
was a source of ‘humiliation’ and ‘indignity’ to him, and a violation of
‘how he would want to be remembered’. We have already looked at the
issue of quality of life judgements and pointed out their arbitrariness and
their failure to respect the dignity of every human being. Whereas the
court saw Tony Bland’s life as undignified, its proper response should
have been to recognise that there is nothing whatsoever undignified in
living with disability or even total incapacity, but that true indignity lies
in the thinly disguised contempt with which some human beings regard
others.

QOur main concern here, however, is with the issue of medical treat-
ment. The court was gesturing at a traditional ethical distinction between
types of means used to care for and prolong the life of the sick. According
to the distinction, there is no obligation to maintain the last vestiges of life
at all costs, no matter what the burden. This might appear to conflict with
the unconditional value of human life: after all, if life has ultimate value,
is any act too burdensome to perform in promotion or protection of life?
The conflict is illusory, however. For there is a tight connection between
what we are obliged to do and what we can do: our duties cannot extend
beyond our physical and mental capacities. Heroic action is rightly praised,
but it is never imposed. Rather, morality requires action in conformity
with the normal abilities of a person given his situation in life, his pre-
existing duties, his expertise, and so on.

The distinction, then, is between what are usually called ordinary and
extraordinary actions. In the case of actions related to the prolongation of
life, ordinariness consists in the maintenance, by oneself or by others for
oneself, of normal, everyday means of sustenance. These include things
such as food, drink, shelter and warmth. To refuse any of these when to
do so would hasten or bring about death is tantamount to suicide, or
culpable homicide if denied to one person by another where there is a
responsibility of the latter for the former. On the other hand, extraordi-
nary actions are ones that are overly burdensome, futile, or involve seri-
ous dangers to the person treated or others. An individual has the right to

another’ is a caricature of human action. (See further chapter 3 of Moral
Theory.) The doctor who omits to give the disabled child antibiotics and
pleads that he merely foresaw death but did not intend it, needs, like any
person whose actions are under scrutiny, to be asked certain questions,
Was he trying to achieve something else? If he says he was trying to avoid
causing brain damage, and there is evidence that this is an effect of the
drug, and his behaviour at the relevant time supports this interpretation,
we can take his plea to be a faithful reflection of his state of mind. But if
he does not have any other objective to produce — he simply withheld the
drug — or he admits to proposing euthanasia to the parents just prior to
the decision not to act, or he says his objective was ‘to spare the child a
miserable life’, or various other pieces of evidence are produced to show
that his aim or purpose — what he was trying to achieve by not acting -
was the child’s death, then any plea to the effect that he ‘merely foresaw’
death must fall on deaf ears. Courts of law are, and have for centuries
been, adequately equipped to deal with such cases and to evaluate evi-
dence of a person’s state of mind. Far from an agent’s being able ‘at the
drop of a hat’ to direct his intentions one way rather than another, the
distinction between what he intends and what he foresees, what his pur-
pose was and what it was not, reflects a fundamental difference of psy-
chological attitude, which can be judged by innumerable pieces of evidence
concerning behaviour, words spoken, known or previously expressed
opinions, and so on. Far from being a superficial semantic distinction, the
difference between intention and foresight lies at the heart of our inter-
pretation of the behaviour of others, doctors included.

2.6 Ordinary and Extraordinary Means

In 1989, a terrible disaster at Hillsborough football stadium in England
claimed the lives of 96 people. One of the injured was Tony Bland, whose
brain was starved of oxygen in the accident. He lapsed into a persistent
non-responsive state (called a “persistent vegetative state’ by the medical
profession), in which it seems most (but by no means all) brain function
ceased. For four years he lay in hospital. Throughout that time he breathed
spontaneously, his eyes were open most of the time, but he did not com-
municate with anyone, as far as could be determined. Nor could he swal-
low, so he needed to be fed through a tube. In 1993, after a lengthy court
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refuse extraordinary treatment for one or all of these reasons, the com-
mon thread being that such treatment would test his capacities beyond
what he can reasonably be expected to bear. Similarly, a doctor is permit-
ted to refuse to administer extraordinary treatment because of such an
effect on his patient, or because it tests the doctor’s own capacities be-
yond what he, as a doctor, can reasonably be expected to do. A typical
case would be a patient brought into emergency, haemorrhaging severely,
all of whose vital functions barely register on the monitors, and who goes
into persistent cardiac arrest. Such a person would be on a headlong rush
towards death, and there are, given the laws of nature and the limits of
medicine, bounds to what a doctor in such a situation can and should do,
Of course, resuscitation should be attempted, along with the usual emer-
gency-room procedures for restoring cardiac and other bodily functions,
But the patient may recover, only to go into arrest again, and this may
happen several times. After a while, the doctor will simply give up, having
done all he can, within his physical and technological limits, to keep the
patient alive. After that, the underlying condition will prevail and the
patient may well die. This is a typical case in which a doctor is permitted
to cease treatment, where to carry on would be futile.

In current writing on euthanasia, however, and as reflected in the judge-
ment on Tony Bland, ‘extraordinary’ is interpreted to cover virtually any
intervention, simply because it is artificial, or assisted by technology, or
provided by professionals. Food and drink are the most basic and ordi-
nary means of sustaining life, yet the court decided that because they were
being provided through a tube they constituted ‘treatment’, and since they
were treatment they were also by implication extraordinary, involving
artificial intervention in natural processes. Thus they held that Tony Bland
could be starved to death. Although an inquest after his death found he
died from the injuries suffered in the original accident, this flew in the face
of reality, since he had been alive for four years after the accident, breathed
on his own, and simply needed help to eat and drink, along with other
basic maintenance. Far from dying from the original injuries, he
uncoincidentally died soon after the court ruled that his feeding tube could
be withdrawn.

It is wrong, however, to regard the provision of basic care as medical
treatment. Doctors have duties both as members of their profession and
as ordinary human beings, and they can be responsible for the care ofa
person in both capacities, especially where basic care is involved. The
mere fact that food is provided using artificial equipment by someone -

wearing a badge or carrying a stethoscope does not mean that the feeding,
which is the common duty of any person who has the maintenance of
another in his hands, comes within the province of special or professional
care, even if professional skills assist in providing that care. This is no
different to the case of a doctor who bandages the gash of someone he
sees lying bleeding in the road: if he is carrying his black bag he might be
able to do a better job than a non-professional using a torn shirtsleeve,
but he is exercising a duty of common humanity by which any of us would
be bound in similar circumstances.

Second, basic care aside, medical treatment is not extraordinary simply
by virtue of involving machinery or electronics, or requiring round-the-
clock attention, nor simply by virtue of being expensive. The issue of clas-
sification becomes more difficult as new, specialist technologies come into
question, and there is no room for a detailed discussion. Several points
can be made, however. One is that the ordinary/extraordinary distinction
is not fixed. Several centuries ago, the amputation of a leg to save a life
would have been extraordinary because it was intensely painful and dis-
tressing, but now the operation, while still a drastic measure, is easily and
painlessly performed. There is nothing mysterious or incomprehensible
about the fluidity of the distinction: procedures that were once beyond
the capacity of a patient to bear or a doctor to perform competently are
now routine; as expertise develops, so human capacities improve. Again,
the distinction varies at a given time across circumstances. The use of
cardiac resuscitation is extraordinary where arrest is continuous and per-
sistent, and ordinary where the heart responds well and regains its normal

function (of course, this is not known by the doctor in advance, so assess-
ment of probabilities is involved). Antibiotics are ordinary treatment for
an elderly patient with Alzheimer’s disease who contracts pneumonia

(pneumonia might be the ‘old person’s friend’, but this does not mean

doctors can help it along by not treating it where there is hope of recov-

ery); but extraordinary for a person likely to suffer a severe allergic reac-

tion to them.

A further point is that, contrary to its misrepresentation by consequen-

tialist writers, there is no ‘covert quality of life judgement’ involved in

deeming some means extraordinary relative to the circumstances. The use

of a respirator on someone in a coma from which there is little hope of

tecovery is not extraordinary by virtue of that fact. It would be if it still

failed to provide proper oxygenation due to some chronic bodily break-

down, but not simply because the patient may not recover. The confusion
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centres on the meaning of ‘futile’. It does #ot mean ‘incapable of restoring
an adequate quality of life’, but ‘incapable of fulfilling its designated fUnc ]
tion’. A respirator on its own will not repair severe brain damage, nop
cure paralysis. But it is not meant to. Its function is to enable someone tg
breathe, and if it does that it is anything but futile. The same applies to
food, drink and warmth.

The problem of high-risk treatment is already covered by the intention/
foresight distinction. If a given treatment runs such a high risk of serioug
harm that it would defeat the purpose of the treatment, which is to restore
health, then it could be deemed extraordinary and may be withheld by
doctor, or indeed withdrawn once commenced (say, if the risk increases
substantially during administration), as long as the intention of the doe-
tor is not to bring about death. (A doctor might protest: ‘How do I know
what I intend in these sorts of complicated and dangerous situations? |
just act as the situation demands.” The response is (a) that this begs the
question of what the situation does demand, including morally; and (b)
that if a doctor does not know what he intends when he carries out
procedure, perhaps he should cease practising as a doctor and spend more
time getting to know himself.) As for burdensomeness, this is a difficulg
matter requiring careful consideration of cases in the light of principle.
Again, it does not involve a simple consequentialist calculation. The mere
fact that a treatment is expensive does not make it extraordinary. Noy
does the fact that it could be used with greater success on another patient.
As long as it is not futile to use it on one patient, that patient should not
be abandoned in favour of another simply because the probability of suc:
cess is higher. Nor does the fact that the cost of the treatment is better put
towards other medical resources to achieve a greater overall ‘good’. Ong
cannot simply trade off a respirator for a comatose patient against five X:
ray machines. Nor can one balance a comatose bank clerk against a Nobel
Prize-winning economist who might recover from brain damage if resources
were diverted from the former person. Once such calculations are made
based on ‘quality of life’ judgements and opinions about who deserves
treatment, who will make a ‘greater contribution’ to society, who is more
‘productive’, and so on, the whole point of medicine is defeated and pa
tients cease to be human beings with equal dignity, but rather units in a
production line. Burdensomeness does involve questions of cost and dis
tribution of resources, and certainly prior decision-making about how t€
allocate funds must be informed by questions such as: How can as many
people as possible have access to as much overall care as possible? How

]

great is the need for respirators compared to the need for, say, CAT scan-
ners? What alternative means of treatment are available? What preventive
measures against certain conditions are in place? But such decision-
making must not be informed by a judgement to the effect that comatose
patients, for instance, simply do not deserve treatment because they are
{ess than human’, or have no further ‘contribution’ to make to society.
In a given case, a patient must not be treated in such a way as to give the
jmpression: that his treatment is a gift; that it will be used on him unless
and until the doctor judges his life not to be ‘worth living’; that when this
judgement is made, he will be left to die and the equipment will be moved
on to someone else. Rather, the burdensomeness of a treatment is related
to whether it is doing what it is supposed to do, whether it carries unac-
’ceptable risks, and whether and to what degree it taxes the capacities of
doctor or patient. In particular, doctors have duties to more than one
person If a treatment requires such ongoing involvement that a doctor is
at serious risk of neglecting his duties to other patients, the treatment can
be deemed extraordinary, but again a careful consideration of cases is
required.

There is much more that could be said about the ordinary/extraordi-
nary distinction. But I hope that it has at least been shown what the dis-
tinction is #ot; that the true distinction is a necessary element of bioethical
thinking; and what are some of the principles and applications for which
he distinction is appropriate.

2.7 Euthanasia, Death and ‘Brain Death’

is an analytic truth that euthanasia cannot be performed on someone
who is already dead. The question is, when is a person dead? It is easily
asked, but more difficult to answer. Although it would take us too far
into metaphysics to defend it, there is at least a case for saying that death
itself is not something that can be observed. This might seem a startling
claim: after all, don’t doctors observe death all the time? I would say that
what they or anyone else observes is the moment of death — they observe
a person’s dying, but they do not observe what actually happens which
constitutes the death of that person. To take an analogy, we cannot di-
ectly observe each other’s thoughts, in the sense of seeing what actually
goes on inside a person’s mind when he thinks something — no amount of
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looking inside the brain will locate a thought. But we can observe each
other in the act of thinking. (Let us leave aside whether it is possible dj-
rectly to read someone’s mind. Even if 2 human being could perform such -
an unlikely feat, his having direct knowledge of the thoughts of another
would not mean he actually saw what was going on in the other’s mind,)
For practical purposes, not being able to observe the actual event or
events that constitute death makes the determination of when a person
has died more difficult than it otherwise would have been, because we
have to rely on evidence of death, signs or indicators of death. This is all
we have to go on. But what are the indicators of death? This too is a
difficult matter, as witnessed by the way criteria have changed over the
years. Something like the irreversible cessation of circulation and respira-
tion has been the traditional definition of death (in the sense of certain
indicator of death). But how do we know when these processes are irre-
versible? When the person is dead? But that would be circular. The factis,
throughout the whole of human history up to the last few decades, and in
virtually every civilisation that has left us records of the way they treated
the dead, the irreversibility of breathing and circulation have themselves:
been determined by something like the onset of putrefaction (or the with-
ering of the whole body, especially in warmer and drier climates, where
putrefaction takes a long time if it happens at all.) If you want to be really
sure someone is dead, you need to wait for his whole body to begin to
decay. (Since the omset of putrefaction can be confused with a disease
such as gangrene, even this indicator is liable to lead to misdiagnosis in
rare cases; waiting for the signs of decay in the whole body cancels out
this possibility.) In most cultures bodies have traditionally been left ex-
posed (“in state’) for several days, both to allow a proper process of griev-
ing and to make it quite clear to all and sundry that the person is indeed
dead and in at least the initial stages of decay.
The onset of putrefaction as an indicator of death is now seen by virtu
ally everyone in the medical profession, and in medical ethics, as prepos
terous — not because it is not certain enough, but because it is too certain
After all, there is not much you can do with a putrefying body other than
bury it. You cannot ‘harvest’ its organs - its heart, lungs, corneas, kid
neys, liver, pancreas, and so on. Now the 1950s and 1960s brought great
advances in medical technology, allowing patients to be kept alive for
longer than ever imagined, even indefinitely, through artificial respira
tion, tube feeding, and various instruments for keeping the blood circulat
ing, the body warm and the other life processes intact. Although this shoulc

have been seen as cause for rejoicing that life could be maintained beyond
the bounds of what was thought possible, doctors soon began to see ‘ethi-
cal problems’ on the horizon. Uncoincidentally, within months of the fa-
mous (and unsuccessful, since the patient died 18 days later) heart
gransplant by Dr Barnard in 1967 in South Africa, Harvard Medical School,
seeing the possibilities opening up for organ transplantation, set up a com-
mittee to ‘redefine’ the concept of death. As the committee’s chairman
Henry Beecher told the Dean of the medical school, ‘the time has come for
a further consideration of the definition of death. Every major hospital
has patients stacked up waiting for donors.’?’

As subsequent events revealed, the entire procedure of the Harvard Brain
Death Committee, as it came to be known, was governed by political
motives. Organ transplant operations were increasing in number and suc-
cess; doctors wanted fresh, healthy organs; patients needed them; so the
committee redefined death to open up the market. The committee did not
even pretend to enter into metaphysical and impartial scientific discussion
of what death is. When it published its findings in 1968, its motives were
clear: (1) organs were needed; (2) people were being kept alive by technol-
ogy even though they had ‘permanent loss of intellect’ and were a ‘burden
... on their families, on the hospitals, and on those in need of hospital
beds already occupied by these comatose patients’.?

The Harvard committee’s new definition — ‘whole brain death’ — won
the day, was confirmed by a presidential commission in 1981, and is still
the definition that commands an overwhelming consensus among doc-
tors, other health-care workers, scientists working in the field, and medi-
cal ethicists. “Whole brain death’ was defined to mean various things:
‘permanent loss of intellect’; ‘no discernible central nervous system activ-
ity’; ‘irreversible loss of all brain function’; and even ‘irreversible coma as
a result of permanent brain damage’. The last definition, however, covers
even those patients in a ‘persistent vegetative state’, who sometimes breathe
spontaneously (without help), blink their eyes and have other reflex ac-
tions. But the Harvard committee did not want to go so far as to count
such people as dead. (As Singer comments: “To call for the undertakers to
bury a “dead” patient who is still breathing would be a bit too much for
anyone to swallow.’?’) Nor have most ‘experts’, until the last decade or
80. In 1993, as I mentioned earlier, the House of Lords allowed Tony
Bland to be starved to death, even though he was in a persistent non-
responsive state and so definitely was not suffering from ‘whole brain
death’. The Law Lords were somewhat vague as to whether Mr Bland
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was dead. Lord Hoffmann stated that ‘his body is alive, but he has ng
life’, a curious contradiction he immediately qualified by saying that he
had no life ‘in the sense that even the most pitifully handicapped but con-
scious human being has a life’.*° The general view was that Mr Bland wag
in a state ‘with no prospect of recovery’, and ‘of no benefit*' to him - ag
though being alive were not beneficial.

We are now in a position where people such as Tony Bland — whose
brains are still partially functioning, who are breathing, vomiting, drib-
bling, sleeping and waking, twitching their muscles or even moving their
eyes — are, throughout the world, having their food withdrawn, being
denied continuing medical treatment, in short, being ‘allowed to die’. Often
their organs are ‘harvested’, and the relatives of such patients regularly
report having pressure exerted on them to agree to their loved one’s be-

dead’, which shows that they do not take the criterion seriously them-
selves. Second, they are consistent with the fact that the person having his
organs taken out is feeling pain.

That he is not feeling a thing, however, is asserted by doctors time and
again. These are only reflex responses, they claim. How do they know?
Well, they cannot answer ‘Because the brain is dead’, since we have just
seen that when a person is diagnosed as ‘whole brain dead’ his brain may
still be functioning — indeed, given the poor state of our knowledge of the
brain, it is fair to conjecture that virtually every single person who has
ever been diagnosed as having ‘permanent and total loss of brain func-
tion’ has had a brain that was, in some respects, still functioning. And yet
they insist that these bodily responses are merely reflex, like the twitching
of a frog’s leg after it has been cut off.

Do they, then, insist that the patient whose heart jumps when he is cut
open for his kidneys is really dead after all? Some do, but as Singer shows,
most do not. Nor do many relatives who are asked whether they would
agree to the removal of their loved one’s organs for transplant. Indeed, as
Singer shows, the diagnosis of death involves not a small amount of hy-
pocrisy in the medical profession. Some doctors say the patient is dead
but do not believe it. Some say he is ‘technically alive’ but ‘clinically dead’,
‘as good as dead’, ‘dead enough’, or ‘about as dead as you can get’. (These
phrases are not all taken from Singer, but are readily heard in conversa-
tions with doctors and in reports that reach the media.) In fact, as Singer
accepts, all such patients are, quite simply, alive. But that should not stop
their becoming organ ‘donors’, he continues, because what mattered all
along, even to the authors of the Harvard report on brain death, and
what matters to just about everyone now, is whether the person is (a)
conscious, and (b) capable of ever regaining consciousness. In other words,
is the person concerned a person?

Once we turn back from the blind alley we are taken down by debates
about brain death, says Singer, and we focus on personhood, we will then
see that Tony Bland, every bit as much as a patient whose brainstem itself
is severely damaged so that he needs almost total artificial life support,
can from the ethical point of view be regarded as a potential source of
organs for transplantation. The same goes for a baby born with hardly
any brain, or one born with a severely damaged brain. They are all un-
equivocally alive, but then who said being alive as such counted for any-
thing? Remember that I claimed earlier that the only sure sign of death is
putrefaction, long after a person’s organs have ceased to be of any use to

coming an ‘organ donor’.

Why the shift from ‘whole brain death’ to something less? The need for
organs has been mentioned. So has the belief that a person who is diag-
nosed as whole brain dead might be a ‘burden’ on others, from which it
follows that someone who is less than whole brain dead is also conceiv-
ably a burden, since there is little difference between the cases as far as the
strain on the family and the health-care system is concerned. But at the
bottom of the further ‘redefinition’ of death to cover breathing people
such as Tony Bland is, once again, personism: unless the person is con-
scious he is not a person. If he is not conscious he can ‘have no life’, as
Lord Hoffmann said in the Bland case. In the end, the extent to which the
brain is damaged - part or whole, brainstem (supporting breathing, circu~
lation and other basic body functions) or cortex (supporting higher men-
tal functions) — is not of itself the proper focus of attention. This notion is
reinforced by the fact, as Singer points out, that recent experience has
shown that the brains of people suffering from apparent whole brain deat
- as diagnosed by standardly accepted procedures such as testing for spon-
taneous eye movement and reactions to various stimuli — still carry out
certain functions, such as supplying hormones to the rest of the body.
Neurophysiologists now realise that there is far more to the brain than
electrical activity, hormonal activity being equally important, if not more
$0.32 “Whole brain dead’ patients who are cut open for their organs some=
times show an immediate rise in blood pressure and the quickening of
their heartbeat, both of which are brain-regulated. There are two things
to note about these startling facts. First, they have not stopped doctors
from continuing to take organs from patients diagnosed as ‘whole brain
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was: ‘there is no convincing reason’, Evans asserts, ‘why those who accept
the idea of “brainstem death” [that is, usually death of the whole brain,
including brainstem] can distinguish — as they do - between the moral
significance of persistent heartbeat and the moral significance of persist-
ent breathing’.>* If it is permissible to ‘harvest’ the organs of someone
whose heart is still beating, it should be permissible to do so even while he
is still breathing. What is the difference? To say that breathing requires
the brain in a way that heartbeat does not, and moreover in a way that
somehow makes a moral difference, is beside the point. Even if we knew
- which we do not — exactly whether and how either heartbeat or circula-
tion depend on brain activity, the question is why the brain as such mat-
ters at all to someone who believes the organs can legitimately be taken
from a person with a persistent heartbeat. To reply ‘Because breathing
shows the brainstem is still functioning’ does not help, because why does
the brainstem matter? To say ‘Because it regulates breathing’ is circular.
To say ‘Because breathing is important’ is again not to say why. After all,
not only has heartbeat already been dismissed, but a patient might fail
most if not all of the other selected criteria for brainstem function and still
breathe spontaneously — ‘brainstem’ death has never been taken to mean
‘total loss of brainstem function’, as Evans points out, not least because
no one knows how to measure total loss of brainstem function. And even
if breathing were made the only criterion of brainstem function, or the
most important, we still need to know why. No appeal to the social, cul-
tural or emotional centrality of breathing to our understanding of life can
be a good reason, since the same applies equally, if not more, to a persist-
ent heartbeat.

As we saw earlier, to the vast majority of doctors and medical ethicists

the only reason why brain activity is more important than heart or lung
activity is that the brain supports consciousness. Heartbeat is increasingly

being disregarded, as is breathing, which as a matter of logic is only proper.

As has been argued, it is hard to see how the regulatory role of the brain

in either heart or lung function can be non-trivially shown as crucial to

the determination of death or to the moral assessment of how a person

should be treated. Furthermore, lung function can be maintained by a

respirator, and even cardiac function by an artificial heart (the technology

of which is improving in leaps and bounds). Why does the existence of

such maintenance mean that the patient either is dead or can be treated as

if dead? No doctor would say this of a fully conscious paralysed child

who needed spoon-feeding, so the fact that a person’s bodily functions

anyone. Singer agrees. He says: ‘If we choose to mark death at any mo-
ment before the body goes stiff and cold (or to be really on the safe side,
before it begins to rot) we are making an ethical judgement’ (my empha-
sis).?® In other words, when we disconnect the life-support system of a
person whose heart is still beating, or we take the food away from a per-
son who is still breathing, we are indeed killing him, but we are more
importantly making an ethical - in other words, for Singer, utilitarian -
judgement about, for instance, the benefit that patient’s death can confer
on others by the supply of his organs. We are, as traditional morality puts
it, sacrificing the life of an innocent person to save others, as surely as the
judge who condemns an innocent man to death to quell the rioting mob,

Perhaps you are not yet convinced that the thousands of people around
the world today with various levels of severe brain damage, who are used
as organ ‘donors’, are really alive. If so, consider the following. Charles is
on a respirator; he is fed through a tube, but does not appear to move,
and his eyes are always closed. He responds to no stimulus whatsoever,
not even the most painful. Nothing can be done to rouse him. The doctor
declares him dead, and asks for permission to disconnect life support and
take out his organs, to which Charles’s family agrees. When he is cut
open, the doctor sees his heart is beating. The body is disconnected from
every artificial device, and the heart still beats. The blood pressure fluctu-
ates, maybe the heart quickens. It takes an hour to remove the required
organs, and during the entire period the heart continues to beat. Is Charles
dead? The doctor believes Charles is a ‘beating-heart cadaver’, as the tech-
nical term goes. Does such a term make sense?

It is a fact that these sorts of operation occur throughout the world on
a regular basis. The surgeon prefers the heart to beat while he removes the
organs, so that he has a constant supply of blood for as long as possible, -
keeping them fresh and more likely to work in the subsequent transplants.
Sometimes, however, the disconnection is made and the doctors and fam-
ily wait for the heart to stop beating. It can, in fact, beat for an hour after
disconnection. Is the body a ‘beating-heart cadaver’ during that time?
Would you be happy for it to be buried while its heart is still beating? Or
cremated? If not, why would you be happy for its organs to be removed?

As Martyn Evans points out, not only ought we to be decidedly uneasy
about burying someone whose heart is still beating, but the fact that heart-
beat does not influence advocates of ‘whole brain death’ as the criterion
of genuine death means that logically they should not be swayed either
from diagnosing as dead someone who is still breathing, as Tony Bland
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family it could be temporary. The brain works to repair itself from injury
put how long it can keep Mr. Dockery alert is unknown.’ It turned ou;
that Mr Dockery ‘talked, joked and reminisced for eighteen hours’. Ac-
cording to his police partner Kenneth Cox, ‘he was afraid to go to sleep.
He wanted to just keep talking and listening.” Soon, however, he had to
have an emergency operation on his lungs and ‘spoke rarely after the sur-
gery’. His doctors said he could still ‘read, recognize numbers and say
hello or good morning’, but he was ‘partially paralyzed and could not
feed himself or walk’. Mr Dockery died from a pulmonary embolism in
April 1997.%

The empirical research concerns two studies. The first was conducted
in 1996, and involved an examination of the records of 40 patients admit-
ted to a brain damage rehabilitation unit between 1992 and 1995 and
who had been diagnosed as being in a ‘persistent vegetative state’ (the
same state as Tony Bland, whom the House of Lords declared could be
deprived of food). It was found that 17 of the patients (43 per cent) had
been misdiagnosed, and were able to communicate effectively using eye-
pointing or a touch-sensitive buzzer. What the authors mean by
‘misdiagnosis’, of course, is that the patients were every bit as conscious
as you or I, though diagnosed as ‘vegetables’. Indeed, the study suggests
that the very idea of a ‘persistent vegetative state’ is to say the least dubi-
ous, and that the best one can say is that some people enter a persistent
non-responsive state. Most of them do not receive nearly enough of the
therapy they need, as was revealed in a recent television documentary on
the brilliant results obtained at a special institute in Hungary. Patients

whom their families had just about ‘given up for dead’, who looked as

though they could not move a muscle or respond to a single stimulus,

when given appropriate therapy and the right sort of equipment (such as

buzzers and other instruments sensitive to the slightest muscle or eye

movement), were able to communicate as normally as anyone else.?

The second study appeared in a different journal but in the same week

as the first. It concerned a survey of over one thousand British

neurophysiologists, neurosurgeons, rehabilitation therapists and other

fioctors, asking them about their attitude to the management of patients

In a ‘persistent vegetative state’. Of the doctors, 90 per cent said that it

could be appropriate not to treat acute infections (such as pneumonia)

and other life-threatening conditions, and 65 per cent said that the with-

drawal of ‘artificial nutrition and hydration’ — that is, food and water —

could be appropriate.?”

need assistance cannot be the answer. The answer is that for most doctors
and medical ethicists it is consciousness, not life, that matters. The same
applies to advocates of euthanasia for the purpose of removing organs (as
well as removing a ‘burden’ on the family and the state). And yet we
would baulk at burying someone who had a beating heart, or who was
still breathing. Perhaps, as personists become more and more explicit about
the consequences of their theory, they will advocate the sweeping away of
that taboo as well?
It follows from what has been argued that virtually every case in which
a person’s organs are removed for transplantation is a case of homicide,
whether intentional or negligent. So little is known about the nature of
death and its relation to physiology that even in, say, the case of a car
accident where the victim is pronounced dead on arrival at casualty, and
has his organs immediately removed, he is probably still alive. And I
briefly mentioned the common phenomenon of rising blood pressure
and quickening heartbeat when a ‘brain-dead’ person is opened up for
his organs. This looks for all the world like a reaction to pain. Is it? It
would take us too far afield to explore the area, but there are good
reasons for the claim that even on the personist criterion of conscious-
ness some, perhaps most, organ donors are being wronged, in the sense
that they can feel pain and are fully aware of their bodies’ being cut open
without anaesthetic, an experience whose horror it is difficult to imag-
ine. It is also quite possible, if not probable, that Tony Bland felt the
agony of starving to death. In evidence I offer first a story and then a

piece of research.
In 1996 it was reported that a Mr Gary Dockery, aged 39, awoke from

being in a coma for 7% years. A policeman, he had been wounded in 1988
by a shot in the head, and had been in a coma ever since. His family never
gave up hope, and when he developed pneumonia they maintained a bed-
side vigil. (Many such patients, as well as senile elderly people with pneu-
monia, are not treated and allowed to ‘slip away’.) Mr Dockery suddenly
awoke and began talking. Soon he was telling jokes and talking to rela-
tives on the telephone. His sister Lisa, according to a family friend, said ‘it
was like flipping on a light switch’. The friend added, ‘All of a sudden,
Gary started mumbling. She [Lisa] started talking to him and he started
saying words.” He asked for his sons, whom he had not seen since they
were aged 5 and 12. When they came into the room, now aged 12 and 20,
their father still recognised them. According to the report, “While amazed
and encouraged by Mr. Dockery’s consciousness, doctors cautioned the
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have been at the forefront of demonstrations against public advocates of
‘mercy’ killing. After all, many of them have direct or indirect knowledge
of the very programmes now being advocated. Is it surprising that many
of them, convinced of the evil inherent in such policies, demand that their
advocates not be allowed to spread such propaganda?

Professor R. M. Hare, one of the ‘fathers’ of modern consequentialist
bioethics, has written: ‘It [current writing in support of euthanasia] does
not support anything like Nazi practices, which involved the killing of
children on questionable scientific grounds without the consent of their
parents.”” Further, he adds, modern writers appeal to the ‘balance of ad-
vantage’ for everyone in allowing such killing.

As anyone with even a superficial knowledge of the Nazi programme is
aware,* it is precisely the ‘balance of advantage’ that the Nazis invoked
in their support: advantage for the parents, for the doctors, for the rest of
the family, and of course for the state, for whom only the ‘socially pro-
ductive’ had moral value. Further, while the killing was often without
parental consent, it often was. In any case, as we have seen, parents have
no right to decide whether their child lives or dies and, moreover, even if
they have some say in the matter, according to contemporary writers, it is
not decisive, and the consequentialist calculation might require that their
child be sacrificed to the advantage of the health-care bureaucracy or of
the state in general, not least because they might be able later to produce
a healthy child who would be less of a drain on public resources. Current
advocates of euthanasia do not base their opinions on racial grounds, but
nor, as we have seen, did the Nazis. They extended their policies to in-
clude racial and ideological undesirables, but the policy of destroying ‘lives
unworthy of life’ (lebensunwerten Lebens), based on criteria of social and
financial burden to others, never wavered. As for ‘questionable scientific
grounds’, nothing is more questionable than the pseudo-scientific concept
of a Quality Assisted Life Year, or QALY, so much in use by medical
professionals and others as a slide rule in the calculation of whether a
human being has the prospect of a life above a certain arbitrary threshold,
in which he will be a ‘productive’ member of society.

It is, therefore, a mistake to claim that we are at the edge of a slippery
slope to mass murder. We are o that slope, one that has already been
traversed by other societies. This time, however, we have technology
and expertise far in advance of anything available to the Nazis. We are
able to maintain the lives of people for longer and longer periods and to
harvest their organs when we deem fit, to be used for other units on the

2.8 Euthanasia and Nazism

In 1949, Dr Leo Alexander, an American-Jewish psychiatrist who was a
consultant to the US Secretary of War at the Nuremberg war crimes trials,

wrote:

Whatever proportions (Nazi) crimes finally assumed, it became evi-
dent to all who investigated them that they had started from small
beginnings. The beginnings at first were merely a subtle shift in em-
phasis in the basic attitude of the physicians. It started with the ac-
ceptance of the attitude, basic in the euthanasia movement, that there
is such a thing as life not worthy to be lived. This attitude in its early
stages concerned itself merely with the severely handicapped and
chronically sick. Gradually the sphere of those to be included in this
category was enlarged to encompass the socially unproductive, the
ideologically unwanted, the racially unwanted and finally all non-
Germans. But, it is important to realise that the infinitely small
wedged-in lever from which this entire trend of mind received its
impetus was the attitude toward the non-rehabilitable sick.*

In recent years there have been protests all around the world at speeches
and lectures given by supporters of euthanasia. In Germany, Switzerland
and Austria conferences have been disturbed or forced to be abandoned.
The protests have come from the disabled, from religious groups, and
from people with a painful memory of what happened under Nazism, in
which tens of thousands of people deemed to have ‘lives unworthy of life’
were systematically exterminated. The 1941 film Ich klage an, about a
doctor who kills his wife when she is diagnosed as having multiple sclero-
sis, was seen by 15.3 million Germans. By then euthanasia propaganda
had convinced many if not most people that it was acceptable if formally
‘legal’ and discreetly carried out. Indeed, relatively few of the officials in
the Nazi euthanasia programme were seriously punished by the Allies,
itself a disturbing fact. As far back as the 1920s, a poll in Saxony found
that 73 per cent of parents responded positively to the following question:
“Would you agree to the painless curtailment of the life of your child if
experts had established that it was suffering from incurable idiocy?” Some
parents even petitioned Hitler to allow their disabled children to be killed,
to which he readily agreed.

It is no coincidence that people in countries that suffered under Nazism
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medical production line. Doctors, equipped with ever-irpproving _tech.,;
nology and burdened by increasing demands for economic .productlvity,)
are becoming servants of the state hired to maximise u'tlht'y.“2 f'\pd, in
many ways, the state and the judicial system, which give implicit and
progressively explicit support to euthanasia, have far greater powers, both
to persuade and to execute policy, than those possessed by the Nazi state,
Given these considerations, it is hard to see why advocates of euthanasia
are horrified at the suggestion that there is any significant parallel be-
tween what they support — which is increasingly less a matter of gbstra ¢
proposals than of everyday concrete reality - and what the Nazis them-

3

Animals

selves carried out.

3.1 The Problem

Just as the conflict over abortion has raged since the 1960s, so too the
problem of our treatment of animals has taken a prominent place in moral
debate. In fact the ‘animals issue’ has its roots in the nineteenth century,
when in Britain, the USA and elsewhere, parliaments passed various kinds
of anti-cruelty legislation and charitable bodies were formed to protect
animals from harsh or neglectful treatment, rescue strays, promote public
“understanding of animal welfare, and so on.

In the past few decades, however, what used to be a generally accepted
movement for the humane treatment of animals has turned into, or been
enlarged by, other currents of thinking that have led to the animals issue
becoming perhaps second to abortion in the passions and divisions it
arouses. Just as pro-abortion and pro-life supporters have engaged in
stormy protests and even outright violence, so there have been clashes
between different sections of society over the question of animals: ‘animal
liberationists” attack scientific establishments and farms, releasing captive
animals into the wild; ‘animal rights’ supporters block the transport of
sheep and cattle for slaughter in other countries; farmers and scientists in
n accuse their critics of ignorance and stupidity; in Britain in 1998
eral hundred thousand farmers and their supporters marched through
the streets of London to protest the erosion of their way of life partly
because of the animal rights movement — the march included supporters
of fox hunting who defended their pastime against strident criticism in
he media and its proposed prohibition by law. Animal experimentation,



