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Coming 
Ageo f

For many of our patients,

chronic obstructive pulmonary dis-

e ase (COPD) is a terminal diag n o-

sis. The chronic debilitating and

progressive worsening of the dis-

e ase will ev e n t u a lly lead to death.

COPD is currently the fourth lead-

ing cause of death in the Un i te d

S t a te s .

Depression is not an unco m m o n

co-morbidity in COPD patients. If

u n r e cognized and untreate d ,

depression can lead to thoughts of

suicide. A s s i s ted suicide and

e u t h a n asia, once considered taboo,

are becoming acceptable in some

co u n t r i e s .

Is as s i s ted suicide or euthanas i a

something our COPD patients will

i n v e s t i g a te? As therapists, is this

something you understand?

Changing attitudes among peo-

ple in the Un i ted States, along with

the increased number of older

adults in the population, may influ-

e n ce the practice of assisting sui-

cide among te r m i n a lly ill elderly

patients. Euthanasia comes fr o m

the Greek words for “good death.”

It is often as s o c i a ted in popular

thinking with mercy killing, simi-

lar to putting pets to sleep.1 T h e

motivation is to has ten the death

of a suffering creature and thus

minimize the pain and disability

that might not be otherwise av o i d-

able. The co n cept of putting a piti-

ful animal out of its misery, how-

ev e r, confuses the complex ethical

and factual dimensions of as s i s t i n g

or has tening a patient’s death.

There are, in fact, four types of

e u t h a n asia: combinations of active

and passive, voluntary or involun-

t a ry.2

Volun tary  passive  
e u t h a n a s i a

As the term implies, voluntary

e u t h a n asia is done at the request or

with the agreement of the individ-

ual, and passive usually implies the

withdrawal of life-sustaining treat-

ment or support. It is often call e d

for in advance directives such as a

living w i ll or durable power of atto r-

ney (DPA) for health care.3 T h e

Federal Patient Self-Dete r m i n a t i o n

Act of 1991 mandates that hospitals,

nursing homes, home health care

programs, hospices, and other

health care programs that rece i v e

federal funds must give new ly

a d m i t ted patients the opport u n i t y

to execute an advance directive. It

is often the case that people may

specify ce rtain treatments on these

documents — for example, reject-

ing feeding tubes or CPR.

Id e a lly, being able to fill out

orders in advance will help patients

to continue feeling in co n t r o l .

Patients with a tru s ted relative or

fr i e n d

may put

d e c i s i o n -

making in

that per-

s o n’s hands

by granting

them DPA

for health

c a r e .
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Is assisted suicide or euthanasia
something our COPD patients will 

investigate? As therapists, is this 

something you understand?
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The ethical problem that

emerges with voluntary pas s i v e

e u t h a n asia is: When is treatment

e x t r a o r d i n a ry? Withdrawal of radi-

ation or chemotherapy in the

i n s t a n ce of an advanced cance r

patient who has n’t long to live may

be a typical decision. The patient

may then be sedated and kept as

co m f o rtable as possible until the

end. This is done all the time and is

not co n t r oversial. But what if with-

drawal of treatment involves

hydration or nutrition? Ma n y

health care professionals object to

the withholding of what they co n-

sider to be basic mainte n a n ce .4

S i m i l a r ly, making the decision

for terminal weaning can be ag o-

nizing. Decisions at the bedside

are painful and difficult.5

Involun ta ry passive
e u t h a n a s i a

The ideal means of pas s i v e

e u t h a n asia, the withdrawal of life

s u p p o rt, should involve the patient

c h o i ce. Most people probably

would agree that there comes a

time when enough is enough, par-

t i c u l a r ly if the individual is will i n g

to give up the fight and simply

wants palliative care.

Withdrawal of treatment, how-

ev e r, is not always voluntary. T h e

c ase of Nancy Cruzan is ill u s t r a-

tive. Like Karen Ann Quinlan

before her, the public became

aware of her when she entered a

p e r s i s tent vegetative state af ter a

1983 automobile accident. Quinlan

had apparently left her parents

with the understanding that she

had no wish to be kept alive in such

a condition. This type of under-

standing was ev i d e n t ly not the cas e

with the Cruzan family. The Mis-

souri co u rts decided that without

such an advanced understanding,

the state had an interest in ke e p i n g

Nancy alive. In effect, the co u rt s

ruled against involuntary pas s i v e

e u t h a n asia while leaving the door

open for voluntary passive with-

drawal of life support. The U. S.

Supreme Court upheld the Mis-

souri decision in 1990.

It was only late r, when the par-

ents claimed that Nancy would not

h ave wanted to be kept alive, that

the Missouri co u rt agreed to let

the feeding tube be disco n t i n u e d .

Nancy died Dec. 26, 1990. The vol-

u n t a ry versus involuntary nature of

the decision is therefore critical.

For this reason, withdrawal of life

s u p p o rt for demented older people

who have no spokesperson or who

h ave left no directive fails to meet

most ethical standards.4 Un f o rt u-

n a te ly, many of our older COPD

patients fall into this cate g o ry.

Volun ta ry ac t ive euthanasia

Vo l u n t a ry active euthanasia is

the intentional inte rvention, rather

than a passive withdrawal, to end a

p e r s o n’s life at their request. It is

as s i s ted suicide. The co n t r ov e r s y

involved with this currently is the

r e cent attempt by the U. S. Depart-

ment of Ju s t i ce to prevent as s i s te d

suicide in the state of Oregon

where voters have twice approv e d

it. The U. S. At to rney General

ordered the Drug Enforce m e n t

Agency to arrest physicians who

g ave Oregon patients, even at their

request, lethal doses of barbitu-

r a tes. A federal judge has since

ruled, howev e r, that the Ad m i n i s-

tration lacks the authority to ov e r-

t u rn a vote r- a p p r oved law.

Thus, it is again the v o l u n t a ry

nature of the act that provides the

c rux of the argument. A s s i s ted sui-

cide is now legal in Oregon, as we ll

as in the Ne t h e r l a n d s ,6 and is cur-

r e n t ly under consideration by the

Belgium Pa r l i a m e n t .

It apparently has been practice d

with control. In the past two years

there have been fewer than 100

c ases in Oregon, which does not

seem to represent a moral co ll a p s e

of the society and is a we l co m e

option to many. While pain man-

agement in recent years has

i m p r oved, there remain a number

of people for whom as s i s ted suicide

is viewed as an appropriate choice .

Involun ta ry ac t ive 
e u t h a n a s i a

In v o l u n t a ry active euthanasia is

capital punishment; it might be

seen as differing little from giving

lethal injections on death row.4

Us u a lly considered in the co n te x t

of “it was only the better part of

m e r c y,” active euthanasia ag a i n s t

s o m e o n e ’s will could also be co n-

sidered premeditated homicide.

There is only anecdotal lite r a t u r e

on it, stories of nurses or therapists

who sometimes take it upon them-

selves to boost doses of opiate s .

Some health care providers seem to

r e l u c t a n t ly admit that it does go on,

perhaps more often than one might

t h i n k .3 , 4 It is often seen as a gray

area, crossing the line from doing

nothing to inte rvene (the slow co d e ,

initiating CPR long af ter the indi-

vidual might be resuscitated) to tak-

ing action to end a life by increas i n g

a morphine drip. Each has the same

i n tent and the same result. T h e

problem, of course, is when the fam-

i ly is not present or cannot come to

agreement and there is no directive

from the patient or their advocate .

This co n t r oversy is the dangerous

area one enters when deciding who

should live and who shall die.

In an extended article about the

German eugenics movement gone

mad, Alexander detailed the active

e u t h a n asia of mentally ill and/or

retarded people that took place in

Austria and Germany in the 1930s

and 1940s.7 He argued that this

( cont inued on  page 64 )
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w as the beginning down the slip-

p e ry slope that led to exte r m i n a-

tion camps where political prison-

ers, Jews, gypsies, and other

“undesirables” were murdered by

the Nazi death machine. It is a

c h i lling example for those who

a d v o c a te active inte rvention to

end the lives of those who cannot

speak for themselves.

Terminal  wean ing and RTs

It would seem that the will i n g-

ness of the individual is the ke y

issue in euthanasia or as s i s ted sui-

cide. Re s p i r a to ry therapists see

patients on a daily basis who stru g-

gle for each breath. We part i c i p a te

in terminal weaning, often with

morphine as a palliative ag e n t .

Te c h n i c a lly, as defined by

Ma t t h ews, this is voluntary pas s i v e

e u t h a n as i a .2

What makes this acce p t a b l e ?

Congress mandated advance direc-

tives in the Patient Self-Dete r m i-

nation Act of 1991, which by impli-

cation gave approval to voluntary

p assive euthanasia. The co u rt s

h ave upheld that voluntary active

e u t h a n asia is acceptable in the

i n s t a n ce of vote r- a p p r oved initia-

tives in the state of Oregon. Physi-

c i a n - as s i s ted suicide is also legal in

the Ne t h e r l a n d s .

In 1990 the U. S. Supreme Court

affirmed that it was the v o l u n t a ry

nature of withdrawal of life-s u s-

taining treatment that would make

it acceptable. In v o l u n t a ry pas s i v e

e u t h a n asia would not be acce p t-

able according to the co u rt ’s deci-

sion. In v o l u n t a ry passive euthana-

sia violates most co m m o n ly

a c ce p ted moral and ethical stan-

d a r d s .4 ,7

Vo l u n t a ry passive euthanas i a ,

with the emphasis on v o l u n t a ry,

may not be a term we are co m f o rt-

able with, but it is a reality in

health care to d a y. As respirato ry

therapists, the more we know, the

more we understand, the better we

can serve our pulmonary patients

in all stages of their disease. •

D r. James Thorson is the Jacob Isaacson
Distinguished Professor and chair of the
department of gerontology at the Univer-
sity of Nebraska at Omaha in Omaha, NE.

AUTHOR’S NOTE
Also see the Ventilation for Life column in
this issue for a related story on “Dealing
with End of Life Issues.”
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