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ABSTRACT

Background and method 

This article concentrates on voluntary active/passive euthanasia or "exit". We compare abortion and euthanasia, in terms of legal, ethical, social, economic  and professional issues, and try to derive useful lessons for the future. 

Alternative definitions of euthanasia: AVE (active voluntary exit), PVE (passive voluntary exit, ACE (active compulsory exit), PCE (passive compulsory exit)  are discussed in relation to changing medical ethics and practices. 

We question some  underlying assumptions and emotional investment, inherent in the current literature.  We find it impossible for the doctor to forecast accurately the longer-term effects of AVE/PVE either on the medical profession or on Society as a whole. 

In trying to decide what is "best for the patient" with new medical technology in the changing Society, the doctor may lack exposure to the reality of the "receiving end" of our current medical/social care in ICU, geriatric and other difficult environments; a new training experience for doctors is suggested; we hope the course will be accepted. 

Results and conclusions:

We are surprised to find that the ethical objectives of the Hippocratic Oath tend, with modern medical technology, to create in economic terms, an almost infinite demand for medical care services. By contrast, for the doctor, increasing AVE/PVE could present both a direct ethical challenge and an indirect economic challenge. 

Could the demand for medical care be seriously threatened by the general acceptance of the AVE/PVE concept?  Could it endanger the very nature and survival of the current huge health care industry?  

Four brief future scenarios may show where current medical values could lead us in the future. 

Abortion and euthanasia are almost inevitable social failures, which force doctors to adapt their moral aspirations to the current and future realities of a new Society.

Such Society may be less worried by death and dying, than by living with the problems of: aids, crime, poverty, drugs, environmental issues, developing countries and the world population explosion to 20 billion by 2040. Perhaps the doctor still has a critical new role to play?
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INTRODUCTION

This article recognizes the care and devotion of doctors and other members of the health system who daily struggle with a whole range of conflicting issues in their efforts to "do the very best for the patient" in a rapidly changing world both of medical technology and of social values (1). 

However it seeks to provoke useful discussion on active/passive voluntary euthanasia - exit  (AVE/PVE) on demand, following the diverse reactions since Dr. Timothy Quill's AVE help to a patient revealed only by his letter to the NEJM in early 1991 (2) and Dr. Kevorkian's current public programs. The reaction of NEJM readers ranged from complete rejection to full support (3), and suggests that it is time that both active (AVE) and passive (PVE) euthanasia moved from emotional investment to real debate. 

Such debate must go further than current medical ethics and the Hippocratic Oath (4), and should consider the realities of Society in the USA today, which suffers from "compassion fatigue" in reacting to the pain and suffering of others in poverty, homeless, drug, crime, AIDS, geriatric and often violent social environments. It is to these challenging environments, that many patients have to return from the hospital or clinic after seeking help and advice from the doctor.  Perhaps Spike Lee's old film "Jungle Fever" (4) portrays some taste of the realities of poverty and life in the USA today, for which the doctor no longer has the "house calls" experience, which used to provide critical insight into real patient needs and priorities (5). 

The doctor's dependence on the economic demand for his medical care services, was illustrated by the famous Pushkin Play "The Doctor", in which a poor old dedicated doctor, sold his small country practice saying: "Most people are well in this village so you won't have too much to do".  When he returned to visit the next year, he found that new young doctor had persuaded almost everyone in the village to "take advantage of modern medicine", and be treated for some real or imagined or possibly preventable sickness; thus he had created a much appreciated and highly profitable medical practice. 

ABORTION AND EUTHANASIA

The abortion issue may have given doctors a useful learning experience for addressing the euthanasia issue, because there are some common features. Abortion became legalized despite continuing severe opposition, when Society felt that, the "new life" problems could not be handled by the existing birth control/family planning systems (6,7,8). Similarly euthanasia is being increasingly legalized (9,10), as Society feels that with the new medical technology, "old life" problems cannot be handled by existing health/social systems. Perhaps abortion and euthanasia are examples of the sad recognition that in this imperfect world, we have to adapt our moral aspirations to some of the realities of Society (11).

Abortion, birth control, euthanasia, suicide, killing and murder are all realities of Society, which are sometimes justifiable "under certain conditions"; opinions differ as to what those conditions are. The difficulty is that the words themselves have such "emotional investment", that calm discussion is difficult; they evoke strong emotional, religious and almost fanatical reactions often based contrasting definitions of the meaning of the words (12). 

"Abortion" can have many meanings (13); it normally refers to the active termination of the "new life" of a pregnancy. It may compulsory or voluntary. But some doctors perceive even all birth control/family planning methods as a form of active or passive abortion of a new life (14).  

Similarly "Euthanasia" or "Exit from life", can mean many things (15); it normally means "peaceful and painless death" brought about by the either by the person concerned (suicide) or by some other party (active euthanasia); this "other party" may or may not may or may not be a doctor (16). Euthanasia may be "compulsory" (CE) or "voluntary" (VE). It may also be "active" (A) by "commission" of an act to terminate life; or it may be "passive" (P) by "omission" of an act, which could have preserved life. Thus we can have CE (ACE or PCE) and VE (AVE or PVE). But some doctors perceive all euthanasia as a criminal form of suicide or murder (17); by contrast some prosecutors turn a "blind eye" to euthanasia when doctors are involved in good faith (18,19).

Here we try to discuss only voluntary euthanasia (VE) which refers to the free choice by an individual to terminate his/her life with a peaceful and painless death (at any time) with or without assistance. We do not try to deal with CE (ACE or PCE), except where PCE may be disguised as PVE.

Perhaps VE should be renamed "voluntary exit" to allow less emotional investment and promote more reasonable discussion. It may be PVE (passive voluntary exit) which is more acceptable to doctors when the objective is pain relief or withholding treatment to allow a "natural death" (20); or it may be AVE (active voluntary exit) which is sometimes practiced but not accepted (21). Some doctors practiced AVE more when people died "privately" at home and far less in the more "public environment" of the hospital (22). 

ABORTION AND EUTHANASIA TODAY

While active abortion on demand and PVE may be publicly recorded, AVE is usually kept secret for fear of criminal or civil prosecution (23). In politics, it is the "kiss of political death" (as a Minster of Health in France discovered in 1986) (24).  However like active abortion, AVE in some form, is becoming legalized, as evidenced by public opinion polls, and the its current informal acceptance in UK, Holland, Switzerland (25) and the recent (unsuccessful) attempt to introduce a new law in California (26). Is the doctor ready for these changes in the law, social values and public expectations?

Rapidly developing medical technology, hardly envisaged twenty years ago, has stimulated action by doctors ordering for selected patients: "no-resus" or "do not hospitalize" or "do not treat infection with antibiotics" or "D/C respirator" or "D/C nutritional support"(27,28,29). Such actions taken with family and patient approval have been defined by doctors as PVE; even sometimes validity of patient approval could be questioned (30). By contrast AVE is often so strongly rejected as "killing" by some doctors, that they threaten to inform the authorities of any such action by fellow physicians (31).  

But, is PVE any different from the AVE when demanded by a responsible patient? Is failure to treat an aged patient with anti-biotics PVE or PCE?  Is "PVE for pain relief" which stops respiration, a form of "justifiable" PCE or even AVE in disguise (32)? When PVE is practiced by a "loved one" of some old chronically ill person, the result may be a criminal case, but nowadays the jury usually refuses to convict (33). In private, almost every oncologist faces this PVE/PCE/AVE/ACE decisions every day with dying patients, yet public, disclosure is rare indeed, due the high risk of civil or criminal prosecution (34), similar to the abortion issue only twenty years ago, with such strong emotional investment on every side (35). 

Perhaps the AVE/PVE debate must now be much wider than "for those about to die in any case"? Should it begin to face up to possible demand for PVE/AVE from any responsible citizen (over 18 years of age) who seeks it as a basic human right? The recent book Final Exit has become a best seller in 1991; this would imply that illegal AVE/PVE is already in demand; drugs, knives, guns etc. are available, but perhaps people are more afraid of dying painfully, than of death itself. Sure like abortion, a legalized practice of AVE/PVE is a better alternative for Society and for the doctor than illegal practice (36)? 

MEDICAL ETHICS 

Medical ethics are not static; they move on with the changing values of doctors and Society. In the 19th century the doctors regarded anesthesia as "unethical" (37); others regarded female doctors as "unethical"; use of parts of one person's body by another would be seen as primitive "cannibalism" rather than "organ transplantation"; in the 20th century some doctors regarded the research by Dr. Kubler Ross on "death and dying" as unethical and refused to cooperate; other physicians regarded failure to apply CPR on every dying patient as unethical (38); some doctors regarded failure to restrain/drug/force feed a non-compliant old patient as unethical (39). And now in 1999 some doctors regard both AVE and PVE as unethical.  

Perhaps we should question whether doctors are as ethically unbiased on AVE/PVE as they think they are? Are medical ethics more to protect doctors than patients (40)? Is there a secret fear that the public may escape from the paternalistic control of the doctor? Is there a fear that patients will reject medical care in the hospital, ICU, geriatric home or clinic? Is there a fear of professional discipline, civil or criminal prosecution? Is there a fear that the medical profession will be changed or even destroyed by such new practices and information? Is there a fear that the public esteem for the doctor will change (41)? 

It is interesting to note the current "isolationism" of medical ethics in the USA? How can our medical ethics deny AVE/PVE and yet approve $1 billion p.a. to support of a 8000 PVS (persistent vegetative state) patients in the USA, while thousands of babies die in Africa from poverty, war and disease secondary to malnutrition and lack of medical resources (42)? 

Can current medical ethics adequately guide the doctor towards what is "best for the patient" in the HFPI (health for profit industrial) complex of a future (43) where the direct or indirect euthanasia of both animals and humans is becoming acceptable under certain conditions (44)?  Since our medical ethics must change over time, what may seem to be so reasonable today, may well be regarded barbaric in the future e.g. the 19th century death of Tchaikovsky from the "ultimate heat treatment" for cholera (45) 

LITERATURE ON EUTHANASIA

Selection of published articles for professional medical journals is not entirely unrelated to the emotional investment of the subscribers. In Holland it is difficult to get an anti-euthanasia article published (46) and in the USA it is difficult to get a pro-euthanasia article published. Thus the appearance in NEJM of some articles on euthanasia was regarded as a triumph of new ideas for the Hemlock Society, The Society for the Right to Die, the Americans Against Suffering organization, and probably defeat by the right to life and anti-abortion organizations (47).

From a brief review of the extensive literature on euthanasia in, there seems to be great concern for three main issues: legality, ethics, and effects on Society and doctors.

On legal issues, many articles on euthanasia provide complex analysis to find some legal acceptability for "reasonable" euthanasia both for patient care and for protection of the doctor/hospital/health service from civil and criminal liability, under existing stature and common law (48,49,50,51). PVE (in many forms) seems to be acceptable but not AVE/PCE/ACE.  But surely, as with abortion, the legalization of euthanasia will require NEW STATUTE LAW, which defines its purpose, practice and limits. To date efforts to achieve such laws have been unsuccessful (52). 

On the issues of medical ethics, many articles provide complex analysis seeking to divorce AVE from a more acceptable PVE (and disguised PCE) (53, 54, 55, 56); but the distinction is highly contested, since active or passive murder is still murder, but may be justifiable (57)!  Similar to the abortion experience, it seems that the medical ethics of AVE/PVE will be discussed for years after it becomes legalized and acceptable to some parts of Society.

Social change seems to comes about more from general social values, than from medical ethics (58) but one undisputed medical ethic seems to be that there is no requirement for any doctor to deliver AVE/PVE services which are against his personal code of behavior (59). However, if the medical profession is not prepared to deliver a legal abortion or AVE service, then another profession will arise to do so (60).

In the literature, the future effects issues of euthanasia on Society and the medical profession get the major attention (61,62,63,64), possibly because nobody can deny what "might possibly happen fifty years in the future". Such effects are indeed difficult to forecast accurately and even more difficult to evaluate.

There is a major concern for the public image of doctors who regard the Hippocratic (non-christian) Oath as the key to the patient/doctor relationship. But the public image of the doctor has already been seriously damaged by the new HCFP  (health care for profit) industrial complexes, by the technology of transplantation of organs from dead or even living persons, by the realities of intensive care units as places to die etc. (65). Perhaps in the future the patients, who live in hard world, will be less bothered by abortion and euthanasia than by: poverty, drugs, crime, wars, traffic accidents, social disorder etc.? 

In reviewing the mass of professional articles which discuss the issues of abortion and euthanasia, we find that many are based upon almost unquestioned underlying assumptions, such as:


1.
That "nobody should ever want to die" (thus any person seeking VE must necessarily be chronically sick or mentally unstable).


2.
That the objectives of the doctor and health service are identical with those of the patient (thus the physician is unbiased knowing what is "best for the patient").


3.
That intensive medical care is always preferable to death (even though many physicians have never experienced the ICU on the "receiving end"; perhaps new training program could introduced (Exhibit A)?)


4.
That some kind of scientific medical treatment is the only reasonable person's response to sickness/distress (even though so many people use commercial products and other forms of health care). 


5.
Those doctors are the "healers" of Society (although many doctors have no healing role). 


6.
That medical ethics USA can afford to be "isolationist" in affording high cost health care for its citizens (because the money saved "would not get to finance health care in developing countries"). 


7.
That PVE/PCE can allow a "natural" death to occur to occur after intensive medical care has failed (even though the patient actually dies with on-going high-dose narcotic treatment to relieve pain). 


8.
That the objective of health care is the longest possible life (even though uncontrolled population growth is now recognized as the most critical "Environmental Problem" in the world; and for some the quality of sustained life may be reduced to nutrition and excretion).

Further assumptions often imply that AVE is and will always be: illegal, immoral, unhealthy, murder, unethical, inadmissible under the Hippocratic oath, incompetent medical practice, failing to help the patients to "suffer better", seldom demanded by the patient, a non-rational demand which needs medical treatment ... etc. etc. ... (66,67,68,69). 

Perhaps some of these underlying assumptions can be questioned by doctors or patients with differing religious, cultural and social value systems, in different environments. The trouble is that, like abortion,  AVE/PVE raises such emotional fervor, that underlying assumptions based upon deep beliefs, may not even open be to discussion and indeed may never get published in a "responsible professional medical journal". Perhaps the doctor may not be as unbiased on AVE as he believes?

ISSUES  

Can the abortion experience be related to AVE/PVE?  Some of the legal, ethical and social issues and objections seem to be similar. But AVE/PVE on demand is voluntary, and yet with abortion the fetus is not consulted! And yet abortion is formally legalized while AVE/PVE is still illegal!  What is a reasonable medical response, when Society demands AVE/PVE as a rational alternative to medical care and continued life?  

When abortion was legalized in the USA a vast number of critical social/health dangers were forecast (70,71,72,73); in reality maternal mortality from illegal abortion has disappeared and abortion has not become an epidemic (74). Increasing international legalization of abortion has even encouraged development of safer medical, rather than surgical abortion methods in Europe, which are banned in the USA (75). In Japan there are more abortion than live births and yet their social culture is stronger than ever. 

Thus although it may be impossible forecast accurately the longer term social/health effects of legalized AVE/PVE, we can raise significant questions:

1. 
On a general level: will AVE/PVE become an epidemic which destroys society e.g. like the Jewish city which decided upon total AVE to avoid capture by the Romans in about 54 a.d.  Will it lead to holocaust and uncontrolled genocide and abuse e.g. Europe 1933-45? Will it cause more deaths than the present uncontrolled wars, drug and crime waves, and car accidents, which cause the involuntary death of so many people in the world? 

2. 
On social values: will AVE/PVE lead to a new "social norm" whereby "acceptable life span" becomes about 55 years and people are expected to make a "voluntary exit" to make room for others?  Will such a limited life span cause the individual to value life more? If large numbers of people may chose AVE/PVE, will it change society values and behavior towards more concern for the under-privileged? 

3.
On the health system: will AVE/PVE destroy the confidence of the patient/doctor relationship? Will it encourage people to die at home with loved ones? Will it seriously reduce the demand for medical services leading to a decline of health facilities, hospitals, clinics, nursing homes, laboratories etc. and high unemployment for doctors (almost 70% of health care resources are spent on people aged over fifty five years of age)?

4. 
On international health: will AVE/PVE encourage Society to recognize national and international inequalities and have more concern for other countries? 

5. 
On the doctor level: will he begin to view death not as bad "defeat", but as a good part of the life process; will the doctor need some special help to perceive a good death as the reward for a good life?

As an anomaly, perhaps formal legalization of AVE/PVE will not matter at all because, like abortion, if not done legally, it will be done illegally. Thus "AVE-kits" might soon become as easily available, as: drugs, knives and guns, because people are perhaps, more afraid of a painful dying process despite medical care, than they are of death itself. There is probably general consensus that minors must be protected from such things, but little can be done until AVE/PVE come into the open, and like the Kubler Ross research on death, empirical scientific studies begin to be undertaken. 

Perhaps we should also question whether the established medical objective of "longer and longer healthy life" is tenable now and in the future? Some doctors almost encourage the patients to expect an infinite life (76). But the value of life must diminish as was recognized by the Greek philosophers Pliny and Pophory who listed conditions to justify AVE (77). Thus for some aged and others, the world has changed too much for the restricted life available to them. Should they be force-tube-fed in hospital/nursing home, force-resuscitated or force-treated in ICU's if they fail to have previously chosen otherwise? 

Is it an anomaly, that the doctor cannot offer adequate medical care for the quality of life of the aged, poor, sick and homeless in the developed world (GNP p.c.p.a. over $9,000), yet he still talks about HFA/2000 ("health for all by the year 2000) in the developing world (GNP p.c.p.a. $300). 

Again, is it reasonable to argue the individual's right to a limited life and yet leave him/her no right to die when the moment is chosen, but only the right die later "drugged and pain free". In some ways we are kinder to animals e.g. if we left them to die from natural causes we should probably be prosecuted for cruelty (78).

From history we find that Sophocles said: "Death is not the greatest of ills; it is worse to want to die and not be able to." (79) and Seneca wrote: "death is a punishment to some, to some a gift and to many a favor" (80). John Donne wrote: "Death therefore is an act of God's judgment and when he pleases to inflict it, he may choose his officer, who could be myself as well as any other" (81). Are these in conflict with the Hippocratic oath?

Finally we have the anomaly that the christian creed involves life after death, and yet the doctor delays AVE/PVE. Perhaps the willingness to "give up one's life for others" (82) in heroic or less heroic situations is the greatest christian ethic. Should the emotional investment of the doctor in the Hippocratic (non-christian) oath, deny this right to those patients who demand it?

ECONOMICS

Life cannot be adequately defined either by the philosopher or the doctor (83) but when the "value of a human life" is discussed, there seems to general agreement that it is "priceless" (84); thus practical financial and economic considerations are not welcome in such discussion (where nobody personally offers to pay the price).

Thus in discussion of abortion and euthanasia such problems as: the increase of health cost from 4% to 15% of GNP (1945-1990) (85), the rationing of care facilities, care for the poor, the HCFP (health care for profit) industry, reimbursement for procedures rather medical advice, poor insurance of health care costs etc., are often treated as minor issues compared with the clear moral/ethical position. Minor issues until we move from discussion to practical action in the Society, as it actually exists today, with: AIDS, hopelessness, poverty, crime, drugs etc. 

The concepts of the Hippocratic Oath were quite atypical of ancient medical practices (86). Dying and death took hours or days, and thus it would be inconceivable that a doctor could delay the death of a patient by months or even years with medical technology. Hippocrates could hardly have foreseen that his oath to advocate DIRECTLY the highest standard of medical care, would later imply, INDIRECTLY, an almost infinite demand for medical care services. 

Abortion and AVE/PVE present a much lower demand for medical services than longer-term care?  Abortion costs far less than pre-natal, delivery and after care.  Similarly AVE/PVE cost far less than: CPR, ICU, PVS (permanent vegetative state) services etc. Undeniably therefore, introduction of abortion and AVE/PVE decreases the demand for the doctor's services and could endanger the economic viability of the whole health service industry including: doctors, nurses, hospitals, nursing homes, pharmaceutical companies, hospital suppliers, etc.

Quite apart from the moral issues, it seems that abortion and AVE/PVE would be highly un-economic medical care policies for doctors, and even more for the growing HCFP industry, where 40% of the beds are currently empty (87).  In the USA today the drug stores, super markets and TV advertise a vast array of "health products", alternative medicine is growing and health care is becoming highly competitive e.g. in California some health facilities are even making public advertising to encourage people to have magnetic resonance imaging without any medical indication or justification, but covered by insurance (88).  

Thus availability of AVE/PVE as an alternative to medical care for the sick, aged and others, could severely reduce demand for medical services, especially from senior citizens and AIDS patients which constitute a major demand factor. Perhaps as doctors, who also have to make a living, we cannot feel as unbiased in discussion of AVE/PVE as we would like to be. 

POSSIBLE  FUTURE SCENARIOS

Does our professional training make us competent, to judge what is "good for Society" in the new world of fifty years in the future when most of us will be dead? Both Abortion and AVE/PVE present anomalies and potential forces to change Society, in ways that some may regard as dangers and others as regard as progress.

The strong reactions in the NEJM to the Quill event indicate the diversity and strength of emotion investment on the issue  AVE/PVE issue s for the chronically sick; how much stronger they will be the reaction to the idea of AVE/PVE on demand for any competent adult person? But what are the alternatives?

In USA some kinds of medical research and development (cloning, fertilization, genetic engineering etc.) can be controlled and delayed, but in the world as a whole, such research cannot be stopped indefinitely, because of the diversity of social/cultural/political values. Thus medical technology will march ever onwards towards scenarios which may be as unimaginable now as the famous Ogden Nash book "1984" was when published back in 1952.  

If experience teaches us anything, it is that we cannot foretell the future of Society, because we are too locked up in the past and present, and we cannot escape from our "emotional investment" in fundamental values. However perhaps a few future scenarios would be helpful in this discussion, to explore where some of our fundamental values might possibly begin to take us in the world of the future (Exh.B).  

TENTATIVE CONCLUSIONS

1.
The word "Euthanasia" has so much emotional impact for suicide or murder, that we should begin to use the another term, like  "exit",  and  thus try to avoid some of the emotional investment, which blinds us to realities. 

2.  
Abortion is similar to AVE/PVE in that both result in death; however the availability of AVE/PVE might be less damaging to Society than abortion, where the fetus has no power of dissent.

3.
There is need for new debate on whether AVE/PVE is a basic ethical human right for any adult person; perhaps this a further stage of Kubler Ross's research into death, which has now become accepted as useful, moral and constructive. The debate should not be restricted to the aged or sick who will soon die, but also include AVE/PVE as a basic human right. 

4.
Legalizing abortion and AVE/PVE does not depend upon medical ethics but on the changing social values and needs of Society which differ radically in different cultures, races and politico/social environments.  

5.
Like abortion, unless AVE/PVE is legalized it will probably be increasingly practiced illegally, since Society is increasingly reluctant to leave dying and death in the hands of the doctors.

6. 
From a more realistic debate of abortion and AVE/PVE perhaps useful progress could be made to allow doctors to behave humanely without fear of civil or criminal prosecution.

7.
AVE and PVE may well be an invalid distinction; AVE/PVE have nothing to do with murder, genocide or transplantation. For an adult, AVE/PVE is a reasonable alternative to medical care, which should be respected and available legally without fear or prosecution. 

8. 
A person seeking AVE/PVE is not necessarily suffering from mental illness or instability, nor in need of medical care; many aged and other people seek AVE/PVE to meet their needs when Society, family and time itself fail to do so.

9.
The doctor and the health system is not unbiased in the AVE/PVE debate; large scale AVE/PVE could well lead to social changes which limit acceptable life span to say 55 years; this might be an economic disaster for the health industry.

10.
Anti-abortionists and anti-euthanasia-ists have the right to object and to abstain, but in a democracy, perhaps they do should not be able prohibit the services from those in Society who seek them. 

11.
For every doctor/nurse during "internship" a special training (Exhibit A) could providing a unique "receiving end" experience of medical care. Perhaps any health professional who argues the issues with high emotional investment, could also benefit from this experience?  

12. 
The ethics of the AVE/PVE are complex and yet seem to be based on a whole range of underlying and conflicting values. Doctors say that the value of a human life is "beyond price", but who will pay that price in the USA and in developing countries?. How can we justify paying a billion dollars of health resources each year for 8000 PVS patients in the USA, while in the world, millions of normal babies die from lack of health resources; are these lives not also "beyond price"? 

POSTSCRIPT

The legal, ethical and social issues of abortion and euthanasia seem to have some common development features but it is so hard to distinguish the real from the perceived dangers. 

Perhaps for AVE/PVE the key questions to be resolved are: 

1. 
Would the availability of a AVE/PVE help to change Society towards more moral concern for the individual.

2.
How would  it change the current health care industry?

3.
Would the individual find more human value in a definite limited life of 55 years, than on an indefinite one of 80, 90, 100, 110 years or even more? 

4.
How will the doctor and the health system cope with the almost inevitable AVE/PVE in the future?

This article recognizes the care and devotion of doctors and other members of the health system who daily struggle with a whole range of conflicting issues in efforts to "do the very best for the patient" in a rapidly changing world both in technology and value systems. 

But AVE/PVE is not a matter for doctors and medical ethics alone; it is a general ethical problem for Society; worthy of debate with less emotional investment; perhaps when life becomes limited and shorter we are more motivated to improve its quality both for ourselves and for others, at home in the USA and abroad?

We find that abortion and euthanasia are almost inevitable social failures, which force doctors to adapt their moral aspirations to the current and future realities of a new Society. This Society may be less worried by death and dying, than by living with the problems of: aids, crime, poverty, drugs, and those environmental issues that directly result from the population explosion. Thus the doctor may have a critical new role to play in the future.

EXHIBIT A  - NEW TRAINING

A tentative one week training program for every doctor/nurse during the internship year:

A. Learning objectives:

1.
To develop skills to empathize with patients, who undergo difficult medical/health/social care experiences.

    2.
To relate medical/health/social care decisions to the realities of Society on the issues of active abortion and euthanasia 

B. Activities:

    1.
48 hours - as a regular patient - in an intensive care unit - receiving routine procedures including: cardiac monitoring, IV, blood work Q6, test intubation, respiratory therapy, tube feeding, catheterization (urine), cut-down, spinal tap etc.

   2.
48 hours - as a regular patient (with very dark glasses very limited arm motion as a handicap)  - in a geriatric care center care - receiving routine procedures including: room sharing with three aged chronically sick patients, complete bed restriction, no toilet privileges, catheterization (urine), physical restraint, tube feeding, no TV/radio etc. 

   3.
48 hours - as a homeless/poverty person - in overnight dormitory/shelter accommodation, with limited food/money, and routine contact with: homeless people of all ages, alcoholics, drug addicts, unemployed old and young people etc.

   4.
24 hours - in an abortion clinic for group review and discussion of the experience in relation to future work activities.

C. Output

    1.
Personal diary of the learning experience.

    2.
Group report on the medical/health/social care of patients in which active/passive abortion or euthanasia may be discussed.

D. Pre-readings

     Articles on the reality of medical care in special environments: intensive care,        geriatric care, hopelessness/poverty, developing countries, abortion and                euthanasia.

     Note: Such training might be a meaningful experience for any health system   

     staff member with very strong personal (anti or pro) feelings on abortion or 
     euthanasia.

EXHIBIT B - FUTURE EUTHANASIA SCENARIOS

Four brief "impossible" scenarios are presented which deliberately exaggerate, some present trends towards a future Society. These exaggerations may stimulate some re-thinking of where we are going. Thus, some ideas and values that seem to be so reasonable and obvious today, may not continue to be so in a future, which others will control:

Scenario A - No change 

AVE remains illegal.  PVE practiced quietly. People live longer in nursing facilities with increasing health care costs which rise as % of GNP (1945 4%) 15% (1991) and 35% (2000) as normal life preserving medical technology achieves economies of scale. Average life spans increase from  90 and even 100 years.

Scenario B  - Improved  Technology 

AVE remains illegal.  PVE legalized for those unable to afford the new improved organ transplantation potential. This technology begins to implant natural or synthetic or regrown hearts, lungs, liver, kidneys, limbs etc. thus enabling a much longer life span (up to 130 years) at rather high cost.  Total transplant of the brain to a younger body, begins to be feasible, subject to political, ethical and economic constraints. 

Scenario C -  Revolutionary Technology

AVE and PVE remain illegal.  Ultimate low-cost technological development arrives to allow indefinite survival to be achieved. No patient need die because the body can be attached to a computer controlled equipment which preserve life, cough/vomit reflexes, speech, sight, hearing etc. in mass produced fixed ICU body-box units. Millions live on, spending the time talking or watching TV but having no active physical life. The cost of 50% of GNP to finance the service, is justified on the grounds of the Hippocratic Oath and the continuing demand for a long and happy life by the patients. 

Scenario D -  AVE/PVE on Demand 

Legal and acceptable (just like abortion) for any adult person (ages 18-99), requesting the service; Illegal suicide disappears completely; many older people choose euthanasia in preference to medical care. 

The AVE/PVE service is not provided by doctors but by a new profession based upon special clinics closely associated with religious organizations. Demand slowly increases, leading to decline of the health industry. 

New social norms begin to arise which set the horizon of 55 years for an acceptable life span; this contributes to a higher concern for both individual and social fulfillment. Society acceptance of AVE/PVE continues to be similar to abortion i.e. very strong feelings on either side. 
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