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o find adequate answers to a changing reality heavily
influenced by advances in technology, medical pro-
fessionals have developed and adopted an array of

terms that have brought new concepts into the profession.
“Dignity,” “vegetative state,” “futility,” “double effect,” and
“brain death” have become indispensable words in the
medical setting. In the following discussion, the attention is
on terminology. If we believe in phenomenology, the as-
sumption is that we should closely reflect on the words we
use in all spheres of life, especially in those that concern life
and death. This article calls for a sincere discussion about
these terms and concepts. The thesis put forward is that the
language in the medical setting serves primarily the physi-
cians, at times at the expense of the patients’ best interests.
This language and the concepts it describes have generated
an unhealthy atmosphere for patients, which might lead to
undesirable actions at the end of patients’ lives.

Preliminaries
People are social beings. We communicate with one another,
converse, exchange ideas and different points of view via
language and signs. Language constructs, affects, and
changes reality; facilitates communication; promotes un-
derstanding; and helps to erect bridges between cultures.

Every profession has its concepts, phrases, and key-
words that are important to help categorize phenomena,
save time, and provide a framework for working together.
Medicine is no exception. Here, too, we find some impor-
tant concepts and terms that deserve probing and analysis.
In response to the changing reality—a reality that is heavily
influenced by technological advances—medical profession-

als have adopted concepts like “dignity” and “double ef-
fect,” as well as new terminology, to handle new challenges
to the profession. Terms like “futility,” “vegetative state,”
and “brain death” have become indispensable in the medi-
cal setting. The question is whether these concepts and terms
are designed chiefly to serve the physicians or the patients.
My thesis is that they serve primarily the physicians, often
at the expense of patients’ best interests. Indeed, such lan-
guage can be offensive and degrading, even harmful, to
patients.

In the field of medical ethics, some of the concepts and
terms convey a clear meaning. Thus, when they are used by
a speaker or writer, they convey that person’s point of view.
For instance, if a person declares his association with the
“pro-life” movement, it is clear that he is, generally speak-
ing, against the practice of abortion. Conversely, if some-
one associates herself with the “pro-choice” movement, it
is clear that this person is, generally speaking, in favor of a
woman’s right to choose the fate of her pregnancy.

Similarly with the end-of-life debate, we find many
phrases that have a clear meaning. “Life has intrinsic value,”
“sanctity of life,” “doctors as hangmen,” “doctors playing
God”: People who use these terms would surely be opposed
to active euthanasia. Other terms often used are “persistent
vegetative state” and “brain death.” Over time, these terms
began to represent a particular point of view. People who
use them would most probably argue that it is pointless
(“futile”) to maintain life-sustaining treatment for such patients.

Some of the terms used by ethicists are not clear, how-
ever, and careful reading is needed before making up one’s
mind as to the intentions of the speaker or writer. These
terms might be used by advocates of opposite points of
view, each justifying his or her position by resorting to the
same language. For instance, one who speaks of “double
effect” or “death with dignity” might be an advocate of
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active euthanasia, mercy killings, and physician-assisted suicide,
or might side with those who are against these practices.

Finally, some of the terms used by ethicists might be
transient, i.e., once they had a dubious meaning, but in-
creasingly became loaded, and today are associated with
one school of thought. This is the case with “quality of
life.” In the past, the term was used by ethicists holding
viewpoints across the spectrum of ideas, but increasingly
became associated with active euthanasia advocates,1  and
now contrasts with the notion of “sanctity of life.”2

Because phenomenology is important—language does
play a critical role in the shaping and reshaping of our ex-
istence—we must reflect on the language people use to de-
scribe their experiences, especially those concerning life and
death. Let me start by canvassing the concept of dignity.

“Death with dignity”
Death with dignity is one of the most complicated and fas-
cinating subjects in medical ethics. The term “dignity” is
derived from the Latin noun dignitas, which means: (a)
worthiness, merit; (b) greatness, authority; and (c) value,
excellence. The noun is cognate with the adjective dignus
(worthy), from the Sanskrit root dic and the Greek root
deik, which have the sense of “bringing to light,” “show-
ing,” or “pointing out.”3

When using the phrase “death with dignity,” liberals
refer to both (1) the timing of death (e.g., people should be
allowed, whenever possible, to choose the time of their
departure); and (2) the way people die (e.g., with the help
of medical professionals, people should be able to control
the process of dying—maintain autonomy until the end of
life, not be humiliated, perceive themselves with honor).
The concept of dignity refers to a worth or value that flows
from an inner source. It does not come from the outside
but rather is intrinsic to the bearer. As Ulrich notes, a paint-
ing may have value, but it does not have dignity. The value
is placed upon it by members of the artistic community in
light of the skill of the artist and the aesthetic priorities of
the community. The value does not derive from the paint-
ing itself. Persons, on the other hand, can be said to possess
dignity as an inner source of worth. If this were not the
case, they would simply be the bearers of instrumental value
like all other objects in the world. Instead, human beings
are set apart and treated in special ways.4

Unlike Leon Kass, I do not conceive of dignity as an
aristocratic term of distinction.5  We all have a right to dig-
nity. Dignity must be accorded to every person from birth—
some say from the moment of conception. We are both
endowed with dignity and have the right to be treated with
dignity. Furthermore, dignity involves not only objective
but also subjective notions. It is the source from which hu-
man rights are derived. It refers also to one’s own feelings
about oneself.6  To have dignity means to look at oneself

with self-respect, with some sort of satisfaction. It means to
feel human, not degraded. By a subjective concept of the
self, I mean how a person conceives of her life, her achieve-
ments, and her place in the world. The subjective evalua-
tion is affected by the individual’s self-respect, relative to
the abilities she believes she possesses, and relative to her
peers and surroundings. For example, an independent, ac-
tive, and energetic person with desires and ambitions, who
becomes in her own eyes dependent on others, who reaches
the conclusion that her life has become a burden to herself
and the people she loves, might lose her sense of humanity
as well as her self-respect, This might lead her to lose inter-
est in life and to choose death.7

More specifically and with reference to the role of phy-
sicians, preserving dignity means helping patients to feel
valuable. The physical move from the familiarity of the home
to the estranged hospital entails the transformation of a
“person” to a “patient.” Sometimes, the patient is even re-
duced to a mere “case,” stripped of personality, represent-
ing an interesting disease to be studied, a valuable tool for
advancing physicians’ research.8  This shift from a person
to a patient to a case betrays human dignity. The preserva-
tion of dignity involves listening to the patients’ complaints;
helping patients cure their diseases, or at least assisting them
in the control of their pain; responding to their distress and
anxieties, making an effort to relieve them; demonstrating
sensitivity to the physical indignities that occur with severe
illnesses; making patients feel like human beings and not
infants, case studies, or—worse—bodies that occupy beds
and consume resources. Patients can feel that their self-re-
spect is undermined by their deteriorating condition. Main-
taining patients’ dignity requires physicians as well as pa-
tients’ families to reinforce the patients’ sense of self-re-
spect. The aim is to secure dignified living under severe
health conditions.

Like “quality of life,” the term “death with dignity”
was once used by ethicists with differing positions. But be-
cause of its extensive use by advocates of physician-assisted
suicide and active euthanasia, this concept is more clearly
associated today with the active euthanasia movement.

Patients in a “persistent vegetative state”
There are those who focus on the right to “die with dig-
nity” and who would like living wills or advance directives
to be options offered to and followed on behalf of all pa-
tients, including persistent vegetative state (PVS) patients.

The connotations of the term, “persistent vegetative
state,” are demeaning. The term is used in reference to pa-
tients who are in the twilight zone between life and death.
In referring to these individuals, I prefer the terms “pro-
longed unawareness” and “post-coma unawareness” (PCU).
The logic for using these terms has both medical and ethi-
cal considerations. First, medically speaking, the term “pro-
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longed unawareness” has replaced the term “prolonged
coma” because “coma” (an acute sleeplike state of
unarousability) is commonly defined today in terms of three
elements: closed eyes, no utterance of meaningful sounds,
and no adequate motor reaction to external stimuli. If any
one of these elements is missing, the term “coma” should
not be used and the term “unawareness” used instead. PCU
patients, unlike patients in a coma, have sleep-wake cycles.9

Also, whereas a serious injury to the brainstem causes a
deep, irreversible coma because the brainstem regulates the
awareness mechanism, the damage in cases of PCU is in the
cerebral hemisphere and the possibility for awakening re-
mains.

Second, the use of “vegetative” to describe a state of
prolonged unawareness is ethically suspect. The term “per-
sistent vegetative state” was coined by Jennett and Plum to
describe a set of clinical features associated with profound
brain damage.10  They wanted to identify an irrecoverable
and permanent state, but they named the syndrome “per-
sistent” because they did not have the data to verify an irre-
versible state.11  Upon introducing the term in 1972, they
commented that it was a neutral term, with no derogatory
connotations.

“To vegetate” is defined by the Oxford English Dictio-
nary as “to live a merely physical life, devoid of intellectual
activity or social intercourse”; “vegetative” is defined as “an
organic body capable of growth and development but de-
void of sensation and thought.” To the layperson, the term
suggests a limited and primitive responsiveness to external
stimuli; to the doctor, it means that there is relative preser-
vation of autonomic regulation of the internal milieu.12  To
me, it dehumanizes patients and, therefore, is offensive to
the dignity of patients and their family and other intimates—
their beloved people. It implies that these patients are veg-
etable-like, inferior, subhuman beings and perhaps unwor-
thy of treatment as humans. From “vegetative,” it is very
easy to slip to “vegetables,” as doctors and even leading
authorities in the field have done.13  No one would like to
be treated as a carrot or a potato, nor would anyone like
the idea that a loved one would be treated as such. Because
language is—to a great extent—a reality-building instru-
ment, a warning should be raised against the use of dis-
criminatory and demeaning terms that could cause medical
personnel to disrespect patients. We should strive to de-
scribe patients’ conditions without offending them or their
loved ones; in our descriptions, we should not strip pa-
tients of their human and moral characteristics.

While “vegetative” is a biased, even degrading term,
the terms “prolonged unawareness” and “post-coma un-
awareness” are more neutral. Obviously, there are costs in-
volved in changing a medical term. But the major obstacle
is to acknowledge that it was the wrong term to choose in
the first place because it is unethical and offensive and be-
cause of the dire consequences that might result when us-

ing the term to describe patients. After all, there isn’t much
point in spending scarce and costly resources on mere veg-
etables. On the other hand, the terms “prolonged unaware-
ness” and “post-coma unawareness” describe without any
bias a certain state of living. The terminology used by doc-
tors in this matter is crucial. For if human life and the dig-
nity of the patient are our first and foremost consideration,
then we should use terms that describe the situation with-
out bias, and without offending the people concerned.

Some specialists speak of “persistent” or “permanent
vegetative state” as if it were a defined condition, without
looking for any variations in the condition—without pay-
ing any attention to what caused the condition, the length
of the condition, and other factors that are pertinent to the
evaluation of the state of unawareness.14  Others hold that
“Persistent vegetative state . . . should be considered a form
of death.”15  This is not an illogical step to take after legiti-
mizing the term “persistent vegetative state” and describ-
ing human beings as vegetables. These scholars suggest re-
defining death away from whole-brain death to post-coma
unawareness. They speak of a trend through court deci-
sions of slowly moving toward a reformulation of the defi-
nition of death. Financial costs play a crucial role in their
considerations, a fact that is reflected in the reports of the
Hastings Center and the Society of Critical Care Medicine.
These reports concluded that providing intensive care to
patients in persistent vegetative states is generally a misuse
of resources. Consequently, treatment of such a patient could
be withdrawn even without the patient’s advance directive
or approval of the legally appointed surrogates.16  Indeed,
research indicates that resuscitative treatment has been with-
held from post-coma unawareness patients without prior
directives from the patients or without the consent of their
families.17

I find these developments alarming. There is room to
suspect that the use of language was instrumental in gener-
ating a dismissive attitude towards this group of patients.
The basic problem is that an economy of words has mini-
mized or even eliminated the differences among patients.
Post-coma unawareness may be the general condition of
these patients, but there are clear differences that we must
take into account when evaluating each and every patient.
We cannot and we should not characterize all patients with
a single term. We must be aware of the variations that led
to their situation—their particular condition, age, the time
involved, and other relevant criteria.18  We must resist the
temptation of resorting to a single criterion, itself reduced
to a stylized term—persistent vegetative state—which might
lead to treating patients inappropriately.

A study conducted among nurses at Toronto Hospital
on the question of whether they support organ donation
from patients with post-coma unawareness revealed a ma-
jor cause of concern with the lack of certainty in diagnosis
and the varying degrees of PCU.19  Borthwick argues that
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there are unquestionably hundreds of people in the United
States who now are being treated as if they are in a persis-
tent vegetative state when they are not.20  In another essay,
I suggested that we should adopt a two-year waiting policy
with patients who are younger than 50 years old and whose
situation was caused by traumatic incidents.21  This period
of time is necessary to verify their medical condition and to
allow them an opportunity to recover.22

“Futility”
The Latin word futilis refers to actions or instruments that
are inherently “leaky” and therefore ill-suited to achieving
the desired end. The implication is that the use of leaky
means would always be in vain as the leak would make
failure inevitable.23  According to the general definition of
Schneiderman and Jecker, “medical futility” means any ef-
fort to provide to a patient a treatment that is highly likely
to fail and whose rare exceptions cannot be systematically
produced.24

One could think of three sorts of futile treatment. First,
it is futile to provide treatment that does not produce posi-
tive effects. For instance, using plaster to treat cancer or
chemotherapy to treat a Parkinson patient would be futile.
Similarly, tube feeding or intravenous fluids would be futile
treatments—as well as possibly painful—for patients who
are no longer able to assimilate nourishment or fluids. Con-
sider a patient with severe congestive heart failure. Intrave-
nous feeding cannot be tolerated by the patient because the
fluid would be too much for the weakened heart. Or con-
sider a patient with a severe clotting deficiency and a nearly
total body burn. Gaining access to the central veins is likely
to cause hemorrhage or infection; nasogastric tube place-
ment may be quite painful; and there may be no skin to
which to suture the stomach for the tube.25

Second, it is futile to provide a radical treatment whose
side effects outweigh the good emerging from the treat-
ment. If the side effects are too severe, the patient is better
off without the particular treatment.

Third, it is futile to treat a disease when the patient is
suffering from a more pressing life-threatening disease. For
instance, it is futile to treat the gangrene in the leg or to
perform an amputation on a cancer patient if the patient is
likely to die from the cancer in a few days.

Much of the debate about futility is taking place in the
United States. The general context is the need to set limits
on health-care expenditures. Concerns about costs often
underlie the appeals in the clinical setting and public policy
discussions that treatment under certain situations is futile.
Doctors who generally argued that loyalty to their patients
required that every potentially beneficial treatment be of-
fered—that it was impossible to put a price on life, that
even if the chance of success was only one in a million, they
would still be ethically obligated to provide it—suddenly

changed their minds. Instead, they began to argue that it
was “unethical” to provide such treatments. When reim-
bursement incentives changed so that doctors began to lose
money instead of making money from providing certain
treatments, doctors discovered an ancient ethical obliga-
tion to refrain from providing these treatments.26

One study speaks of “futility” in the context of a medi-
cal condition in which the diagnosis is of a fatal and incur-
able disease, death is expected to occur within three months,
and survival is not expected even if aggressive treatment is
provided.27  The problem is that doctors are quite often not
able to ascertain that the above conditions are met. More-
over, a treatment, such as CPR, is futile when it offers no
benefit to the patient because maximal therapy has failed
and no physiologic improvement is possible. Under these
circumstances, a unilateral decision by physicians to with-
hold therapy is argued to be in order. But the question arises:
At what percentage chance of recovery should a treatment
be considered futile? Are treatments futile at a 1 percent
chance of success, a 2 percent chance of success, an 8 per-
cent chance of success?28

Schneiderman and colleagues have argued that a treat-
ment should be considered futile when 100 consecutive
patients do not respond to it or if the treatment fails to
restore consciousness or alleviate total dependence on in-
tensive care.29  Truog and his colleagues wonder how simi-
lar these 100 patients must be. They press the question of
whether, in assessing the efficacy of mechanical ventilation
to treat pneumonia, it is sufficient simply to recall the 100
most recent patients who received artificial ventilation for
pneumonia, or whether this group of 100 must be strati-
fied according to age, etiologic organism, or coexisting ill-
ness. Clearly, they argue, many of these factors will make
an important difference in determining if a particular treat-
ment is futile.30

On my part, I wonder at which point one could deter-
mine that a given treatment had failed to restore conscious-
ness. It might be the case that short-term treatment will
produce no positive results. The unqualified statement by
Schneiderman and colleagues opens the door to stop treat-
ment prematurely. What if the treatment alleviates signifi-
cant dependence on intensive care, but not total depen-
dence? Why such treatment would still be considered futile
is unclear. After all, even according to the general defini-
tion of Schneiderman and Jecker, it is possible to discern a
benefit to a patient whose condition progressed from total
dependence to some independence, and there is no reason
to think that such treatment would necessarily be likely to
fail.

Futility is an elusive concept. As an evaluative instru-
ment, it is used to say that a certain treatment would be
ineffective because it would not yield any significant posi-
tive results or that the treatment would be inappropriate
because its benefits are questionable. In public policy, the
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concept of futility could be used to sanction restrictions in
the allocation of health-care resources. After all, patients
cannot demand futile therapy, and society and doctors are
under no obligation to provide it. In terms of ethics and the
law, a physician’s opinion that treatment is futile lessens his
or her obligation to the patient. A claim of futility is sup-
posed to rest on reasonable medical judgment. The prob-
lem is that physicians disagree about the type of clinical
evidence necessary to support this reasonable medical judg-
ment. Doctors often disagree not only about the likelihood
of treatment success, but also about the value of certain
outcomes. Some physicians would consider a treatment
futile if all it could provide was a chance to survive for a
couple of weeks. Others would consider this a reasonable
goal. Dying patients might consider this lengthening of their
lives a supreme value.31

Recently, members of the Council on Ethical and Judi-
cial Affairs concluded that they found great difficulty in
assigning an absolute definition to the term “futility” since
it was an inherently value-laden term. Thus, they recom-
mended instead a fair process for determining and subse-
quently withholding or withdrawing from what was felt to
be futile care. The process insists on giving priority to a
patient’s or proxy’s assessment of worthwhile outcomes,
accommodating community and institutional standards, and
listening to the quantitative, functional, and interest per-
spectives offered by the parties involved.32

In her powerful critique of the concept of futility, Rubin
argues that futility is an insufficient ground on which a phy-
sician can engage in unilateral decision-making. That is,
physicians should not be justified in refusing unilaterally to
provide treatment based on their opinion that the treat-
ment would be futile. According to Rubin, the concept of
futility distracts us from addressing ethical questions about
the role of medicine and the relationship between physi-
cians and their patients. Rubin is disturbed by the simplistic
terms with which clinicians are encouraged to make judg-
ments regarding futility, and she is skeptical of attempts to
separate these judgments into factual and evaluative state-
ments. She rightly suggests that, at a minimum, patients
must always be given an opportunity to participate in the
decision-making process and that this opportunity must be
genuine and meaningful for the patients.33

Likewise, in a postscript written after publishing sev-
eral essays on futility, Childress argues for restricting the
term more narrowly than he intended at first, in part be-
cause appeals to futility have become a way to restore a
kind of medical paternalism, to reinstate medical authority
over patient and familial decision-making, to mask value-
laden judgments as value-free and objective, to disguise ra-
tioning decisions, and so forth. Childress maintains that
appeals to medical futility serve to stop conversation rather
than to invite open discourse about the values involved in
treatment and nontreatment decisions, whether in caring

for particular patients or in rationing care.34

Some maintain that the situation of PCU patients is
futile. By resorting to the term “futility,” physicians project
a certain attitude to the patients and their families. The
Santa Monica Hospital Medical Center’s Futile Care Guide-
lines address situations where the attending physician deems
further treatment to be futile, but the patient or her loved
ones insist on continuing treatment. It was the hospital’s
best interests that evoked the need for such guidelines, not
the patients’ best interests. The policy defines futile care as
“any clinical circumstance in which the doctor and his con-
sultants, consistent with the available medical literature,
conclude that further treatment (except comfort care) can-
not, within a reasonable possibility, cure, ameliorate, im-
prove or restore a quality of life that would be satisfactory
to the patient.” One such clinical condition that was given
is “persistent vegetative state.”35  I contest this unqualified
statement. Studies show that physicians must have some
data about the prolonged unawareness—the causes for this
condition, the age of the patient, and the time since the
onset of the unawareness—before concluding that treating
post-coma unawareness is “futile.”36

Let me reiterate: Physicians are not prophets. They may
carefully predict certain events according to the available
data. They can say, to the best of their knowledge, that
some diseases lead to certain death and that current medi-
cine cannot reverse the trend. But they cannot determine
with absolute certainty how long a person will live, and
they should not formulate guidelines without making proper
qualifications. Great Britain’s highest court has recognized
the lack of medical knowledge in this sphere. In the Bland
case, the court ruled that cases concerning patients in pro-
longed unawareness should continue to be brought before
the court for review “at least for the time being and until a
body of experience and practice has been built up.”37

“Double effect”
The ethical concept of double effect is used to justify medi-
cal treatment designed to relieve suffering where death is
an unintended, though foreseeable, consequence. It comes
from the double effect doctrine developed by Roman Catho-
lic theologians during the Middle Ages. These theologians
developed the doctrine as a response to situations where it
was impossible to avoid all harmful consequences of a re-
quired action. The doctrine makes intention in the mind of
the actor a crucial factor in judging the moral correctness
of the action. According to Roman Catholic teaching,  it is
never permissible to intend the death of an innocent per-
son—that is, one who has not forfeited the right to life by
the way he or she has behaved, e.g., by threatening or tak-
ing the lives of others.38

The double effect doctrine, as applied to medicine, is
based on two basic presuppositions: the doctor’s motiva-
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tion is to alleviate suffering; and the treatment must be pro-
portional to the illness.39  The doctrine applies if 1) the de-
sired outcome is judged to be “good” (e.g., relief of suffer-
ing); 2) the “bad” outcome (e.g., death of patient) is not
intended; 3) the “good” outcome is not achieved by means
of the “bad,” and 4) the “good” outcome outweighs the
“bad.”

I am not opposed in principle to the double effect doc-
trine, although my lack of opposition stems from practical,
rather than ethical, considerations.40  I think the doctrine
offers a different terminology and also a practical—albeit
not altogether sincere—way to deal with a pressing prob-
lem. Religious authorities speak of double effect and doc-
tors use it in their practice. This doctrine serves both spiri-
tual leaders and careful healers as a way out of dealing di-
rectly and sincerely with the question of mercy killings and
physician-assisted suicide. Undoubtedly, the doctrine pro-
vides a better solution than letting people die slowly in ter-
rible agony. Using the doctrine, doctors prescribe large doses
of medication knowing that, as a result, suffering will be
lessened and life shortened. They feel comfortable with what
they are doing: They are not breaking the law; they are
acting in accordance with their medical understanding and
providing solace to suffering patients.

There are patients who do not want to play the doctor’s
game and speak of “double effects” that would allow the
doctor to prescribe to them a lethal dose of drugs (which
would shorten their lives while safeguarding the doctor’s
legal position). They seek a way out from a troubling exist-
ence. Why should their fate be worse than those who are
able to commit suicide without assistance? Is it right that
their inability to terminate their own lives forces them to
continue to live under conditions they see as humiliating
and pointless?

In 1990, the magistrate court of Tel Aviv received an
appeal made by a patient named Benjamin Eyal. Mr. Eyal
suffered from amyotrophic lateral sclerosis (ALS), a disease
that causes progressive paralysis of the muscles of the face,
tongue, throat, respiratory system, shoulders, hands, and
legs. In its final stages the patient cannot swallow, speak,
cough, or breath unaided.41  One specialist described this
situation as “a living hell.”42  Mr. Eyal, aware of the ex-
pected process, asked not to be attached to a respiratory
machine when he could no longer breathe spontaneously,
but to be allowed to die. He expressed this wish in an affi-
davit, in a video, and verbally. The medical specialist who
testified before the court said that his commitment to care
for Mr. Eyal “does not include a duty to prolong life of
unimaginable suffering by committing an intrusive act that
could be avoided by following the will of the patient.”43

Judge Uri Goren decided to accept the appeal. He empha-
sized that such a decision concerning life and death should
be made by a senior hospital administrator, either by the
director of the hospital or by the head of the particular

department. This was because the decision involved con-
siderations of medical expertise, moral values, religion, and
ethics.44

Benjamin Eyal died of complications before the dis-
ease had reached its final stage and before a respirator was
necessary. Thus, the physicians at his nursing home did not
have to act upon the court’s decision. For the sake of argu-
ment, however, let us suppose that the final stage had been
reached, and the physicians refrained from connecting Ben-
jamin Eyal to the respirator machine. Would it have been
humane to witness Mr. Eyal suffocating to death? I asked
one of Mr. Eyal’s senior doctors if it would have been pos-
sible for him to stand idly by while his patient was choking
to death. The doctor’s replied: “Of course not. I would
give Eyal something to shorten his suffering.”

I think that this is a humane answer, in harmony with
the morals of a humane practice of medicine. Any other
answer, opposed in principle to active intervention, would
be inhumane and cruel. Under such circumstances, when
the patient is suffering and expresses his or her will to die,
and the doctors admit that they are unable to cure the ill-
ness and all that they can do is ease suffering, there are
strong reasons to consider active termination of life.

The double effect doctrine provides a better solution
than letting people like Benjamin Eyal and Sue Rodriguez45

die slowly in agony. In their everyday medical practice in
hospitals, there are many instances in which doctors apply
the doctrine. Although the result of their actions may be
the death of the patient, their intention was to alleviate
pain and suffering, not to kill. However, I suspect that there
are many cases in which the intention is to kill the patient
simply because no hope for recovery exists, the doctor thinks
that there is no point in prolonging life, and the patient
wishes to die, as in the Eyal case. It is time to be honest
about this and describe what the doctor really intends in a
sincere manner. Doctors terminate life under the guise of
double effect because most countries do not allow physi-
cian-assisted suicide or other forms of mercy killing.

In their critique of the double effect doctrine, Timothy
Quill, Rebecca Dresser, and Dan Brock argue that the
doctrine’s complexities and ambiguities have limited its value
as a guide to clinical practice and have impaired patient
care. They conclude that the rule is not a necessary means
to adequate pain relief because informed consent, the de-
gree of suffering, and the absence of less harmful alterna-
tives exist. 46

“Brain death”
More than 30 years ago, an ad hoc committee at Harvard
Medical School promulgated criteria for the transplanta-
tion of vital organs from a donor.47  Although the commit-
tee described the condition that any permissible donor
should be in a state of “irreversible coma,” this condition
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came to be known as “brain death” in the years that fol-
lowed. The committee was explicit that one of the impor-
tant purposes of the document it produced was to enable
the nascent field of organ transplantation.

Although the diagnosis of brain death is among the
most straightforward in the practice of medicine, there is
evidence that clinicians are frequently confused by the con-
cept. One study of physicians and nurses frequently involved
with questions of brain death and organ donation found
that only 35 percent were able to correctly identify the le-
gal and medical criteria for determining brain death. Most
of the respondents reported using inconsistent concepts of
death. Moreover, most did not believe that the brain dead
patients were really dead, although they nevertheless felt
comfortable with the process of organ procurement on the
basis that the patients were permanently unconscious and/
or would soon be dead.48  Rather than conclude that these
clinicians were either unsophisticated or poorly trained, an
accompanying editorial expressed the view that the confu-
sion about brain death was actually appropriate, given the
concept’s inherent inconsistencies.49

In a recent essay, Bob Truog explores why the concept
of brain death may be seen as an inappropriate—or at least
outdated—means of determining death in today’s patients.
Truog reviews the work of the 1968 ad hoc committee and
proposes four questions that the committee sought to ad-
dress with the notion of brain death:

1. When should life support be withdrawn for the
benefit of the patient?

2. When should life support be withdrawn for the
benefit of society?

3. When is a patient ready to be cremated or buried?

4. When is it permissible to remove organs from a
patient for transplantation?

Truog argues that in 1968, the first question was very
important because removal of a ventilator from a living
patient was legally viewed as a homicide. Now, however,
the situation is entirely different. In most intensive care units
(ICUs), more than half of the patients who die have had
some form of life-sustaining therapy discontinued. The rel-
evant question before removal of a ventilator is not, “Is the
patient dead?” but rather, “Do the burdens of mechanical
ventilation exceed the benefits?” The notion of using brain
death to address the question of when to withdraw life sup-
port for the benefit of the patient—so central to the rea-
soning of the Harvard committee in 1968—has become
virtually irrelevant over the last three decades.

In contrast, the second question about allocation of
resources is perhaps even more important today than it was

in 1968. However, the problem is not that ICUs are going
to be overrun by brain dead patients on ventilators and that
their beds are actually needed by others. Now the question
is whether we can continue to provide expensive treatment
that will have marginal benefit to individuals who are at the
extremes of their lifespan or who have profoundly dimin-
ished capacities. Whatever the answer, Truog argues that
this difficult question cannot be solved with the concept of
brain death.

The third question differs from the first two in that it is
essentially uncontroversial. We have always buried or cre-
mated people after their pulse and breathing ceased. Even
when a person has been diagnosed dead by neurological
criteria and the ventilator removed, clinicians still must wait
until the patient is pulseless and without breath before re-
moving the body to the morgue. Consequently, as Truog
argues, the concept of brain death is again irrelevant to
answering one of the questions the concept was originally
designed to answer.

Finally, we are left with the question of when it is per-
missible to remove vital organs from one patient for trans-
plantation into another. From this discussion, it should be
clear that the sole purpose of the term is to categorize per-
sons from whom transplantation is possible. No wonder
clinicians have been confused by this description of death—
it isn’t about making a diagnosis of death, but about facili-
tating the procurement of organs for transplantation.50

Truog maintains that at the very least this type of rational-
ization should prompt us to reevaluate whether the linkage
between brain death and organ transplantation still makes
sense and whether there might be better ways to address
the need for transplantable organs.51

According to Truog, the concept may also be an inac-
curate description of death. He notes that clinicians have
observed that patients who satisfied the tests for brain death
have frequently responded to surgical incision at the time
of organ procurement with a significant rise in both heart
rate and blood pressure. This suggests that integrated neu-
rological function at a supraspinal level may be present in
at least some brain dead patients.  This may indicate a sig-
nificant disparity between the standard tests used to make
the diagnosis of brain death and the physiological condi-
tions these tests are purported to measure. Faced with these
troublesome facts, we need to acknowledge that the crite-
rion for whole brain death is only an approximation of when
death occurs.52

Conclusion
The current health-care environment presents many dilem-
mas and challenges concerning possible conflicts of interest
among the medical staff, patients, and other elements of
the economic structure within which they operate. Ethics
entails taking responsibility for one’s actions and speech;
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being sensitive to the people with whom one is dealing; not
offending them without justifiable grounds.

There is a need to introduce more ethics into the medi-
cal school curriculum, to improve knowledge and under-
standing of ethical principles while also equipping medical
students with communication skills to convey and exem-
plify these principles. Research shows a positive correla-
tion between medical schools’ teaching higher-level moral
reasoning and medical students’ developing moral reason-
ing and, in turn, good clinical performance.53  Progressively
sophisticated ethics education should be integrated into the
medical school curriculum.

Teaching medical ethics successfully requires medical
schools to commit significant material and moral support.54

This teaching can take the form of lectures that include
pertinent films and video clips55  as well as recent fictional
and autobiographical literature about doctors and medi-
cine.56  The lectures should be accompanied by small-group
tutorials and clinical visits that discuss potential ethical di-
lemmas as well as real situations and patients in the wards.57

The traditional model of ethics teaching—case-based and
issue-oriented, emphasizing the knowledge and cognitive
skills necessary for ethical decision-making—should be
maintained.58  In addition, workshops and ethics rounds in
hospitals in which a medical ethicist discusses with resi-
dents their ethical dilemmas are solid ways to provide prac-
tical ethics education.59  Several studies evaluating the ef-
fect of medical ethics education have shown that both lec-
tures and discussion of cases have improved the moral rea-
soning scores of medical students and that the small-group,
case-study format promotes the development of moral rea-
soning even more than the lecture format.60  In controlled
trials, Sulmasy and colleagues found that lectures and dis-
cussions of ethics increased medical residents’ knowledge
and confidence in addressing ethical issues.61  Similarly,
Wenger and colleagues have argued that a medical ethics
curriculum can increase residents’ knowledge and aware-
ness of ethics, particularly in the areas of informed consent
and physician-patient relationships.62

One of the main problems in patient-doctor relation-
ships arises from the fact that doctors are often oblivious to
the feelings of their patients, unaware that their behavior
and wording cause their patients anguish. This is not to say
that doctors are intentionally unethical. Instead, they are
aethical, not appreciating the power of words and the con-
sequences that words have on their patients. Because doc-
tors lack time, they adopt short and concise terms that they
understand well and that serve their interests. These terms
do not necessarily serve the patients’ best interests.

The lack of time is a crucial factor. As Wear notes, not
only does it usually preclude the growth of an indepth rela-
tionship between physician and patient, but it has other
detrimental effects. All communication or counseling be-
tween the parties, including informed consent, must be sand-

wiched in between many other diagnostic and therapeutic
agendas. This means that communication will not occur in
an unfolding process of mutual exploration, feedback, and
understanding—the sort of communication that we would
expect to produce true patient understanding.63

Studies consistently show that effective communica-
tion between clinicians and patients is a critical determi-
nant of patient satisfaction.64  Many health organizations
are aware of the need to promote communication skills
and, consequently, they provide condensed training pro-
grams (e.g., “Thriving in a Busy Practice: Physician-Patient
Communication”) in which tens of thousands of clinicians
have taken part.65  However, this is not enough. Communi-
cation skills programs need to be longer and more inten-
sive, teach a broader range of skills, and provide ongoing
performance feedback.66  There is a need for doctors to in-
vest more time talking with patients and their beloved
people. Honesty, promise keeping, confidentiality, caring,
and empathy are essential for effective communication,
which, in turn, is the building block for an effective physi-
cian-patient relationship.67

In his landmark work, The Silent World of Doctor and
Patient, Jay Katz spoke of the silence that used to surround
patients, arguing that historically the doctor-patient rela-
tionship was based on a one-way trust. Physicians conversed
with patients about all kinds of things, but they did not,
except inadvertently, employ words to invite patients’ par-
ticipation in any decision-making.68  Katz criticized doctors
for encouraging patients to relinquish their autonomy, and
he demonstrated the detrimental effect their silence had on
good patient care. Katz acknowledged the growing need in
this age of medical technology for more sincere communi-
cation and a new, informed dialogue that would respect the
rights and needs of both physicians and patients.

The new ethos of patient autonomy and the emerging
doctrine of informed consent have contributed in recent
years to creating more avenues of communication between
doctors and patients. In the United States, the federal Pa-
tient Self-Determination Act and managed care have height-
ened our awareness of communication and what it can ac-
complish. The Act, which went into effect on December 1,
1991, promotes the principles of informed consent. It lays
the foundation for the exercise of the patient’s decision-
making authority, which affects the course of treatment for
all patients whether or not they possess decision-making
capacity.69  In turn, managed care has demonstrated the di-
rect links among doctor-patient communication, treatment
outcomes, and malpractice liability.70

As the silence at the bedside is replaced by mutual ex-
ploration and discussion, patients’ concerns and fears should
become more apparent to clinicians and can be formally
anticipated, rather than be allowed to fester unnoted and
cause trouble later.71  A strong connection exists between
the soul and the body; consequently, doctors who are edu-
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cated to fight for the life of their patients should not resort
to using terms that might weaken their patients’ will to live.
Doctors must strive to use not only simple, non-technical
language to insure that patients and their loved ones not
only understand the information disclosed but also are not
offended by it. Dehumanizing terms like “persistent veg-
etative state” should be excluded from medical discussions
for ethical reasons. Thoughtful and sensitive explanations
should replace the concise and brutal terms that fall like an
axe on patients and their beloved people. Terms like “double
effect” and “futility” should be explained in detail and with
sincerity. The motivation for using these terms and others,
like “brain death,” needs to be clarified. Doctors and pa-
tients, public leaders and religious figures, ethicists and in-
tellectuals of social and philosophical backgrounds, psy-
chologists, social workers, and others who care about pa-
tients should all take part in these discussions.
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