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Abstract

Ever since biblical time, voluntary euthanasia debate has raged unabated. There is no realistic prospect that the debate is going away in the near future.  This article represents a continuation and extension of the physician assisted suicide (PAS)and euthanasia debate. The article reports upon a constructed dialogue between a terminally sick cancer patient laboring under great pain and suffering who wanted to die a peaceful and dignified death and a humanistic doctor committed to saving life personally and professionally who refused to engage in PAS.  It is not the purpose of this article to break new grounds in theory or adduce additional evidence for or against PAS.  In its essence and at its heart, this article is a reassessment of the old (arguments) and prospecting upon the new (possibilities). The enterprise on hand is to create conducive conditions for new or different or creative ideas to emerge in the process of reexamining, reinterpreting, and renewed understanding (the limitations as well as potentiality of) old ones. It is further hoped that if such ideas are favorably received, explored, cultivated and expounded upon by the readers involved they will some day take root and blossom, creating different school of thoughts in the near term and making possible radical paradigm shift in the long term. 
A Matter of Life and Death: A Very Personal Discourse
It is nevertheless arguable that the right to live entails the right to shape one’s life, and this right in turn entails the opportunity, if one wishes, to bring one’s existence to an end.







    Laurence Tribe (1978)

At the heart of liberty is the right to define one’s own conception of existence, of meaning, of the universe, and the mystery of human life.







     Planned Parent hood v. Casey (1992)
 

It is indecent to live longer – to go on vegetating in coward dependence on physicians and medications, after the meaning of life …has been lost, ought to prompt a profound contempt in society.






         Nietzsche (1888)

No society functions without the recognition that life may be terminated for good reasons. 
Daniel C. Maguire (1974)

Introduction

Ever since biblical time,
 voluntary euthanasia
 (to some it is a “right to quality of life”) debate has raged unabated. There is no realistic prospect that the debate is going away in the near future.
  Every new discovery of medical technology promises fleeing, albeit self-induced, hope for a few wishful patients struggling to live,
 as it creates endless suffering, that is externally imposed, for many despondent patients wanting to die.
 This has led a scholar to observe in resignation: “But the same medical technology that affects these miraculous cures and give hope to the afflicted can also sustain biological existence over many years for patients who are, or will soon be, clinically dead.”
  In the background and always ready at a moment’s notice are the “rapid reaction forces” of the pro-life and pro-choice camps.  Given any opportunity – a humanitarian doctor serving up deliverance to terminally ill people 
or a Solomon court rejecting a right to assisted-suicide
 - the advocates of “tolerable” life
 and promoters of “liberating” death 
 spring to life, ready and willing to engage in another all or nothing epic battle; all the time hoping for a swift and decisive victory but most of time anticipating protracted and nondescript exchanges. View in this light, the “right to die” campaign is a long-term engagement, not a one-time encounter; a series of skirmish not a one-off duel. In this regard, the debate resembles more a Vietnam war with shifting intellectual terrain to be negotiated than a WWII battle with distinctive mental territory to be won.
 The whole “right to life” saga is a remade of “All Quiet on the Western Front”
 with characters taken out of “Old Man and the Sea.”
 More specifically, there are plenty of pain and suffering to go around for the foot soldiers of euthanasia in the trenches and at the front – from frustrated patients to tormented doctors - that is depressing to watch and disheartening to contemplate,
 but there are also an abundance of courage and perseverance in the character of the patients, the hearts of the doctors and the minds of advocates - that is too awesome to fathom with our conventional wisdom
 and much too inspiring to capture with our limited vocabulary.
 
On the surface the debate appears to be simple and straightforward.  It involves two fundamental questions focusing on the power of society vs. the rights of individuals, i.e. “How far do we go to save a life?”
 (society) Vs. “How much autonomy do I have to live the life I wanted?” (patient). However, deep down the issues involved are as complicated as they are morally divisive, intellectually contentious and emotionally wrenching. As a “right to life” scholar put them, the issues are: “What is the value of human life? When does life cease, and what are our obligations when it does? By what moral license may a human being claim the right to end his own life, and what moral duties fall upon doctors or others who are asked to assist him? What, indeed, is the purpose of medicine, and to what extent should the doctor-patient relationship be regulated?  Should the law guide or follow behaviors in this area, and who should decide, courts or legislatures?”
 The same another scholar suggested: “To think about these matters is to confront some of the central questions of human condition: belief in God and immorality of the soul, the nature of moral and legal obligation, and the origin of one’s duties to neighbor and self, to name only a few.”
 To these questions no agreement is in sight; people cannot even agree to agree.
This article represents a continuation and extension of the PAS and euthanasia debate. The article reports upon a constructed dialogue between a terminally sick cancer patient laboring under great pain and suffering who wanted to die a peaceful and dignified death and a humanistic doctor committed to saving life personally and professionally who refused to engage in PAS. This article is organized into four parts.  PART ONE, “Methodology” explain in detail how and why I organized the materials and structure the presentation the way I do.  PART TWO “Context of Debate” consists of two sections. Section I provides a brief overview of the concepts and argumentations involved in the “right to die” debate and Section II addresses the issue of “Why is euthanasia debate controversial?”  PART THREE “The right to die debate” provides a constructed interactive dialogue between a doctor and patient on the range of issues raised by a  “right to die” decision, from the “meaning of life” to “absolute rule vs. variegated circumstances” to “the problem with AMA Code of Ethics” and so forth.  It started with a brief statement of facts and circumstances of the case, pinpointing the dilemma facing Patient A and Doctor A. In PART FOUR, I have offered a “Postscript” instead of a summary or conclusion for philosophical and stylistic reasons.  
PART ONE

Methodology

It is not the purpose of this article to break new grounds in theory
 or adduce additional evidence for or against PAS.
  This has all been attempted elsewhere. In fact, many of the arguments presented by the Patient A and Doctor B have been made before with much more eloquence, persuasiveness and authority. 
  In its essence and at its heart, this article is a reassessment of the old (arguments) and prospecting
 upon the new (ideas). It is a free flowing piece of random thoughts than meticulously arrangement of organized thinking; spontaneity is what I sought.  The enterprise on hand, while not lacking in intellectual challenge, short on scholarly appeal, or wanting in academic rigor, has a most modest agenda, i.e. to create conducive conditions for new or different or creative ideas to emerge in the process of reexamining, reinterpreting, and renew understanding (the limitations as well as potentiality of) old ones.
 It is further hoped that if such ideas ripe - favorably received, explored, cultivated and expounded upon by the readers involved - they will some day take root and blossom, creating different school of thoughts in the near term and making possible radical paradigm shift in the long term. As such, this article is as much about taking stock of existing ideas, as it is about exciting new thinking and suggesting of different approaches.  I use “exciting” and “suggesting” to highlight my ultimate purpose in writing this essay.  I want to create an opportunity for my readers to rethink ones established positions on the range of “right to die” issues, i.e. to critically reflect upon ones basic assumptions of received values, instructed facts, accepted opinion, 
 considered judgment, and formulated conclusion, with an eye towards discovering viable alternatives and different possibilities.  

It is not my intention to find flaws in my readers’ argument and posit fault with their thinking, much less getting the readers to agree or disagree with me.  The readers have to come to terms with his/her own reflective and considered judgment. 
 Thus, while there are points and counterpoints in the body of the dialogue, there is no definitive answer provided at the end, and while the essay has a long introduction, it has no summary conclusion. The protocol used in the debate and style adopted in the presentation reflects and reinforces the central thesis of this essay, i.e. ethical discourse in general and euthanasia debate in particular is an exploratory and tentative process to engage in and not a purposive and definitive outcome to arrive at.  Consistent with all other search for knowledge (presumptuously called truth seeking), it is an intellectual exercise that is always arriving, never arrived.  The most we can hope for is a better understanding of our own thinking through the appreciation
 of others’ arguments.  In truth, the search for answer to the “right to die” debate, as with many other controversial issues that beset our nation and split our communities, e.g. capital punishment, should begin with and end by looking inward within ourselves, using others only as a sounding board and reflective mirror, than be pre-occupied with convincing others.  In this regard it is instructive to revisit Wonderful Wizard of Oz, the all time favorite social and political satire.
 The Wonderful Wizard of Oz tells of characters in the story (Dorothy, Scarecrow, Tin Woodman, lion) desperately searching for desirable qualities they find wanting in themselves from the Wizard of Oz. In the end of the story they were told that such qualities are within easy reach and inside themselves all along.
  There is another lesson to be be learnt.  The story also informs us that how we come to look at an issue or resolve problems depends very much on ones own figment of imagination. More often than not, they have everything to do with who we are, where we come from, and what we want.  As observed by Littlefield “As each of our heroes enters the throne room to ask a favor the Wizard assumes different shapes, representing different views toward national leadership. To Dorothy he appears as an enormous head, "bigger than the head of the biggest giant." An apt image for a naive and innocent little citizen. To the Scarecrow he appears to be a lovely, gossamer fairy, a most appropriate form for an idealistic Kansas farmer. The Woodman sees a horrible beast, as would any exploited Eastern laborer after the trouble of the 1890's. But the Cowardly Lion, like W. J. Bryan, sees a "Ball of Fire, so fierce and glowing he could scarcely bear to gaze upon it." Baum then provides an additional analogy, for when the Lion "tried to go nearer he singed his whiskers and he crept back tremblingly to a spot nearer the door." 
 In the ultimate analysis, “right to die” issues and argumentations are socially constructed, culturally defined, and politically mandated more so than objective facts to be discovered and scientific truth to be uncovered. 

Finally, one admission is in order.  I am keenly aware that I can never be as objective and neutral in my approach to “right to die” issues as I want myself to be. For example, by structuring the debate in a certain way, i.e. by prioritizing some issues here and emphasizing certain arguments there,
  I am involved in setting agenda and structuring arguments which promises to have discernible influences over the course of thinking before it has time to take shape, and predictable impact over some controversial issues still hanging in the balance.  As a self-appointed mediator of such a controversial debate I have assumed a very delicate and important role. Such a role if not properly handled, i.e. with sincerity of purpose, sensitivity to latent concerns and dexterity with controversial issue, might lead to stifling of ideas, obfuscation of issues and frustration of consensus building more so than titillating imagination,  clarifying differences and forging consensus. In sum, notwithstanding my good intention, doing more harm than good.

The impetus for writing this article results from three personal observations, gathered in not so many years of research and teaching: 

First, I have occasion to observe elsewhere that: “Knowledge never rests, people do.”
  We should not allow ideas and concepts to get old, if only because old ideas are ipso facto bad ideas, e.g. poverty of fit between ideas and reality. Ideas and concepts can only maintain maximum utility and continued vitality - validity, reliability, relevancy, applicability – as construction materials of people’s intellectual terrain and communication tools for people’s discourse when they are being constantly tested in the market place of ideas by way of deep reflection, critical examination and robust discussion.    In the “right to die” debate many of the ideas and arguments are old ones, e.g. state interest vs. individual autonomy.

Second, I have on another occasion to make this observation: “The truth of an assertion, is inversely proportion to ones conviction therein.”
 Simply put, the more we believe the less likely that what we believe in is true. This is not hard to explain. Belief in things transform us into advocate of ideas which detracts from the continue search for new ideas. Ideology is science’s worse enemy. As observed by Ardrey: “The grand escapade of contemporary man can be denied neither excitement nor accomplishment. Out of our dream of equality we have lifted masses from subjection, moved larger masses into slavery.  We have provided new heroes, new myths, new gallantries; new despots, new prisons, new atrocities. Substituting new gods with old, we have dedicated new altars, composed new anthems, arrange new rituals, pronounced new blessings, invoked new curses, and erected new gallows for disbeliveers. We have reduced sciences to cults, honest men to public liars.”
  Idealists, of whom ideologues are the worse kind, advocate and defend a pre-ordained ultimate truth – liberty, equality, justice – that is deemed by the promoter to be natural, universal, absolute, fixed, given and self-evident, in their single-minded and relentless pursuit to realize that truth. Science seeks to discover, as it questions and challenges, the illusive, moving, transforming and faceless truth.  However, both enterprises are always arriving, never arrived. For an idealist, truth can only be admired at a distance, never confronted up close. Perfection is not for the secular soul. Ideal, like romance, once attained loss its mystic lure and driving passion. Struggling for ideological purity is its own reward.  In practice this means the destruction of all lesser truth.  Ideology re-invigorates itself, like a vampire sucking blood, after each attack. For the scientist, science is a never-ending project of proposing and rebutting. Worse yet, since no one has seen the truth, one is rightfully skeptical of having found it.   Thus in the face of an ideological challenge, the scientists experience a genuine if fleeing self-doubt before regaining their composure and forge ahead with their critique of the challenger. The self-assured (or is it self-consumed?) idealists misinterpreted the retreat-regroup gesture as an implicit affirmation of their superior position and deemed the scientists as unworthy opponents.   

In the “right to die” debate, there are more complacent followers than inspiring leaders. Most people prefer comfortable personal conviction to disturbing objective truth.  This article hopes to provide a much needed opportunity to examine our long held belief, dated evidence and committed ideal, otherwise know as prejudices (stereotypical views), myths (untested facts) and ideologies (unsupported belief).  However, the readers must ultimately take the initiative to come to terms with his/her own judgment about whether or not to support the patient’s “right to die.”
Third, I hope this essay can help to make the public aware of the complexity of issues involved. For the general public, there is a tendency to simplify the issue as a matter of right or wrong and the advocates to dichotomize the issue as a case between black and white.  The fact of the matter is, for an issue as significant, controversial, complicated and complex as debate over live and death, truth does not come in neat and self-contained packages, readily discernible with no frail ends; if existing at all. The temptation is to bring premature closer to the debate as a result of economy (“new ideas is not practical” mentality) or inevitability (“we need to do something” mentality).  The tendency is to structure the discussion in order to control the discourse, if not even the outcome.

Finally at a personal level, the article is written in memory of my late mother who died of cancer after a ten years struggle in 1975. My mother might have passed away, but memory of her dying days lived with me. Though covered up in nicely adorned academic attire and polished over with smart looking scholarship, at its core this article lays bare a troubled soul and disturbed mind.   Have I done the right thing? Should I have stood by and part-take in her suffering? As I expressed some of my long held secrets through the mouth of a Chinese Professor at the end of this long essay: “I feel sadden as I address these issues. I have reluctantly allowed myself to be drawn into the vortex of such a no win heart-rending debate.   My mother was terminally ill with a brain tumor for 10 years. I must admit that there were times, when we were alone, that I could have hastened her death to relieve her agony by ignoring her cry for help.  I did not.   When I look back, I still feel ambivalence; sometimes guilt.  My human emotions drive me one way and my rationality takes me to another.  Schooling has given me an analytical mind and critical spirit, but has taken away my innocence and makes me uncomfortable of emotions.  (Faust would have the last laugh!)  Still in all, during these tormenting moments, I am glad to be able to find some genuine, if fleeing, solace. I am able to feel the pain of my mother and suffering endured by my fellow human beings. I am glad that I am a human being; living the vagaries of my feelings!! “ 

The debate is conducted between a terminally ill patient (Patient A) and his doctor (Doctor B) in an interactive dialogue mode as to why Patient A should or should not be allowed to commit suicide or otherwise obtain PAS. The article seeks to anchor the debate in a more realistic setting by taking into account the context of the debate, the background of the parties, and the circumstances of the situation involved.  In so doing, it invites the readers to actively participate in the debate through the identification with the respective parties, first as the doctor and then as the patient, before coming up with his/her own opinion as an impartial juror; a concerned citizen in a just community.  This allow the readers to get into the mind of the parties, thus experiencing the issues first hand, e.g. how is it like to face death? How it is like to ask for a PAS?   

There are a number of reasons why an interactive dialogue format is best used as a heuristic device to present the issues in a “right to die” debate. First, a dialogue format lends tangible substance - concreteness, richness; dynamic realism - immediacy, relevancy; and integrated holism – theory as practice, continuity within change, fact as inform by value, logic driven by purpose, to an otherwise abstract, sterile and straightforward presentation, thereby making the issues under discussion come to life with clarity, character and vitality. Second, a dialogue accentuates ideas and clarify viewpoints between contending positions and competing advocates. Third, in an essay, the author speaks to the readers directly.  In a dialogue, the author engages the readers indirectly through the characters speaking to each other.  Fourth, an interactive dialogue adds new dimensions for the understanding and appreciation of a problem beyond what a unidimensional and instrumental presentation can hope to achieve. For example, words and phrases now take on anchored meaning in situs; from context of the debate and circumstances of the dialogue to background and purpose of the speakers. Fifth, an interactive dialogue allows the readers to get inolved with the characters at a personal level and get engaged with the issues as an emotional experience. 

Finally, the Chinese professor in the “PostScript” (PART FOUR) brings to bear on the analysis of the “right to die” debate a wholly different cultural perspective that focus on inter-connectedness, inter-dependency, and integrated-holism, than the individualistic, universal, rule based and legal right denominated discourse that we are treated to in the main debate thus far.
  In offering the Chinese professor’s speech at the end I hope to offer fresh insights into proper understanding of the issues in the “right to die” debate, i.e. first, debate on social morality and personal ethics are cultural bound,
 and second, there are more than one way to “skin a cat”. In the end, proper anchoring of debated issues (in context, in situation, in culture) will promise a richer – deeper understanding of the issues presented, and by looking at the issues in a different way (in paradigm, in perspective, in principles) helps with creating meaningful alternatives to solving the problem. In doing so, I am hoping to change people’s way of thinking, as with Professor Bender in his earlier attempt to redirect the “right to die” discourse from a male centered to female oriented analytical framework: “Feminist theories help me in my inquiry because they press me to question assumptions and labels that impede attention to contexts and lived experiences. Feminist theories promote the values of caring, responsibility, and responsiveness to needs absent in our current legal paradigm.”
 While the “new” feminist paradigm does have its own limitations, it is a far more superior approach than the “old” male model; at the very least it is more refreshing.
PART TWO

Context of Debate

I. A review of basic concepts and fundamental arguments

Euthanasia is the intentional killing by act or omission of a dependent human being for his or her alleged benefit. Euthanasia can be active, direct or positive through an act of commission, i.e. lethal injection, shooting, or inactive, indirect or passive as result of an omission, e.g. by withholding or withdrawing necessary and ordinary (usual and customary) medical care, food and water. There is an ongoing debate whether morally and legally speaking direct/active vs. indirect/passive euthanasia should be treated alike.
 There are two kinds of euthanasia, i.e. voluntary and involuntary ones.  Voluntary euthanasia obtains when a competent person/patient consents to or requests others to take his/her life. Involuntary euthanasia exists when the person is either unwill or unable to give consent to taking his life.
  

Table 1: Varieties of euthanasia

	
	Active
	Passive

	Voluntary
	PAS, 

e.g. lethal injection.
	PAS, 

e.g. denial of necessary medical support

	Involuntary
	Mercy killing, 

e.g. “double effect” 
	Mercy killing, 

e.g. removing life support system


A person commits a euthanasia when “he brings about the death of another person because he believes the latter’s present existence is so bad that she would be better off dead, or believes that unless he intervenes and ends her life, it will become so bad that she would be better off dead.”
 Euthanasia differs from murder in one important respect, while both involve the intentional killing of another human being only later is maliciously done.  Simply put, euthanasia is motivated by benevolence and murder is driven by malevolence.
  According to one authoritative source, a person is said to engage in the euthanasia when he (a) suffers from terminal illness; (b) has no likelihood of cure; c) labors under intolerable pain or unacceptably burdensome life; d) being unacceptably dependent on others or on technology for life support; d) expresses enduring, voluntary and rational wish to die.  

Euthanasia debate is also called the “right to die” debate because in the final analysis the patient is asking society, through the courts
 or by mean of legislation,
 to grant him the right (with the help of doctors or significant others) to end his life in a dignified and comfortable manner.
  Thus euthanasia is also called physician-assisted suicide or PAS for short.  The central legal qua moral issues in such cases is best presented by one euthanasia lawyer in court: “This case concerns the limits that the Alaska State Constitution places on a state’s power to intrude into and control that profound, personal decision, a decision that will determine the course and length of the pain of the individual’s remaining life. The question presented is whether mentally competent adults   who face suffering and certain death in the near future have the right to choose to hasten their death by administering to themselves drugs prescribed by their doctor for that purpose. A second question is whether the State of Alaska may intercept that decision in an effort to ensure that such persons must remain alive, regardless of their wishes, until the ravages of disease reach their ultimate, painful conclusion.”
 In more simple terms, “The right question is whether an absolute ban on the physician-prescribed medications by a terminally ill person to hasten that person’s death, if and when the person chooses to do so, is an undue border on the person’s due process interest.”

Basically, there are four arguments in support of legalizing physician-assisted suicide, i.e. the mercy argument,
 the patient's right to self-determination argument,
 the economics argument,
 and reality argument.
 There are a variety of arguments against legalizing physician- assisted suicide: medical doctors will not be able to tell true vs. depressed consent argument;
 PAS is subject to abuses and cannot be easily or effectively regulated argument
 the slippery slope argument,
 the occasional miracle argument,
 the sanctity of life argument,”
  the dilution of doctor/patient trust argument, 
 and doctors should follow own conscience and social morality argument.

II. Why is euthanasia debate controversial?

The “right to die” debate arouses heated public discussion and tumultuous private exchanges, 
 realized in the form of legal litigation
 and political rallies.  It galvanizes opposing advocates and energized committed champions.  The “right to die” debate attracts controversial discussion and relentless debate for good reasons.
  

First of all, “right to die” issues make for great public debate materials.  The issues are clearly framed in black and white theoretical terms and provocatively denominated with absolute moral principles.  Because it is framed in black and white terms it accentuates differences and sharpens the debate, making mutual understanding and individual concession all but impossible.  Because it is denominated in moral principles, the issues are emotionally laden, affording no incentive to compromise and still less ground for settlement.
  Concession is not a preferred strategy without conceding defeat. Settlement is not a viable option without compromising ones integrity.  A take no prisoner approach with a zero sum mentality informs the debaters and structure the exchanges with predictable result and foregone conclusion.  This makes for dramatic display of opposing forces of Marxist order and attention grapping morality play of Shakespeare gem.
  

Second, there is a gross lack of agreement on “right to die” issues, starting with what values and principles are at stack, to how key concepts and theory are to be defined and understood, to how might principles be incorporated in policy, law and practice, within the medical profession, legal community and social realm.
 The disagreement is exacerbated by having no commonly accepted decision making norms or process.  What constitute necessary and sufficient conditions of PAS?  Should differences in  opinions be resolved by majoritarian consensus or scientific verification?
  It all seems that every one has an opinion on matters of life and death, informed or otherwise. Collaterally, no one is willing to listen much less agree with each other.  For example, the medical doctors all but conceded the inevitability of PAS as a practical matter if not  the propriety of the practice as a moral concern.  However, this stance in not shared by other medical professionals, e.g. nurse or pharmacists.
 There is a difference of opinion between physicians from U.S. vs. Netherlands.
 The differences of ideas and conflating of opinions is both a reflection and reinforcement of a still larger intellectual-political terrain that pre-occupies our mindset in the postmodernist society. Post modernist thinking is obsessed with debunking of established myths – by being critical (if not cynical) of traditional values, and dismissive (if not destructive) of entrenched ideas/ideals - in the relentless pursue of emerging ideas – with the zealous promotion of boundless pluralistic discourse and furious defense of uninhibited conflicting viewpoints. In the process, consensus, once a virtue to embrace with religious conviction is now deemed a vice to discard with as a devils advocate, and truth, once a goal to arrive at by all means, is now a pitfall to avoid at all costs. 

Third, the gross lack of agreement on “right to die” issues (noted in second, supra) happens at a time when the medical profession is losing much of its institutional prestige, professional mystique and moral authority; insidiously at the beginning and incrementally as a process but nevertheless discernible in point of time and irreversible by result.  Science has very few enduring loyalty; to prestige, to mystique, to authority. Politics are intolerance of monopoly of power; based on tradition, charismatic or expert. Consumer market has little respect for professional ethics, still less trusting of enduring relationship. Physician centered paternalism is increasingly being replaced by patient oriented self-determination.  Doctor’s professional privileges are abruptly being challenged by patients’ civil rights.
 Doctors’ motives are being questioned and medical opinions challenged by consumer of services in the name of right to know.  All these are resulted from, manifested in and reinforced by a noticeable and irreversible decline in the quality and meaningfulness of patient-doctor relationship that goes beyond treating medical services as an across the counter commodity and uniformerly produced factory-line output.
     

Fourth, the “right to die” implicates a number of discipline with different disciplinary protocol, scholarly tradition, academic paradigm, intellectual style and philosophical foundation – medical, legal, economic, political - making meaningful cross-discipline discussion difficult and integrative solution impossible.
 As a practical matters national ethics commission consists of different political parties and interests
 and healthcare committee are represented by diverse groups of experts and community people: medicine, law, hospital administration, social work, philosophy, religion, and so on.

Fifth, improvement in living condition, better preventive health care and dramatic development of medical technology extends life beyond what is natural.  The extended life have the net effect of prolonging personal agony and drawing unpin limited social resources. The “right to die” campaign follows from  each unwilling death (passive euthanasia) and frustrated suicide (denied active euthanasia); not to be left our are the “trigger happy” lawyers.
   
Sixth, euthanasia is a reality we have to learn to deal with.  There is no escape from the reality of things by self-denial or wishing it away.
 Euthanasia, esepcially passive ones, is prevalent, generating hugh  medical, social, moral and legal problems.  It is exacerbated by a things as usual mentality and don’t ask don’t tell mentality. Surveys show that doctors routinely engage in euthanasia, with or without, patients’ expressed preference or articulated consent.
 

Seventh, “right to die” issues are real life concerns instead of conjured up intellectual problem.  The resolution of such issues have material, defining and oftimes immediate influence and impact on our important life choices. Issues of life and death afflict us all in a very personal and ineviatble way. All of us have to face the decision of life and death, from giving birth to a deformed baby to acccepting death at old age. The real, if not substantial, possibility of living with excruciating pain as a result of terminal illness or incapacitating injury is never too far from our mind; certainly never too far out of sight.  The news media is repleted with stories of freak accidents and catastrophies, sufficient for us to realize our own vulnerability even in the comfort of our own home. 

Eight, “right to die” debate goes to the core of our existence.  It involes the freedom to choose and decide who we are and what we want to do.  As Dr. Aycke Smook properly observed: “Autonomy in decision making is a fundamental issue in our society.”
  

Ninth, “right to die” issues live amongst us and refuse to go away. Just as people think they have got rid of the problem, a sensational case (e.g. Karen Qinnin) or new advance in medical technology (e.g. DNA) surfaces that promises to  stir our restless emotion and prick our beguided conscience.  Thus, notwithstanding explicit criminal law against sucicide and euthanasia,  people keep on committing euthanasia and the state keep on finding exercuse to accomdate them.
  For example, on March 29, 1999 Mrs. Wood was placed on two years of probation for attempted murder in Exeter Crown Court for killing her husband, long suffered from dementia and Parkinson’s disease.
 On May 11, 199 Dr. David Moore was found not duilty of murder for giving pain killing drugs which have the effect of hastening death.
 
Tenth, there is great contradiction in our public policy towards euthanasia that cannot be easily explaind much less capable of being reconciled.  For example, the British Medical Associations (BMA) has issued guideline and endorse living will which clearly reflect the patients’ wish to refuse treatemnt.
 The BMA has also voted on July 3, 1999 against legalising PAS.
 However, this runs counter to survey opinion of

British people who overwhelming support PAS.
 A majority of the people in England support a right to die.  There are more support by women than men, old than young.  The VES boosted membership of 3,656 of which twice are female (68% or 2,463).  Most of them over 60 (79%) with a majority at 70s (36%). Under 40 amounts to 79 or 2%.
  People are also fighting to have a say over how the are to die, e.g. with the introduction of the living will.
 On Decemeber 10, 1999 (UN Human Rights Day) Joe Ashton MP introduced the Doctor Assisted Dying Bill in the Parliament
 arguing that  currently, “Doctors are forced to act hypocritically, and shield behind the doctrine (of double effect) to calim they are trying to kill pain, not the patient.”
 This has forced people to take law into their own hand to escape prosecution or change the law.  In England a 47 years old woman launched the first British right-to-die court case to ensure that doctor can give her diamorphine so that she would not suffer from distress related to swallowing difficulties and choking as a result of her disease. She wanted to be given patient autonomy and human rights to die peacefully instead of suffering from choking fits which according to neurologist Nigel Leigh, Professor of Clinical Neurology at King’s Hospital is extremely distressing.
  

Eleventh, there is a large gap between public opinion in support of euthanasia and professional code of ethics or state criminal law that is aginst it.   The trend is increasing in favor of “right to die.” For example, in Canada, a National Angus Reid Poll conduct in 1994 found that a majority of Canadians (74%) from all walks of life approved doctor-assisted suicides for those terminally ill patients who wish to end their lives. 
 This represents a marginal increase compared to one year ago, i.e. increase by 4%.
 More significantly, the public is growing increasingly favorable of PAS.  For example, in Australia, a random suvey of 1,158 people conducted by Roy Morgan Research Centre on June 10/11, 1995,  shows that a high level of community support in Australia for both active voluntary euthanasia and passive euthanasia. The survey asked two questions: 

First, SHOULD A DOCTOR BE ALLOWED TO GIVE A LETHAL DOSE?  -- "If a hopelessly ill patient, in great pain, with absolutely no chance of recovering, asks for a lethal dose, so as not to wake again, should a doctor be allowed to give a lethal dose, or not?" 

	
	4/86
	4/89
	7/90
	7/91
	3/92
	5/93
	5/94
	6/95

	Doctor should give lethal dose
	66%
	71%
	77%
	73%
	76%
	78%
	78%
	78%

	Doctor should not give lethal dose
	21%
	20%
	17%
	20%
	18%
	15%
	13%
	14%

	Undecided
	13%
	9%
	6%
	7%
	6%
	7%
	9%
	8%

	TOTAL
	100%
	100%
	100%
	100%
	100%
	100%
	100%
	100%


Second, SHOULD A DOCTOR LET A PATIENT DIE? -- "Next, a question on people who are hopelessly ill and in great pain. If there's absolutely no chance of a patient recovering, should the doctor let the patient die - or should the doctor ~ try to keep the patient alive as long as possible?" 

	
	4/86
	4/89
	7/90
	7/91
	3/92
	5/93
	5/94
	6/95

	Doctor should let patient die
	66


	66
	71
	69
	73
	73
	71
	71

	Doctor should try to keep patient alive
	16
	19
	20  
	21
	18
	15
	13
	15

	Undecided
	16
	14
	10
	10
	9
	12
	16
	14

	TOTAL
	100%
	100%
	100%
	100%
	100%
	100%
	100%
	100%


PART THREE

The “right to die” debate

I. The facts
A is suffering from incurable cancer.
  This is his second one in not so many months.  He is given no more than a year to live.  There is little chance of recovery.  He is suffering from great pain. In his own words: “I have a large cancerous tumor which is wrapped around the right carotid artery in my neck and is collapsing my esophagus and invading my voice box. The tumor has significantly reduced my ability to swallow and prevents me from eating anything but very thin liquids in extremely small amounts. The cancer has metastasized to my plural [sic] cavity and it is painful to yawn or cough. . . . In early July 1994 I had the [feeding] tube implanted and have suffered serious problems as a result. . . . I take a variety of medications to manage the pain. . . . It is not possible for me to reduce my pain to an acceptable level of comfort and to retain an alert state. . . . At this time, it is clear to me, based on the advice of my doctors, that I am in the terminal phase of this disease. . . . At the point at which I can no longer endure the pain and suffering associated with my cancer, I want to have drugs available for the purpose of hastening my death in a humane and certain manner. I want to be able to discuss freely with my treating physician my intention of hastening my death through the consumption of drugs prescribed for that purpose.” 
 
He has an insurance policy worth $30,000.00 redeemable upon his death.  The hospital bills run $100.00 a day.  His wife is having a baby and needs $10,000.00 to deliver.  His son needs $10,000.00 to go to Harvard.  His house will be repossessed tomorrow unless he pays off his $10,000.00 personal loan.  The hospital is experimenting with a new drug, which if successful, will cure all cancerous persons.  The experiment needs patients like A. The final date for the drug to be successfully tested is one year, or a little bit earlier (not earlier than 6 months).  There is a 50-50 chance of the drug being proved to be effective.  The drug has known side effects.  The American Medical Association has come out with a new findings that one of the many reasons that terminal patients are not effectively responding to treatments is because the patients loss their will to live.  Recently, there are public outcries from some quarters, especially Catholics, about the medical profession not exercising independent judgments in stopping the patients from killing themselves.  The Pope in fact has issued a stern statement condemning the practice.
  The human rights activists and ACLU has denounced the practice of not allowing one to make up ones mind about ones body.  Should A be able to obtain prescribed drug to kill himself? Should killing oneself be against the law? 
 These questions properly raise a “right to die” issue. Consider this dialogue:

II. The meaning of life
Patient A: "I want to die.  My reasons are as follows: (1) I cannot tolerate the pain anymore.
  Be in my shoe and you will understand.
 (2) I do not want to be a burden to my family, relatives and friends.
  Look at it from their perspective, you will appreciate.
  (3) If I die I can be liberated; physically and psychologically.
  (4) It is costing me too much to live. (5) If I die I can give life and perpetuate my legacy and realize my dream through my children. (6) If I die I can secure my family from poverty. (5) If I die I can assure a better future for my son. (7) If I die my body parts can be used to save many. (8) If I die, I can realize my own identity.  (9) If I die I can make a personal statement about “right to “meaningful life”. (10) If I die I can set an example to another, use myself as a test case, and act as protest to government policy. 
 

In this, I am no different than many other people in the same situation I am in.  Recent studies in Oregon after two years of experience with Death with Dignity Act shows that terminal patients share much of my concerns.

Table 2: Patients End of Life Concerns 

	Concerns
	1999 **
	1998  *
	1998 (control) *

	Financial cost of treatment
	1 (5%)
	0 (0%)
	0 (0%)

	Burden on family
	8 (47%)
	2 (13%)
	15 (35%)

	Inability to participate
	9 (47%)
	10 (67%)
	26 (60%)

	Suffering (Pain) ***
	10 (53%)
	1 (7%)
	15 (35%)

	Loss of autonomy
	12 (63%)
	12 (80%)
	17 (40%)

	Loss of control over functions
	10 (53%)
	8 (53%)
	8 (19%)


* Adapted from New England Journal of Medicine, Vol. 340 (7):577-583 (1999). As reported in Oregon’s Death with Dignity Act: The Second Year’s Experience (Department of Human Services, Oregon Health Division, Center for Disease Prevention and Epidemiology, February 18, 1999). Table 3, p. 16. (Report 1999)

** Adapted from Physicians' Experiences with the Oregon Death with Dignity Act Linda Ganzini, Heidi D. Nelson, Terri A. Schmidt, Dale F. Kraemer, Molly A. Delorit, Melinda A. Lee, “Physicians' Experiences with the Oregon Death with Dignity Act.” New England Journal of Medicine, Vol. 342 (8):598-604 (2000). As reported in Oregon’s Death with Dignity Act: The Second Year’s Experience (Department of Human Services, Oregon Health Division, Center for Disease Prevention and Epidemiology, February 23, 2000). Table 4. (Report 2000)

*** Suffering was used in the 2000 Report which is broadly defined as “pain, difficulty breathing, difficulty swallowing, side-effects of pain medication.” See note f to Table 4, Report 2000)

I have considered this for a long time. This is not a rash judgment.
 I can see that you have great compassion towards your fellow citizens who have fallen, zealous obligation to me as a medical professional, burning sympathy over my plights as a friend,
 but if you care for me, please understand my situation, identify with my goal, and empathize with me as a person.  Please help me in achieving what I want by doing any of the following: (1) put me to sleep for ever; (2) give me the advice and or the mediations such that I can do it myself with painless ease; (3) let me do it and not stop me from dying."

Doctor B: “Life is precious, for all time, place, people and matters.  I do not think you should die.
 I can give you more painkillers or even put you to sleep for a while.
 Or I can put you in palliative care, 
 a hospice home.
 I regret not taking the time to talk to you earlier and make you understand more about all that is possible.  I apologize for my own dereliction. You should not shelf-destruct on my account.  That is not fair to you and reflects poorly on me. Please give me another opportunity to understand each other. 
 I will do whatever I can to make your last days as comfortable as possible.
”
Patient A: “I thought doctors are supposed to be value neutral. 
  They are there to serve my needs and not there to dictate to me what they think is proper?”

Doctor B: “Yes. But I also have a fiduciary duty to save your life and hold you harmless.  I cannot see how trying to save life which is my job can be interfering with your value choice.  More specifically, I do not see how by talking you out of succeed, I as a doctor, can be deemed to be imposing my value on yours.”

Patient A: “Good doctor, everything we do in our life involves value choice of one form or another.  If I want to go for a run it is because I treasure a good life.  If I decide to sleep late, it is because I love the midnight hours.  When it comes to matters of life and dead, I need a choice without pressure or hindrance.  The value statements I am trying to make are three: (1) As a person, I should have a free choice.
  (2) My choice should not be hindered, much less overruled. (3) I prefer to die on my own terms.
 These are all value-laden propositions.
 Can you see my point? Do you not agree?”

Doctor B: “In that case I concede that PVN is a myth. Neither the state nor the medical profession can afford to be value neutral which on a daily basis amounts to being non-judgmental.  By refusing to intervene in matters pertaining to patients’ health – from smoking to abortion – we are making decision of great consequences.”

Patient A: “It certainly is not true that discourse over “life and death’ are similar in tone, content and intensity for all time and with different culture, i.e. in total denial, absolute rejection and utter condemnation of such an idea. More often than not,  ancient people accepted the reality of death as part of a dynamic life process, with serenity - magnanimous grace, detached poise and supra-rational understanding, e.g. immediate death is often embraced to achieve larger life goals, purposes and meaning.  In modern time, we have people who accept death with a sense of realism.  Death is part of living; not to be hurried but certainly to be expected.
  “We all die one day.”  These people embrace death, as a final relieve of a long and arduous journey.  Still others look forward to dying as an honor; an event to be anticipated and work towards.  These people realize their self, dream and identity through dying: a mother risking life to save her child, Marines dying to save their buddies
 and virgin girls in China killing themselves to maintain their sense of honor after being absued.
   You see, people’s right to take life away is variously interpreted and differentially received. For example, in ancient time, suicide was widely and openly practiced. The widows of Aryan immigrants in Punjaub willingly took their lives to avoid being dependent on their relaives for support, Hindu wives vuluntrarily sacrificed themselves as funeral rights of their dead husband, and in China and Japana, people routinely pratice suicide as an alternative to disgrace.  In Western civilization, especailly within the philosophical communtiy, self-destruction was accepted, if not even deemed as a noble act.  For example, Plato defined suicide as: “(1) uses violence to take his fate out of the hands of destiny, (2) is not acting in obedience to any legal decision of the state, (3) whose hand is not forced by the pressure of some excruiciating and unavoidable misfortune, (4) has not fallen into some irremediable disgrace that he cannot live with, and (5) imposes this unjust judgment on himself in a spirit of slothful and abject cowardice.” The Epicurean philosophers were pre-occupied with sensitivity and emotion, they equate happiness to be free from pain. Thus Ciero observed: “a strong and lofty spirit is entirely free from anxiety and sorrow.  It makes light of death … It is schooled to encounter pain by recollecting that pains of great severity are ended by death  …. (pain) lie within our own control: we can bear them if they are tolerable, or if they are not, we may serenely quit life’s theatre, when the play has ceased to please us. The Stoics are even more insistent that people should live by their own decree.  “The Stocis also advocaed a general acceptance of vicissitues of life, and regarded death not as an enemy to be avoided, but rather as a friend which opens to every soul a way to escape from the bondage of the body and the evils of this world.”  Thus Seneca openly advocate for suicide: “If one death is accompanied by torture, and the other is simple and easy, why not snatched the latter.  Just  as I shall select the ship when I am about to go on a voyage…so I shall choose my death when I am about to depart from life.” To him quality of life is much more important the quantity of life. “For mere living is not a good, but living well.  Accordingly, the wise man will live as long as he ought, not as long as he can…It is not a question of dying earlier or later, but of dying well or ill.  And dying well means escape from the danger of living ill.”
 

Doctor B: “I cannot deal with the ancient past or distant people, except what is confronting me here and now.  I only know that in America, every life is precious and my daily work entails the saving of people.
  Every effort must be made to prolong life, by technology if possible and by law if required.  Life can have no more meaning if one is dead.”
Patient A: “But doctor, what is living without life!!
  How can I feel pleasure if I am asleep?  If I rely on painkillers but remain strapped to my bed - I do not live a full life.  Painkillers otherwise have adverse effects that is not much better off than the pain itself.
  Have you look into my eyes lately?  I have lost that magic glow.  What is living without the spirit of life?”

Doctor B: “I agree that life is more than blood cells and bone marrow. By the same token and with the way you think, life is not purely physical.  It has other larger dimensions and multiplex manifestations.  A lover’s kiss.  A heroic deed.  A painful event endured.  It is better to have loved than never love before.  People die to save life, and savor the victory a split second before death.  Without agony of defeat there is no joy of victory. Once life ends, the meaning of life – trial and tribulation - is gone!

Patient A: “No more. No more. Life should be treated like a good party.  It should end at just the right time, not a minute less or a second more.  What make a party memorable are the good moments, not the bad.  I had a full life, I have no regrets.”
 In more graphic terms, I will share with you a “meaning of life” table to make clear my thinking process. 

Table 3: Meaning of life table: A totality of functional meaningful values between Moments in life and Events of experience

	
	Moment one 

(young)
	Moment two (middle)
	Moment three 

(old)
	Moment four (future)
	Totality of Moments x

Eevents

	Event one (degree)

Event one (1) (birthday)
	E1 x M1

E1(1) x M1
	E1x M2

E1(1) x M2
	E1 x M3

E1(1) x M3
	E1 x M4

E1(1) x M4
	E1 x M (n)

E1(1) x M(n)

	Event two (job)
	E2 x M1
	E2 x M2
	E2 x M3
	E2 x M4
	E2 x M (n)

	Event three (marriage)
	E3 x M1
	E3 x M2
	E3 x M3
	E3 x M4
	E3 x M(n)

	Event four (death)
	E4 x M1
	E4 x M2
	E4 x M3
	E4 x M4
	E4 x M(n)

	Totality of meaningful functions:

Events x Moments
	E(n) x M1
	E (n) x M2
	E(n) x M3
	E(n) x M4
	E (n) x M (n)


Most people think about life in discret – moment (in life) or event  (of experience) terms. “I am happy to graduate.” (Event One in Table 3)  “Or, I am happy  today.” (Moment one in Table 3 ).  More likely, they will say things like: “I am happy to gradaute today.” (E1 x M1), a event and moment product.  This is in fact too simplistic a model to evaluate the meaning of life.
  (Here I am only intersted in the process of culculating meaningful life. I am not yet ready to assign meaningful values each E x M functions, e.g. how meaninful is graduation in a young vs. old people’s life.)  However,  in line with the totality of events and moments approach suggested here, the meaning of a graduation (E1) must take into account three factors.  First, how will the graduate experience in “moment one” detracts from or add to my later experience were I to think about it after I have lived through the event-moments.  For example,  if we are to assess the utility of a degree to me (and I am not suggesting that we should only be focusing on materialistic and utlitarian considerations, only that it helps me to make my point clear as an example), the degree will worth more (or less) when I first gradute than years later.  Thus, the proper evaluation of meaning of the event of graduation through life, now that I have lived it, is the aggregate functions of (E1 x M1) + (E1 x M2) + (E1 x M3) …. (E1 x M(n), i.e. meaning of EI to me in M1, M2 and M3 combined.  We can perform this exercise for each and every events (“experiences”) in each and every moment (“living”) of all events-moments in a life time. Second, while the first computation has taken into account the “momentary value” of graduation in present (E1 x M1) and past (E1 x M(n) value terms, it has not taken future values into account. Thinking about getting your degree or job is as enjoyable, if not more enjoyable, than the degree awarded and job found.  This is an independent evaluative event x moment function, except it is a forward looking calculus.  Thus we should add to the past and present   “momentary value” of a job (E2 x M(n) the future “momentary value” of the job. That can be found at (E2 x M1), (E3 x M2) and (E4 x M3). This is meaning we have in prospecting the future.  Third, when people thinks about the meaning of event for the moment, they tends to neglect that what is or is not enjoyable at the moment must be viewed in the larger context of what is happening now (as well as what has gone on before and will come later).  While Table 3 cannot incorporate this past and future dimentions of relative meaning, it can capture the meaning of an event within other events. For example, the meaning of  graduation (E1) must be considered in relationship and relative to all the experiences happening when we are  young (M1). This is the function of (E1 x M1) in the shadow of (E1(1) x M1). When this is done our original E1 x M(n) might have to be adjusted accordingly. Similarly, when we think about the past, e.g. (E1 x M3) we will likely be affected by our memory of (E2 x M3). Lastly, we all a long term view of our life.  This unspecified long time view – immortality of self – is captured by the moment (future) function.  Everyone of our event-experience is evaluated against this moment (future).

III – The problem with professional judgment
Doctor B: “Personally, I have a great empathy for your plight.  As a friend, I have a great respect for your decision.  Professionally, I cannot agree with you.”
  

Patient A: “I respect your view. That is to say I understand your position.  Your colleague Dr. Timothy Quill of Rochester, New York was also against PAS.  But he finally relented to one of his dying patient’s plea for help. “I wrote the prescription with an uneasy feeling about boundaries I was exploring – spiritual, legal, professional, and personal. Yet I also felt strongly that I was setting here free to get the most our of the time she had left, and to maintain her dignity and control on her own terms until her death.”

Doctor B: “ I share in Dr. Timothy Quill’s anguish.  I probably will do the same what he did.  That is a unique case.  That does not make the principle of not relenting to PAS wrong.”
Patient A: “I do not think Dr. Quill’s dilemma is unique at all.  While I do not think that Dr. Quill’s anguish should automatically be translated into affirmative support for PAS without more, I think we should take serious note, especially when Dr. Quill’s dilemma is widely shared and strongly felt. People feel pain when they are physically injured.  People experienced anguish when psychologically troubled.  We should not let our doctors shoulder the ethical problems that properly belong to our society without helping him to deal with them effectively. ”
Doctor B: “Well said.  I still think you should listen to my advice.”
Patient A: “First to observe is that you hardly know me.  You are the eighth doctors to come into my life, and the fifth one during my intensive care here at the hospital. You have seen me but for a few minute each day, starting with: “How are you? Are you feeling better?” and ending with “You will get better. I will see you tomorrow.”  You know me only by my medical record.  Your caring is a mostly professional and not a personal one.   Your knowledge about me is a predominately medical, not social one. Finally, you will be making decision about me as a “case” and not an individual.  Be honest to me and truthful to yourself, when you leave this hospital, you leave me and my problems behind in a nice little file secured in the cabinet in the general office.” 
 

Patient A: “I observed that you hardly know me as a result of your professional role and bureaucratic practice.  I have reasons to believe that you will never understand unless you have gone through and lived my life the way I experience it up to this point, and certainly with my illness looming large, pain descending uninvited, and death knocking at the door.  To help you understand, how bleak and unexciting life can be, I recall a scene from the movie “All Quiet on the Western Front” when Paul went home and was greeted with warm welcome.  The Professor asked of him to promote (glamorize) the war to the young students:  “Professor: Can't you remember some deed of heroism, some touch of nobility to tell about? … Paul: I can't tell you anything you don't know. We live in the trenches out there. We fight. We try not to be killed. Sometimes we are. That's all.”
 The professor thinks about war in conventional “noble” and “heroic” terms -  self-sacrifice, death before honor, etc. Paul lived a very different war. In general I dare say, life as a whole is never the same as people made it out to be.  The ironic thing is Paul thinks the professor knows or should know what he has gone through.  It is all too simple and way too apparent for any people to understand.   

Patient A: “You “hardly know” me because you do not want to know (ideologically) and cannot know (experientially).

Doctor B: “I am a medical doctor, not a social worker.  I am ill trained to deal with your social and emotional needs. If you want someone to talk to, you can always get better service from the social work, if not even a physiologist.  There are another aspects of our relationship you fail to mention.  I am not only your doctor, I am everyone’s doctor.  I cannot spend all the time with you. It is both unrealistic and unjust.

Patient A: “I understand that there is an allocation of resources problem and distributive justice issues. As to your claim that you are a medical doctor trained in medicine and without trained social or psychological expertise, I have two observations to make. First, it does not take graduate school training to acquire social and human skills.  All it takes is sensitivity, e.g. listening skills, and considerations, e.g. kind disposition. Social work schools produce researchers and administrators, not good social workers.  Second, cancer is a medical problem but how we relate to cancer patient is a personal and social problem.  Most of the time I feel isolated socially and deprived emotionally.  I am being treated like a medical object and case file here.  This hurts me more than my physical pain. Overnight I was transformed from a productive member of a society with a healthy socialized self, to a medical case file to be processed and disposed of.  Perhaps I will not ask you for PAS if I feel warm and cared for as I should, in the real world I came from.”  

IV – Absolute rule vs. variegated circumstances 
Doctor B: “From the society’s perspective, your thinking is not justified. 
Anyone will and should prefer life to death, no matter how wrenching life is.
”
Patient A: “I have a very simple question: how can one universal rule, noble thought it obvious is, be suitably applied to different people, diverse circumstances, and variegated situations.
  I was told by a wise man that an effective solution to any problem must reflect the complexity of the problem being studied.  For example, police officers exercise tremendous discretion in their rounds of duty in order to make universal law fits with particularistic situations he encounters in the street, from pregnant ladies speeding to hospital to emotional spouses fighting each other. 
  These are not legal problems but medical emergency and family crisis.  Even court of law must have equity powers to ignore laws on the book to seek justice within relationships.
 Discretionary judgment, not the blind enforcement of rules made the world go round.  Besides, rule with no compassion becomes tyrannical. Good doctor, you have worked on these hospital grounds for years.  What is the first thing you notice when a person visits the hospital? It is the pungent smell of the medical cleansing agent. The agent strong enough to kill germs clean away every bit of human smell, from body odor to perfume. So it is with fix rules and absolute laws. Where there is law there is no humanity, as we know it – the irregular, the deviant, the absurd, the profane! I hope you still recall the story of prisoner 24601 Jean Valjean, the escaped prisoner, who was relentlessly pursued by Inspector Javert even after he reformed himself.
 

Doctor B: “But we must have rules to guide our action, protect the weak, help the meek, and constrain the ruthless? I am afraid, if I take your words and allow patients and doctors to define what is or is not acceptable, we will have anarchy.”
Patient A: “Anarchy I fear not.  Abuse will happen from time to time, only because we are all too human.  Education and spontaneous order is the best control.” 

Patient A: "Back to an earlier subject before we diverted.  You have made one factual observation and one philosophical proposition about what is a life worth living.  In claiming that “anyone will.. prefer life” you are trying to make a factual statement about what all or most people will do in my circumstances.  I have two objections to this kind of argument. First, as a factual statement, it is certainly not true that in all instances, or even in most cases, when people are given a choice they will prefer life to death.  At a micro, individual and personal level, many sick people prefer death to life. When the Hemlock Society published a do-it-yourself suicide manual, appropriately named Final Exit: The practicalities of self-deliverance and assisted suicide for the dying in 1991, it became a New York Times number one best seller overnight, and remained there for months!
 Even healthy people volunteer to die for a number of reasons.  Look at our soldiers.  The Marines are not only willing to die to defend the country but also to maintain such ideals as honor and tradition.  Look at cigarette smokers and racecar drivers, they all knowingly put their life at risk to realize life in their own terms.
 At a macro and statistical level, we have data to show that most physicians, nurses,
 victims and general public
 approved of PAS. The result is repeated borne out in the United States,
 (Michigan,
 Washington,
 Wisconsin
 Hawaii
) Canada,
 Alberta,
 Australia,
 and Netherlands. 

This leads me to conclude that life may not be the most important considerations in matters of life and death.  If we can do away with such absolutes in life, which is rare if not non-existing, the issue becomes one of personal and situational judgment.  Judgment is a relative term - relative in terms of people, time, place and situations involved.  I suspect that in the ultimate analysis judgment is informed by social culture
 and personal experience.

“You also suggested that people should, as a matter of principle, hold on to life.  This I cannot agree.  As a general observation, there is a strong argument that life has no intrinsic value except use value to the individual as well as the society.  More specifically, I surmised that when you suggested that people should hold on to life ‘at all cost’ you might be restating Ronald Dworkin’s
 argument that life is worth preserving because people have to respect life as a matter of course. Taking life demean the life process.  If that is your argument, and according to Dworkin, if you respect life you want to promote the essence of life, not in its degenerated form.”
 
Doctor B: “You asked of me to be in your shoe. Have you done the same in the reverse? As a medical doctor, I have pledged to save lie. I dare say, no right-minded doctor makes it a career to kill people. This is incompatible with their personal disposition and professional ethos.”
 Please come over here and look at the AMA “Code of Medical Ethics” on PSA with me: “2.211 Physician Assisted Suicide. Physician assisted suicide occurs when a physician facilitates a patient’s death by providing the necessary means and/or information to enable the patient to perform the life-ending (e.g., physician provides sleeping pills and information about the lethal does, while aware that the patient may commit suicide).  It is understandable, though tragic, that some patients in extreme duress – such as those suffering from a terminal painful, debilitating illness – may come to decide that death is preferable to life.  However, allowing physicians to participate in assisted suicide would cause more harms than good. Physician assisted suicide is fundamentally incompatible with the physicians’ role as a healer, would be difficult or impossible to control, and would pose serious social risks.”
Patient A: “You are most wrong in this regard. I expect my doctors to do the right thing. Not just follow orders blindly or apply the rule inappropriately.  It is inconceivable for me to think that AMA does not allow you to hasten an inevitable death, thereby reducing my pain and suffering.  After all, not all doctors believe in saving life. Some are dedicated to terminating life to reduce pain and suffering.  There are many doctors who are willing to kill suffering patients as part of medical service in a low key and obscured way.  Kevorkian is the most famous and attention graping one. By 1997, he has killed or assisted in the suicide of a total of 47 people from all over the country – beginning on June 4, 1990 with Janet Elaine Adkins with Alzheimer's disease with his suicide in the back of his van and ending with Elaine Day 79 from California, on Feb. 2, 1997.
 Some with terminal disease others with chronic point, still others just with sick of living.
  (1) June 4, 1990 - Janet Adkins, 54, from Portland, Ore. Adkins had been diagnosed with Alzheimer's disease. She ied of an injection of potassium chloride in the back of a 1968 Volkswagen camper van. First-degree murder charges against Kevorkian were dismissed because Michigan did not have a law against assisted suicide. (2) Oct. 23, 1991 - Sherry Miller, 43, from Roseville, Mich., and Marjorie Wantz, 58, from Sodus, Mich. Miller suffered from multiple sclerosis and Wanctz suffered from incurable pelvic pain. They died together in a rented cabin near Detroit. Miller died by inhaling carbon monoxide through a face mask. Wantz died by injecting potassium chloride. Kevorkian was charged with assisted suicide based on common law. He was acquitted May, 1992. (3) May 15, 1992 - Susan Williams, 52, of Clawson, Mich. Williams was blind and had multiple sclerosis. She died by inhaling carbon monoxide through a mask.  (4) Sept. 26, 1992 - Lois Hawes, 52, of Warren, Mich. She has terminal lung cancer. Hawes died after inhaling carbon monoxide.  (5) Nov. 23, 1992 - Catherine Andreyev, 45, of Moon Township, Pa. Andreyev was in terminal stages of breast cancer. Andreyev died after inhaling carbon monoxide through a mask. (6) Dec. 15, 1992 - Marguerite Tate, 70, of Auburn Hills, Mich. and Marcella Lawrence, 67, of Clinton Township, Mich.  Lawrence had heart disease, emphysema and arthritis. Tate was in the terminal stages of Lou Gehrig's disease. Both died by inhaling carbon monoxide through a mask. (7) Jan. 20, 1993 - Jack Miller, 53, of Huron Township, Mich. Miller had terminal bone cancer and emphysema. Miller inhaled carbon monoxide through a mask. He was the first man to die with Kevorkian's help. (8) Feb. 4, 1993 - Stanley Ball, 82, of Leland, Mich., and Mary Biernat, 73, of Crown Point, Ind. Ball had pancreatic cancer. Biernat had breast and chest cancer. Both died inhaling carbon monoxide through a mask.  (9) Feb. 8, 1993 - Elaine Goldbaum, 47, of Southfield, Mich. Goldbaum, who had multiple sclerosis, was legally blind and used a wheelchair. Goldbaum died inhaling carbon monoxide through a mask.  (10) Feb. 15, 1993 -  Hugh Gale, 70, of Roseville, Mich., in Macomb County. Gale had emphysema and congestive heart disease. Gale died inhaling carbon monoxide through a mask. (11) Feb. 18, 1993 - Jonathan Grenz, 44, of Costa Mesa, Calif., and Martha Ruwart, 41, of San Diego.  Grenz had throat cancer; Ruwart had terminal duodenal cancer. Ruwart had terminal ovarian cancer. Both died after inhaling carbon monoxide through a mask. (12) May 16, 1993 - Ron Mansur, 54, of Southfield, Mich. Mansur had lung and bone cancer. Mansur died at his real estate office after breathing carbon monoxide through a mask. He was the first person to die after the state's temporary ban on assisted suicide went into effect. (13) Aug. 4, 1993 - Thomas Hyde, 30, of Novi, Mich. Hyde had terminal Lou Gehrig's disease. Hyde died of carbon monoxide poisoning in the back of Kevorkian's van, at a park on the Detroit River. Kevorkian was charged in Hyde's death. He was acquitted in a 1994 trial in Wayne County. During court proceedings, Hyde was shown on videotape saying the decision to die was his. (14) Sept. 9, 1993 - Donald O'Keefe, 73, of Redford Township, Mich. -  O'Keefe had bone cancer.O'Keefe died at home by inhaling carbon monoxide, shortly after Kevorkian was ordered to stand trial in Hyde's death. "I want to stop the pain, I want to stop the suffering," he said in a videotape made before he died. Kevorkian was charged with assisted suicide, but the charges were dropped after a judge ruled the state law banning assisted suicide was too broad. (15) Oct. 22, 1993 - Merian Frederick, 72, of Ann Arbor, Mich. Frederick died after inhaling carbon monoxide. She had Lou Gehrig's disease. In a hand-written statement, she said, "I want out, the earliest, most humane way possible..." Kevorkian was charged with assisted suicide, but was acquitted in March, 1994. (16) Nov. 22, 1993 - Ali Khalili, 61, of Oak Brook, Ill. Khalili died by inhaling carbon monoxide through a mask. He was diagnosed in 1990 as having a progressive bone disease, multiple myeloma. Khalili as a medical doctor. Kevorkian was charged with assisting suicide, but was acquitted in March, 1994. (17) Nov. 26, 1994 - Margaret Garrish, 72, of Royal Oak, Mich. Garrish died by inhaling carbon monoxide. Garrish had chronic degenerative joint disease. Physicians to amputate both her legs. (18) May 8, 1995 - John Evans, 77, of Royal Oak, Mich. Evans died after inhaling carbon monoxide. Evans had chronic lung disease that severely impaired his breathing,  (19) May 12, 1995 - Nicholas Loving, 27, of Phoenix. Loving died by inhaling carbon monoxide. Loving had fatal Lou Gehrig's disease. Loving’s mother said the disease had made her son's life almost meaningless.(20) June 26, 1995 - Erika Garcellano, 60, of Belton, Mo. Garcellano died from inhaling carbon monoxide. Garcellano had fatal Lou Gehrig's disease.(21) Aug. 21, 1995 - Esther Cohan, 46, of Skokie, Ill. Cohan had multiple sclerosis for more than a decade. Cohan died by inhaling carbon monoxide.(22) Nov. 8, 1995 - Patricia Cashman, 58, of San Marcos, Calif. Cashman had breast cancer. Cashman died by inhaling carbon monoxide. (23) Jan. 29, 1996 - Linda Henslee, 48, of Beloit, Wis. Henslee had multiple sclerosis. She died of carbon monoxide poisoning. (24) May 6, 1996 - Austin Bastable, 53, of suburban Windsor, Ontario. Bastable, 53, had multiple sclerosis. Bastable died of carbon monoxide poisoning. (25) June 10, 1996 - Ruth Neuman, 69, of Columbus, N.J. Neuman was overweight and had diabetes. Neuman died by inhaling carbon monoxide. (26) June 18, 1996- Lona Jones, 58, of Chester, Va.  Jones had brain tumor. Jones died by inhaling carbon monoxide. (27) June 20, 1996 - Bette Lou Hamilton, 67, of Columbus, Ohio. She had syringomyelia, a degenerative neurological disease. Hamilton died by both inhaling carbon monoxide and injecting potassium chloride. (28) July 4, 1996 - Shirley Cline, 63, of Oceanside, Calif. Cline had colon cancer. Cline died from an injection of potassium chloride, secobarbital and Phenobarbital. (29) July 9, 1996 - Rebecca Badger, 39, of Goleta, Calif. Badger had cancer at 19856. Se was being treated for multiple sclerosis, but no signs of the illness were found in an autopsy. Badger died after injecting potassium chloride and morphine, secobarbital and Phenobarbital. (30) Aug. 6, 1996 - Elizabeth Mercz, 59, of Cincinnati. She had Lou Gehrig's disease and had been in pain. Mercz died after an injection of potassium chloride. (31) Aug. 15, 1996 - Judith Curren, 42, of Pembroke, Mass. Curren had chronic fatigue syndrome and a muscle disorder. Curren died after injecting potassium chloride. (32) Aug. 20, 1996 - Dortha Louise Siebens, 76, of McKinney, Texas.Siebens died of an injection of potassium chloride. Siebens had Lou Gehrig's disease. (33) Aug. 22, 1996 - Patricia Smith, 40, of Lee's Summit, Mo. Smith died after an injection of potassium chloride at an undisclosed location. Smith had chronic-progressive multiple sclerosis.(34) Aug. 22, 1996 - Pat DiGangi, 66, of East Northport, Mich. DiGangi died with a fatal injection of potassium chloride. His wife was present. DiGangi was not terminally ill, but had a debilitating muscle illness so advanced he could not have killed himself without help. (35) Sept. 2, 1996 - Jack Leatherman, 73, of Knoxville, Tenn. Leatherman died from a lethal injection of potassium chloride. Leatherman, had terminal pancreatic cancer. (36) Sept. 7, 1996 - Isabel Correa, 60, of Fresno, Calif. Cause of her death is uncertain.  Most likely cause of death was carbon monoxide since police had siezed a version of Kevorkian's "Mercitron" a few hours before when they raided Correa's.

Unlike you, Kevorkian adopted a high profile to champion his cause, i.e. engaing in medicide. “Hero to some, horror to others, Dr. Jack Kevorkian has forced the debate over assisted suicide upon an entire society simply by doing it, again and again and again. While helping at least 47 people die, Kevorkian has scoffed at the law, scorned elected and religious leaders and won over juries.”
 In pusuing his crusade against “meaningless” living, Devorkian reminded us what life and humanity really means.  Most of his fellow Michigans agreed with him. 

V. Are there absolute moral values and universal human rights? 

Doctor B: “But I have taken an oath not to kill.
 It is unethical for me to do so.”

Patient A: “But you have also taken an oath to take care of the medical needs and respect the dignity and autonomy of the of the patient. This is to suggest that you, as a doctor, has multiple obligations, No one single principle, in the abstract or as applied should be used to trump all other equally worthy considerations.  

Doctor B: “I am starting to get confused.  Are you telling me that there is no universal truth?" 

Patient A: “As I said and intimate, as a philosophical proposition and moral principle, there is nothing wrong in asserting that life should be preserved.  However, once we get away from philosophy and morality in abstraction, we realized that foundational propositions and first principles of life have to be given meaning by the relevent community of social, moral, legal, and professional agents.
  This is where the problem starts.  Take the idea of life.  Where does life begin or end is not as simple as it might first appear.
  Similarly, and of more concerned here, no country has treated life as an absolute. Even in the bible “thou shall not kill” is subjected to exception and reservation, e.g. self-defense, unintentional killing and capital punishment. It goes without saying that our sentiments towards life change with time. Our attitude in the U.S. towards “mercy killing” has changed drastically between 1950, 1973 and 2000. In the U.S. the question asked both in 1950 and in 1973 was: "When a person has a disease that cannot be cured, do you think doctors should be allowed by law to end the patient's life by some painless means if the patient and his family request it?" In 1950, only 36 percent said yes to this question. In 1973, 53 percent replied in the affirmative. The breakdown of statistics also is striking. Among adults under thirty years of age, the approval figure is 67 percent. It is noteworthy too that only 46 percent of the Catholics interviewed said they disapproved. Forty-eight percent approved and 6 percent were unsure, meaning that not even a majority of Catholics voiced disapprobation of mercy killing. These survey results are subjected to varying interpretation in the hands of able advocates or zealous ideologue. There are of course major concerns with their reliability and validity.  Notwithstanding all these reservations, one thing for sure, the idea and principles you hold of life is neither absolute, universal nor unchanging. 

Doctor B: “You assert that there is no absolute, universal and unchangeable moral principles.  What about justice, equality and human rights?  Can we not agree with me that human lives are to be preserved, not killed?"

Patient A: “The discourse over “right to life” is but a battle ground for still larger principles of universality and durability of human rights.  On a larger intellectual compass, when it comes to human rights, my position is the same. Human rights are not absolute. Human right activits and democracy champions talk about the importance of human rights, freedom and democracy as universal and fundamental moral principles.  I agree that they are important ideals deserving of our fullest attention. However, human rights should not remain our exclusive or even dominant concern. In our debate over human values we also need to think about cultural exchange, not simply imposition of our values on other autonomous individuals or sovereign nations.   While I (personally) believe that human rights are very important, there is a compelling case to be made against the imposition of ones values, conception of human rights included, on other individuals and nations. Let me explain.

My assumption is that there are many values worthy of human pursuit; e.g., freedom from starvation, personal integrity, filial piety, social responsibilities and loyalty to one's country.
  In this regard I have four observations to made:

(1) 
It is obviously true that not all values are created equal.  For example, material goods pale alongside moral and spiritual ones.  

(2) 
It is also clear that no one value, moral principles included, is so fundamental as to absolutely overshadow others at all time, in all places and with all situations, e.g., democracy over freedom from human sufferings.    Even the taking of innocent human lives can at times be justified in the name of stopping greater evil, e.g., the drop of the first atomic bomb on Japan.  

(3) 
Value judgment in context goes well beyond merely determining which moral principles should apply in a given decision making frame.  Many valves are involved.  Most of them are in conflict.  Priority must be set.  The challenge is: given a set of ranked values, national priorities and limited resources how should a nation go about optimizing the totality of values it desires to achieve? 
 Some difficult choices need to be made.  Money for AID research means less for cancer drugs development.  Yet both AID and cancer kill.  Many compromises must be made.  It is just too simple to say that we want democracy and nothing else!   For example, in the case of China, a country with 1.2 billion people and has a problem of feeding itself, is it prudent to allow individuals to determine for themselves how many babies each family should have?  I pose the question less so because I have the answer, but because it highlights the follies of allowing a single (or few) so called fundamental values or universal moral principles to determine complex and complicated social, economic and political policy questions.  Indeed, it is grossly irresponsible for national leaders to doggedly promote certain values to the exclusion, and at the expense, of other equally compelling, considerations.  Mao's feverish devotion to communist ideology is now legendary.  China paid for such obsession.  The "great leap forward" and "cultural revolution" debacles attested to such failings.  

(4) 
More significantly, the rankings of values in the abstract, are so loaded with conditions and disclaimers to be of little use when applied to real life situations, or indeed create problems even in a theoretical multi-value matrix decision making set.  Should  I kill one to save the lives of many?  to improve the welfare of all?  If not, what right do we have, as civilized government, to build highway - which after all kills? Are the traffic fatalities not victims of government conscious policy choice, e.g., developing highway instead of airports?  Do we not call them casualties of human progress? Or, in more beguile term: traffic accident victims?   

I am not arguing here for value relativity.  Nor am I promoting situation ethics.  I am advocating for value pluralism. 
 By value pluralism I simply mean that there are many more human values, which give meaning to life and happiness to people, than the principles of justice, freedom, equality and democracy.  Put it in another way, a country can hold other enduring values - love for family, loyal to friends, duty to society - and still deserves our admiration and respect.  A benevolent dictator is better to many than starvation and chaos.  If in doubt talk to the ones who are suffering, not some observers 6,000 miles away.  In a national emergency, individual and human rights give ground to law and order concerns.  For example, in the Israel west bank, it is deemed necessary to colonize a whole people for national security reasons.    
Human rights advocates argue that human rights are so fundamental that all other values pale in comparison. 

While this argument has surface appeal and is emotionally satisfying, a moment of critical reflection show that this does not conform to our understanding of how human values are formed adopted and evolved. 

First, human rights advocates deem it “self-evident” that human rights – “life, liberty and the pursuit of happiness” - are fundament in nature, universal in application, and apparent to all.  All human being should and must subscribe to the same set of human rights value – in content, importance, and when compared with other values, priority.  There are to be no exception or deviation.  

Nothing can be further from the truth. Human values, as with beauty, are in the eyes of the beholder.  Likewise, there are many ways to discover human values; as many as there are individuals on this earth.  

On a theoretical plain, Kant's categorical imperatives or Bentham's utilitarianism is a good point to start in order for one to discover individual or social values, not to finish.  Ontological and teleological validation of value choices does not exhaust all the possibilities.  

In more practical terms, rational analysis and positive thinking are not the only, nor even the best, tools to determine the contour and correctness of human or moral values.  Indeed, I venture to guess rational analysis is ill suited to the investigation of value matters that are after all more instinctual than cognitive and more emotive than logical.  We love humanity with our heart and appreciate life with our soul; not with a computer and a brain.

In the end, spiritual enlightenment, personal feelings, human experience and collective wisdom can all play a part in ones endless value search.  

Second, human rights belong to each and every individual, not monopolized by one school of thought or control by an ideological camp.  Most certainly, values (of which human rights are an integral part) are not beholden to the intellectually bright, military strong, economically wealthy or culturally rich.  As nations, as communities, as families, as individuals, we all subscribe to a set of values.  Each of us is equally capable of finding a set of values suited to our taste.   All of us are equally endowed as moral agents.  It is apparent that no one country - no matter how big, how strong, how rich, and how enlightened - can monopolize the creation of desirable values, much less being the net exporter of virtues. 
   

Third, national values, as with ones moral compass, do not come prepackaged. They are a combined and integrated product of personal make up, cultural heritage, social consensus, economic circumstances, and even accidental events.  In sum, values are a sum total of human existence; wants, needs, phobia, remembrance, dreams and hopes.  Once formed, they are a given fact of nationhood and are seldom right or wrong in the abstract or in total.

Fourth, values are formed experientially, experimentally, naturally, and incrementally, more so than cognitively, absolutely, positively and dramatically.   Historical accidents and national happenstance have as much to do with a country's value formation as rational discourse and reflective policy.  The Unites States found liberation in independence and individuality as a result of rebellion against British rule.  The Chinese sought refuge in paternalism and collectivity because they embraced Confuciun teachings 

Given this “dynamic” and “dyalectical” process of human value formation, it should come as no surprise to anyone to learn that human values never stop growing and evolving; changing in content and mix every minute and hour of the day. “We get wiser as we grow older” is as much a descriptive statement as it is an admonition to the young who are eager to live all life have to offer in one day.  

View in this light, the search for human values is not a discovery process but a creative journey.  An individual, a people, a community, a nation state is always searching for an illusive and transient identity; but never arriving at an ultimate destiny.  It is the process of searching for, and not the ultimate finding of, human values, which give meaning to life.

Lastly and most significantly, values are bounded by time and space, and posited within certain place, people and society.  Two very important observations flow from this postulate: 

(1) Values exist within a context of history, place, people, society, and culture.  There is no ahistorical, asocial or acultural value.  To appreciate why the Chinese, and writ large Asian leaders, adopt a paternalistic attitude towards its citizenry, it is necessary to consider the importance and structure of the family within Chinese history and culture.  A critique of Chinese style of government is not just an attack on Chinese current leaders but also an indictment against China's cultural heritage in general and the role and functions of family in particular.   With so much at stake and such complexities involved,  a country passing judgment on others should be more reflective, thoughtful and considerate.  It is easy to be misinformed and misjudge.  

(2) Values are bundled goods.  The meaning and importance of a value cannot be easily extracted from the collective of values which it forms an integral part.  The surgical removal and strategic implantation of values will certainly cause political disruption, e.g. the wholesale abandonment of communism in U.S.S.R. leads to social unrest and political chaos in U.S.S.R, and social rejection e.g. U.S. styled adversarial journalism is banned in Singapore.  

It is most difficult, if not impossible, for a person or country to transcend ones intellectual horizon and value space.   Cultural myopia is the norm.   China calls herself central kingdom and still acts that way.  Intellectual provincialism is the rule.   All rationality is bounded.  

Marx's critique of the capitalistic intellectual order, i.e., that the consciousness of the mass is conditioned, controlled and dominated by ideas emulating from the economic base, is flawed less so because it is an overbroad observation than it is not carried far enough.  Marx failed to explain convincingly why he could liberate himself from such an all embracing ideological confine to lead the charge against capitalism while others could not.  

Rawl's Theory of Justice suffered from like cultural straight jacket: the just society behind "the veil of ignorance" envisioned by Rawl looked more like 20th century Boston than traditional Indonesia or contemporary Japan.   

Is it surprising to see first the Romans, then the British and now the Americans preaching the virtues of their culture to the rest of the world; through persuasion if possible (BBC, VOA, CNN) and by force (extra-territoriality, Vietnam) if necessary?   

Echoing Dr. Kissinger, does it not appear odd that it takes the British a few hundred years to discover the essence of civilization while the Egyptians are still at a lost after 6000 years?   Is it possible that the Americans find the best in government in 200 years while the Chinese keep missing them after 4,000 years?  

The discovery of universal values has more to do with individual ego and national pride than any intrinsic merit associated with the vales.  The successful spread of values, from democracy to gay rights, reflects more upon a country's economic strength and concomitant cultural domination, than any inherent appeal and demonstrated goodness of certain moral principles.  

Is it surprising that almost participants of international conferences speak English, most with an U.S. accent, and wear ties and jackets!  Cultural domination, abet in subtle form, is here to stay.

Singapore’s senior statesman is right all along, Asian values are as worthy of respect – by ourselves, by others -  not because it is measured against some given notion of right or wrong (human rights) but because they tell us who we are, i.e. they are part of us.

I take time to make this long comment when I have few moments to live because I have an obligation to others and myself as a human being to come  to terms with my own values.  

Firstly, as an open-mined person, I believe in the utilities of open dialogue and the necessity of challenging established dogma; no matter how self-evident or deeply entrenched.  Quiet contrary to the contemporary wisdom, I do not believe that the demise of communist and the end of cold war means the end of all ideological debates.   Ideas are born every day by the minute.  Hegel's dialectic is alive and well and everywhere in evident.  Are we not seeing the emergency of an Asian consensus on human rights?  

Secondly, as a cross-cultured person by birth, education, marriage and work (Hong Kong, Japan, British, China, America) I see the follies of ethnocentrism first hand.  The beast of cultural imperialism is ugly, hungry and disingenuous.  It looks most innocuous; all the time feasting on our national pride and preying on our emotion.   It starts with a simple but powerful premise: if it is right by me, why is it not right by others.  Worse yet if others do not believe in what I believe in I will force them to.  

The most effective weapon I find thus far against such vicious animal is detached reflection: an open mind, a critical attitude, an introspective self and sensitivity to, and accommodation of, others' values.  

In the end, open debate, continued dialogue and forceful persuasion is more effective in changing others mind than threats and coercion.  Who have heard about killing a worthy idea!        

VI. The problem with AMA Code of Ethics
Doctor B: “It matters not what you think.  I see I cannot change your mind.  You should respect my stance that that there is intrinsic value to life and our profession is committed to sanctity of life as a professional creed. After all, I have taken a solemn Hippocratic Oath to save, not take life away.
”
Patient A: “First, let me remind you that the AMA’s stance on PAS is softening.  They have all but endorsed passive euthanasia. Thomas R. Reardon, MD, AMA President, clearly articulated the position of the AMA as: "The American Medical Association voted today to continue to support the Pain Relief Promotion Act which would prevent the use of controlled substances in physician-assisted suicide while allowing physicians to aggressively treat pain. The AMA also voted to work with state and national specialty societies to improve parts of the bill (H.R. 2260), which was passed by the House of Representatives in October of this year…The AMA opposes physician-assisted suicide, as it is antithetical to the role of the physician as healer. We are committed to providing the best possible end-of-life care. The Pain Relief Promotion Act supports both these goals."
Second, as I pointed out elsewhere a sizable minority of the doctors does not subscribe to such views.  Lastly, I thought that conscience is individual, not dictated by others.
  

Doctor B: “While I respect the position taken up by AMA, I do not think the AMA speaks for us all.  As you observed, group ethics norm cannot be made to equate with personal judgment.
  However, since AMA is our official association and I join them voluntarily, I have a moral obligation to defer to their judgment as a member in good standing or out of respect for their collective wisdom.  Unless in those instances the AMA asks me to do something illegal or immoral, which is not in this case.  As to that fact that most of my colleagues differ from AMA, I respect their professional judgment and personal choice, as they do mine. But that in and of itself does not reflect upon the moral propriety of euthanasia.  It is not a matter of popular choice or consensus building.  If all the people in the world believe that un-consented killing is right, it does not make it so.  Finally, as you observe, in the ultimate analysis, moral judgment is individual and personal not collective and social. I have a right to hold dear what I believe in.  

VII: Active vs. passive euthanasia
Patient A: “I detect certain insincerity and doublespeak in what you have to say about the sanctity of life.  My roommate, in more or less the same situation as I am, is allowed to die “naturally” some two weeks ago by refusing further medical treatment.
  When he finally died I was there. He was suffering from all kinds of complications and pain.  Is this what I have to go through to seek a dignified exit?
 Morally, how can you justify death and suffering in your presence without sparing your conscience and abdication your responsibility?
 Legally, to stop or withdraw treatment, with the intention of relieving the patient’s suffering through death, is no different than giving a fatal injection, since both actions ultimately achieve the same result – the patient’s death.” 

Doctor B: “But there is a world of different between active euthanasia and passive euthanasia. 
  I cannot control you committing suicide. This is recognizing a fact of life.  You certainly have a right to decline medical treatment on constitutional and common law grounds. This is out of respect for the law.  In such cases, I can hardly be held accountable for your own decision to kill yourself nor should I he held responsible for the diseases that take their natural course. 
However, I cannot be held responsible for not helping you to hasten your own natural death.  This is intentional killing of a person, amounting to murder.”

Patient A: “You cannot wash your hand of people dying when people need your help, particularly when you can easily, but refused to do so.  By refusing their call for help you are prolonging their suffering and entice them to do it themselves which might end us to be more painful or dangerous.”

Doctor B: “That is something I have long regretted happening to others.  But I have no control over your own choice to end your life and in the process suffer the consequences including pain associated with the process or mistake.  However, the courts have consistently approved of aggressive pain management even to the extent of killing the patient, provide that the intent is not to kill but to treat.
  This is called the “double effect” doctrine. I hope this make you fell better.
VIII: Compassion vs. professionalism
Patient A: “Are you not a human before you a doctor? Do you not exercise your rationality as informed by your humanity, i.e. with compassion?
”
Doctor B: “ I am every bit a human as you are.  But my role as a doctor and training as a professional ask of me to stand aloof from our humanistic instinct, blind compassion being one of them. Compassion in others while a fine quality can get me too emotionally involved with my clients’ immediate circumstances and otherwise made me too attached to the clients’ life course and personal goals.  These extra-medical considerations will colored my objective judgment of what should be done for the best interest of my client overall and in the long term.  In more simple terms, I have to stay “cool” when my patients are “hot”.

IX: The problem with rationing medical resource

Patient A: “You are engaging in double speak in another way.  It is now common knowledge that doctors kill people by giving treatment to some and refusing to others, out of necessity of the situation (e.g. war) if not by choice (e.g. prioritizing medical resource). In those instances are you not actively causing the death of others in some very real sense of the word – you have a duty to help, to save life – you could have helped if you wanted – you were asked to help – you declined to help – as a result people died?  Should you not be responsible? In those cases, and there are many of them happening everyday around the world, you are playing God, no different from what you are doing now. 

Doctor B: “What you said is very true. We have more far more demand for our services in emergency situations (e.g. war) and over-subscription of our limited medical resources in critical cases (e.g. kidney failures) than we can possibly supply, if the best of intention.  We are not able to attain to each and everyone that does not deserve to die, but those decisions are forced upon us.  It is a medical necessity. We try to rationalize and distribute the limited medical resources we have in an objective and equitable manner that is acceptable to the society and compatible with collective interest.”
  

Patient A: “But what if I can demonstrate to you that I have a duty to kill myself?

Doctor B: “There are other more philosophical reasons I should not help you. By helping you to die I am sanctioning voluntary suicide and promoting involuntary ones in due course.”

A: “I have little problem with legalizing suicide for whatever reasons. You should have more faith in decisions of your fellow beings.  I do not see people going out to buy drugs, if they do not enjoy it or think that the harmful effect is worth the price.  If people have a natural instinct, inculcated desire, or learned habits of anything – drugs, sex, gambling – they will find a way to satisfy it. That is why drugs cannot be purged nor gambling be outlawed.”
 

XI. What is a rational choice – facts, values, opinions and judgments?
Doctor B: “I can see that you are getting irrational in your judgment.”

Patient A: “In terms of decision making process and justification, what do you mean by being rational?  If you mean by irrational, all choices that do not conform to your expectation - either in terms of process or result - I cannot argue.  This is true by definition and you are a nominalist and egoist!  However, if you mean by rational choice, a process of determination taking into account all material and relevant considerations of the decision maker, all considered judgment are rational in nature, notwithstanding disapproval by you, rejection by the learned, condemnation by the church, critique of philosophers or deemed being undesirability by the society according to certain conventional standards customarily preferred, morally obtained or reasonably derived.”

Doctor B: “See the way you talk.  You are very, very depressed.
”  
Patient A: “There is some truth to what you have to say.  Most terminally ill persons have experienced some form of depression, if depression means that they are frustrated with their imposed station in life and feel helpless in the face of oppressive pain. Taking this into consideration, the person who insists on his “right to die” can hardly win. If he is lucid in his thinking and clear in his articulation, he is not a candidate for death treatment. We have to make every effort to change his mind; to talk him out of it.  If he is slightly depressed, a chronic condition of the terminally ill, he cannot be trusted to make such a critical decision. We have to make every effort to consider his best interests in making up his mind for him (albeit in our own image).  Before we do that we have to declare that he is unfit permanently (mentally incompetent or incapacitated) or unfit for the purpose (illogical or unreasonable). As a practical matter and a matter of strategy, experience informs that it is all too easy to call someone’s argument or thinking process as irrational to underscore the correctness of your own position and otherwise gain support from others listening in.  Forensically, it is certainly a common pracice to dismiss your opponent’s argument as lacking in rationality loosely defined in order to bring closure to a debate with few agreements in sight.
Doctor B: “You are getting out of your mind 
and being incoherent.  I agree with you that life itself may not be the only consideration but the desire to live is paramount.  It is a well-documented fact.  Ask any anthropologists, sociologists, psychologists, philosophers and historian and he will not differ.  So I am not alone in what I opined.  Should you not defer your judgment to those who are gifted, learned, experienced or wise?'

Patient A: “If your suggestion is that I should consult the “gifted, learned, experienced
 and wise?” on matters I feel lacking in understanding, I wholeheartedly concur.  I certainly need to be informed of more alternatives and gain different perspectives on the issue.  However, if you want me to defer to their opinion because these people are the depository of truth and wisdom, I cannot agree.  A matter as efflorescent as the state of mind and as personal as a will to live can hardly be called a fact.  A fact is an absolute and the will to live or die is not.  More significantly a factual statement is a descriptive statement but whether a person should kill himself is a value judgment, a normative admonition.  The fallacy of your argument is to generalize from what others are doing, a descriptive statement, to what I should do, a normative command.  If I should take your suggestion and follow the opinions of the crowd instinctively and not my conscience reflectively, I am afraid that I have not made a decision on the merits of the issue (other than of course a decision to follow others decision).”

Doctor B: "Even if I agree with you that life is not absolute.  In this instance, your decision to kill yourself is not well grounded.  Yes, I have tried to put myself in your position.  I have even gone to the extent to quantity and “computerizing” the decision.  I have thus assigned values to each factors of pain (-5/day), days required for recovery (90), value of life during recovery (+2/day), chances of recovery given medical treatment (50/50), chances of medical breakthrough (50/50), time required for breakthrough (50/50), degree of recovery (75%), value of life after recovery (+10), life expectancy (5 yrs before relapses), chances of relapse within the first 5 years (60/40), chances of relapse after 5 years (80%) and chances of cure for relapse (uncertain to not good) to come up with a scientific decision.  You see I try to think like a rational person would think.  I assume, or as least I hope that you will think in this fashion.  How can you not come to same conclusion as I do?”

Patient A: “It matters not that you or others do not agree with me.  We are different people and no two persons are born alike, our visible and apparent similarities in race, culture and/or nationality should not hide the real distance between us.
  You are born in the U.S. You had a good family, went to Yale and now an eminent doctor.  You are also young and live in Boston, the bedrock of Eastern liberalism.  I am born in Russia of a divorced family.  My father was a common thief.  My mother was a sales clerk.  I am illiterate.  We were poor but my mother taught me to take care of the young.  She has no future other than the future of the family.  I came to this country when I was real young and lived through the depression.  I have worked hard and saved what I can.  You see, we share quite different personality and developed under entirely different life circumstances.  I am not at all surprised that our mental disposition and value preferences are so far apart.

Patient A:” In the end, we differ, not because any of us is irrational, but because of three facts:

(1)
Our value system is quite different - As a doctor you are sworn to preserve life.  As a downtrodden patient, life is but an expendable commodity.  You want to save life because it is intrinsically good.  I want to die, because life no longer holds any instrumental value.

(2)
Our assessment of the cost and benefits are quite different - As a doctor every life you save provides satisfaction to your ego as well as professional calling, not to mention material rewards.  As for me, I do not hold life as important.  I am old.  I have lived my life and the opportunities along with it.  Life means less to me each passing moment.  Life is fast losing its inherent attributes when one has to be forced fed or being conditioned by various drugs that affects not only my body but also my mind.  I will not live another day to prolong my existence just to gratify my desire to live.  I guess the economists would describe it as - the diminishing marginal return on life.

(3)
Our methods of calculation are quite different - As a scientist you believe in quantification, being a common folk (humanist!?) I believe in intuition.  Life and much of its associated processes cannot be easily and meaningfully quantify, if at all.  Mathematical formulas do not and cannot be made to capture the nuances of life, e.g. how to capture the value-of a smile from a newborn to a parent or a gesture of appreciation to the people who are helping.
  You are a good example.  You have spent the good part of your last month trying to talk to me and worry about me.  Is my life worth of that much?  How far would you go to save my life at the expense of your other patients?  I heard that you let the other AID patient go to make room for me here.  These human judgments are hard to make, not because of any lack of statistic means or mathematical ways, but these so-called scientific tools cannot help us in making the critical decision at the end of the day.
 Good doctor, in order to help you to understand my predicament more, please answer the following questions for me:

1. What is the meaning of life to you? to me?
2. What is the value of a full life to you? to me?
3. What is the value of a life confined to hospital bed and restricted by medical instrumentality to you? to me?
4. What is the value of a life recovered, only to be laboring under the apprehension of death and burdened by life support medications, to you? to me?
5. What is the value of my family's lineal continuity, financial security and educational achievement to you? to me?
6. How much do we have in common as Homo sapiens and how much do we differ as free thinking individuals?
7. Do all your superior intellect allows you to identify with my dilemma emotionally?
8. Do all you experiences with people allow you to empathize with my feelings?
9. Do the shared experiences we have in common as persons of the same race, culture and nationality allows you to part-take my value system and cost-benefit evaluation?
10. Who is more motivated to look for and consider all pertinent factors with respect to this decision? the person involved? the outside adviser?
11. Who is in the best position to know all the circumstances and choices available when making choices, the person involved? an outside adviser?

Can you REALLY know where I am coming from or do you just think you know!!??*

Doctor: B: “Have you ever considered the likely failure and related complications resulting from a broached PAS?

Patient A: “I must say I have not.  Please enlighten me. I suspect this is not going to influence my decision.  I will tell you why.  I cannot see how failure in euthanasia will make my conditions any worse off.  I further take for granted that if I decided to die in the doctor’s hand, it is going to be a matter of time. I accept the risk of PAS failure. 

Doctor B: “My hands are tied. It is not that I do not want to help.  It is because I cannot for some very practical reasons and prudential considerations, e.g. insurance.  First, as a doctor, I am ultimately responsible for the life and death of a patient under my charge. I could actually be facing murder charges in addition to the loss of my license to practice as a doctor if my decision to “save life” is misconstrued in a less than favorable light. In such cases I will be exposed to criminal liability, e.g. murder. Whether such an allegation has any merit, I must now assume the burden – physical, emotional and financial – to defend myself, e.g. hiring an attorney, suspension without pay during the "investigation."
  If I should make a wrong in supporting “death wish” I have to live with the consequences, e.g. administrative discipline, criminal punishment and civil liability.  Alternatively, if I choose not to act I will be called unsympathetic at worse.  decision and risk possible conviction.   The survivors may ultimately be able to pursue civil monetary damages for the killed a person not ready to die; albeit at her request. Horrendous medical bills incurred and possibly damages for unnecessary pain and suffering. 

X: The problems with paternalism
Doctor B: “You implied by your questions that I am not competent emotionally as well as intellectually to make such a critical choice of life and death for you.  I cannot agree.  As a trained professional, I am totally objective in my judgment.  As a fellow human being, I am very motivated to help a fallen comrade.  By social morality I am obligated by my professional creed to give you the best judgment I can muster.  All I seek is your best interest.  Are you not convinced that such compassion and professionalism will assure the making of an impartial and objective judgment based on the circumstances you find yourself in?”

A: “I rejected your overture to help me in reaching an appropriate decision primarily on two inter-related grounds.
First, your intent to help, from all I gathered is a noble and chivalry one.  Indeed, it is a desirable character to imbue in our citizenry, less our countrymen become as self-seeking as we once were (alluding to the “me generation of the 60’ s)  There is no faster way to destroy a society than the exhibition of deliberate apathy by its member in the face of a crisis or felt needs of others and the society.  However, such a noble instinct is not without its corrupting tendencies and destructive impact.  The impetus to help, arising as it must, from a sense of superiority and well being, will easily lead to an arrogance of power (intellectual, spiritual, physical, emotional or economical) in the helper.  Dependency creates subordination in the helped and breeds contempt in the helper.
  This will be manifested in a relationship denominated not so much by the actual needs of the one that wants help but by the one who is to help.  Such tendency seems to grow directly, in proportion with the intensity of the willingness to help and conversely correlated with the helplessness exhibited by the deprived.  In the end, the one being helped may be no better off, e.g. he may not get what he wants (only what others think he wants).  He may even ends up worse off than before, e.g. he may get more than what he bargained for - a lost of self-respect for his own autonomy, and freedom.  Such has always been the pitfall of paternalistic relationship!  I hope that our relationship with each other would not deteriorate to that point that we become enemies!!

“Secondly, may I suggest to you that your manifestation of selflessness must be qualified by the observation that your motivation to help is not altogether selfless. 
 There is a certain kind of hypocrisy (and I am not suggesting for a moment that a healthy dosage of hypocrisy, such as protocols in diplomatic life, is not -functional in the smooth functioning of our society) in this chivalry gesture of yours.  No one is totally, selfless, even the Nobel laureate, Mother Teresa is serving God while she is serving mankind.  I am not trying to be cynical.  The point must be made to put the issue in perspective - by venturing out to help others we are motivated by a need to gratify ourselves, i.e. an instinct to do good in general or helping others in particular.  However the instinct is derived, e.g. via cultures custom, religion, moral etc., and whatever its substance and intensity is not important.  The fact remains that it exists and must be explicitly reckoned with and actively reconciled when come into conflict with other more or similarly worthy principles.  If we do not squarely confront the issue, we will be deluding ourselves to think that the interest of the helper and the helped are one and the same.  No assumption can be more wrong and more dangerous.  A servant cannot be trusted to serve two masters.  This is not an indictment against the integrity of the servant as much as it is a realistic assessment of such relationships.  The annals of trust law are repelled with cautions against such divided allegiance.  Our experience with others point unmistakably to that conclusion.

"This perception of our relationship materially affects my assessment of the situation.  I could no longer take your words for granted as necessary good for my own interest, in spite of your expressed sincerity and demonstrated benevolence.  You may have desired that way, but in reality your judgment is colored by your intended or unintended conscious or unconscious self-interest.

"Incidentally, you suggested that your professional training and discipline allow you to make impartial and objective judgments.  This is only partially true (with respect to explicit personal conflicts of interests), if not wholly false (in regards to structural/inherent conflicts of interests).  To the extent that your professional training and ethical code inveigh against explicit gratification of self-interest I do not doubt.  However, this still does not alleviate my articulated concern that is of a much subtle, amorphous and nuance kind, e.g. exploitation built into the interaction pattern itself between the powerful and powerless..  More significantly the use of professional values to guard against such paternalistic practices fail of its essential purpose.  It only serves to substitute one form of imposition by another e.g. witness the wholesale compromise of the criminal defendant's choice to plea guilty and confess (on whatever grounds) imposed by conscientious defense lawyers, and makes no less objectionable.

"Collaterally professional criteria when applied to decision making suggest standardization of process and uniformity of results.  This is a necessary consequence of accumulation of learning and experience and an inevitable development of the professionalization process.  This is totally at odd with matters of personal choice and individual decision-making In life and dead situations (and by extension to other moral choices of a private nature).  The objectivity you sought in professionalism may be gained at ' the expense of the needed sensitivity and insight into the hearts and minds of the patients involve.  Thus stated the objective test you proposed may alienate more, than help, in getting to what the patient really desire or truly want.  Our blind faith in professionalism is habit forming and in time will only serve to deprive us of the most important skills that we must have to do good in these type of helping situations, i.e. sensitivity and empathy.

“The suggestion that professional ethical standards if seriously, developed and conscientiously applied, will assure the necessary degree of care and attention to the real interests of the patients, is debatable both in theory and in practice.  In theory, the medical profession, as an interested party, can never be trusted to rise above its provincial dogmas and self-centered concerns in developing a set of standards truly neutral in nature and sufficiently objective to adequately preserve the absolute prerogative of the patients to decide.  More likely, the patients' desire and choice will be subjugated to the felt needs of the medical profession to safeguard its self-anointed role as the ultimate guardians of public health.
 This is clearly demonstrated by the activism of the AMA in recent Champaign to prohibits the sales and distributions of various consumer goods, e.g. from cigarette to drug use, on account of their bad effect.  In sums, the AMA cannot be trusted to put the interests of the patient before its own professional credo, i.e. saving life and helping people.  Practically, this will also be manifested in half-hearted effort by the AMA in overseeing the enforcement of any established ethical rules.  Professional members are not likely to be punished if they are caught doing what the profession has taught them to do all their life, i.e. to help.  Nor are they likely to cease to do what they do bests, giving judgments on medical-scientific matters because some rules say they should not.  The natural tendency of one who feels that the rule is inappropriate will be to violate it in its spirit if not its letter.”

XI.  Rationality by process or by result?
Doctor B: "In the way you put it, all personal decisions except for those totally unthoughtful or arbitrary kinds, are rational choices.  I beg to differ.  We may disagree with the outcome.  We might disagree on values.  We might even be different in intellectual endowment, spiritual attainment and mental dispositions.  But sound and rational judgment can only be made under three conditions: (1) the decision maker must have the requisite rationality to make such judgment, i.e. he must be a competent decision maker; (2) the decision making process must not be so affected by external circumstances sufficient to deny the decision maker effectively of such rational thoughts process, i.e. given the time and opportunity to reflect; (3) the decision maker must be informed, i.e. given the necessary facilities to decide.  In this case your pain has deprived you of your good sense. Your money difficulties at home do not give you enough time and chance to think clearly.  You are not competent to judge the medical promise of your case, both in terms of eventual success of recovery and the degree of carefreeness associated with the recovery.  In this case, I implore you to reconsider before I seek to deny your wishes altogether.  This is not because I am autocratic.  Quite to the contrary, I want your decision to be one that is truly in your best interest to make.  But I also want to make sure that you would have made a choice which you, or any of your family members, would not regret latter.”

Patient A: “ Once again you have judged my decision to be irrational. In the first two instances you have attacked my decision as irrational in outcome.  I have taken pain to explain why that is not so.  Now, you are concerned about the rationality of the decision making process in general and my ability to make rational choices in particular.  This is a new argument and by far the most potent justification of not allowing me to choose.  Although I am inclined to argue that insane people should be allow to make choices which present no harm to others, I will save that discussion for another occasion.

"Before I start, I must point out that rationality and irrationality are not the objective, scientific and behavioral phenomenon as might first appear.  It is very much cultural specific and community defined, beyond being functional in content.  In Russia for example political dissidents, are routinely processed through the mental institutes and in this country, we have occasions to read about mentally sick people who are in fact quite smart or even considered genius.  The medical definition of mental abnormality for treatment purposes is quite different from the legally used term of “insanity” for criminal sanction purposes.  In short what is a rational mind is not always so clearly defined and readily ascertainable in real life, as might otherwise be expected given our theological faith in the medical-science profession, esp. in the marginal cases.

“There is both a definitional problem as well as a methodological concern.  It serves to look at history to remind ourselves that it is very easy to apply negative labels to people whom we do not approve personally or fail to understand adequately.  St. Joan of Arc was persecuted for being a witch.  Socrates was considered as heretic.  Jesus Christ was persecuted for his treasonous act in preaching another God. Conflict criminologists have repeatedly point out that criminals are not so much born, as they are convenient labeled.  What is irrational still defies a universal definition, nor do I expect one to be forthcoming in the future.  After all, the definition for insanity as a viable criminal defense has been oscillating, leading to confusion, if not actually creating contradictions in judicial opinions and obfuscation in public policy pronouncements.

“1t is true that my mental state has been traumatized by my physical health.  But I am not insane.  The pain and suffering for sure played an important part in my determination and may indeed be a critical factor in deciding not to live.  But how can I separate the reasons of my decision to kill myself from reflecting poorly upon my decision-making process and my capabilities, especially to disagreeing others who hold high opinions of life and its desert.  For them, and for you, a desire to live is paramount and any one who rejects that theological faith needs mental reconditioning.  I have grave problem with this ipso facto approach.

"In this instance, far from being irrational, I am eminently reasonable in taking the pain factor into account.

Unless you automatically assume that people under pain or pressure cannot adequately take care of themselves, I cannot see how you can call their decisions irrational.  This is not to deny that in rare circumstances a person can be so much -affected by pain that his mind actually deteriorates to such an extent as to actually deprive the person of any ability to think.  However, that is not my case. 

"I do not deny, that I cannot make informed judgment until I know all the facts, e.g. exact chances of survival and the nature and extent of my recovery.  However, in any decision-making process we never have available to us the total and complete picture.  Being informed is a relative phenomenon and subjective state of mind.  This will always be true to the extent that we are only human and not omnipotent.  There is also the critical question of being informed as to what.  What is relevant and material to ones decision-making is certainly very subjective and relative - both in terms of what to consider and how much significance to attach to certain factors.  Whit is importable to consider thus affects our assessment as to the completeness of any given information and the weight we associate with it.  I believe I have all the facts I care to know at this juncture.  I realize full well that new discovery in medicine is not uncommon, given our advance achievement in the medical science field.  If I die I will miss a possible salvation of my life and pain.  But I must make a decision some point in time.  This, to me, is the most appropriate moment.

'It is one thing to be lacking In information, it is another to have information but disagree upon its import and still a third to differ as to what is important to consider.  I think our differences rest with the last two factors not the first.  It is true that I do not have the exact information of my likely recovery and the quality of life I might lead thereafter.  But I cannot, because of this, abdicate my judgment to the doctor, unless of course if I want to.  Besides, the chances of recovery, important though it may be in my thinking, are only one factor to decide.  The other factors concerning my dislike of pain and desire for the good of my family is certainly of equal, if not of more significant, import.  Of course I should perhaps think generously of contributing my life to medical science or at least, selfishly for reasons of family pride, allow my body to be so used, so that my name will become a household word in the annals of medical history.  But these matters do not detain me now.  I just want to get this ordeal over with and rest in peace.  I am thus inclined to put the more immediate concerns of my family's security and my well being above and beyond the notion of life or public service.  I have only one life to live and to give!  Should I not be trusted to make that decision!  Whose life is it anyway?

“ln this case I am as informed as I ever will be.  I do not have all the time in the world.  I am under tremendous pressure for sure.  It is regrettable that decisions are never made in a perfect world or in an ideal classroom situation.  But then, the ideal decisions will not necessarily be a real decision, much less being perfect or right.  They suffer from a lack of realism, if not being regarded as totally irrelevant.

XII. The problem of making a decision in a vacuum
Doctor B: “I want you to do this favor for me. Imagine that you are not suffering from all these pain and think through your decision once again.  Do you not agree that you can gain so much more by staying alive?  Is it not worth it to you to avoid a quick fix to such a complicated choice?  You do not want to regret your decision while you are in that great beyond?  This is what I really mean by rational choice.
Patient A: 'I will not decide to kill myself if I do not feel the pain.  If I do not feel the pain, I may not even need to make such drastic decision.  You have asked of me to think as though I am free of the problems at home and ignore my painful circumstances now, this is totally unrealistic besides being artificial.
  First of all, life problems such as mine do not come in capsulated form but always found unfolding admits a set of evolving circumstances, continually in flux and forever changing.  This forecloses any meaningful attempt to capture a problem in a point in time, much less do away with certain essential elements inherent in the problem situation.  A decision made in such a sterile and static fashion, is meaningless.  Just like playing war games, we are going through an exercise for the shake of it all!  Second of all, imagination is a poor substitution for experience.  There is a limit of what our mind can do.  I cannot assess realistically a situation until and unless I am involved in it. That is why the common law approach to conflicts resolution, which seeks to attend to the particular circumstances of each case, is more suited in providing just and equitable resolution of people's disputes, than the civil law model, which is more adapted in catering to future social needs.  Lastly and more importantly, I will not have a feel of the situation as it-evolves.  My logical mind cannot be depended upon to serve my emotive needs.  And even if I can overcome all these problems the outcome will not be a decision worth pursuing.  I will not be deciding the case as I would have it decided - a decision that you derogatorily described as a 'quick fix' to a complicated problem.  Instead, I will have to settle with doing things non-significant others (more brave, rational, call it what you may) would have liked them to be resolved.  I do not seek to be different just to be different. Still, I do not like to live the choice or life of others - no matter how accepted and good it sounds to them and indeed to the world!'

XIII . Should one be expected to help others to kill himself?
Doctor B: “If I kill you, even at your instruction, I will be a murderer, morally and legally.  I will be an accessory if I help. 
 Even if I do not do anything and just watch you die, I may be guilty of the crime due to omission of a legal duty.  Of course, if I have consented to your death, I will be guilty of conspiracy.  I cannot do it.'

Patient A: “ I understand your concern, I can only ask for your help with no intention of getting you to violate your religious faith, moral conviction or legal duty.
  Though I do not believe that it is either morally or legally wrong to help others to relieve themselves from immense suffering; I understand that the moral and legal order has vested interests in not condoning killing of others.  Morally the thought of taking a life unnecessarily pollutes the mind and undermines culture.  Legally, acts of killing condoned by law might create bad precedents besides teaching people that it is all right to kill.
  But I submit that the law has no business with my own life.  By killing myself I have hurt no one.'

XIV. How to evaluate intangibles such as hope and fear? 

Philosopher C: “There is hope.  There is a hope that you might be cure, though the chances are slight.  Is that not worth waiting for."

A: “O yes hope, what miseries have been incurred in your name!  How it has led me on through the stipple chase of my life.? I have been chasing after dreams all my life.  This decision is no different from the rest, except I am older and wiser now.  I am also given some statistic odds, uncommon in other life pursuits.  I must say, though I relish and embrace the scientific data and very much want it to be reliable, I feel that I am deluding myself with these figures and projections.  You told me that I might have a 50-50 chance of recovery if I wait one more year.  I believe it only because I want (have?) to believe it, not that for a moment I believe it to be true.  A healthy sense of cynicism!?  An occasional complacency to the point of self-deceit!?  These are qualities that make us human.

“The fact is, I do not want to live one more day of this miserable existence for another month of good health.  Who is to say that my recovery will be speedy even if there is a breakthrough?  Who is to say that my new life will be a full one?  More importantly, would I not be subjected to a whole new set of worries, i.e. worry that my hard earned life will be subjected to the recurrence of the disease, worry about my son's education and worry after the families’ financial security.  Having gone through this once, I loath the day I have to live under the shadow of death.”

Philosopher C: “You agree that our mind works in mysterious ways. Hope begets hope. There is more than one narrative to life and living. I implore you to have faith in yourself. That is hope in the real sense, not some distant image of castle in the sand.”

Patient A: “I can only speak from my own experience.”
XV: The reconciliation of different values
Christian D: "Life is given by God.  Only he can take it away."

Patient A: “If God is all loving and caring he should led me die.”

Moralist E: “I cannot let you die.  This will make me an unethical person to tolerate your death.”

Patient A: “But it is as unethical to see me suffering a painful death or deny me of my freedom to choose.”
Philosopher F: “It is fool hearted to die.  Killing is wrong.  It is against the natural law.”

Patient A: “But where can I find the natural law you alluded to. I can only be guided by my own common sense and immediate personal experience.”

Humanists G: “Each death detracts from the vitality of life and robustness of a community.”
Patient A: “So does having the society to deprive a personal of his most basic freedom to choose.”
Sociologists H: “Death begets dead. Death is harmful to family, community and society.”

Patient A: Death can also be a great relieve to burdened family and money saver for the society.”
Patient A: “I am flattered by all your concerns.  Please do not feel offended and stop your continuous effort to help on account of my rejection of your kind gestures.  That is what made the world interesting and my life worth living, up to this point.  Please also note that though all of you wish that I would live, you all have quite different reasons for so wishing.  This points out the problem with using moral, philosophical or theological arguments to convince me and others to follow a certain preferred course of action.
  I must thank you for your suggestions, but to the extent that they art not compatible with my morality and belief, I must claim by right to exercise my choice. If you try to stop me on account of your faith or belief, you must be prepared to ask whether the end, saving my life, is ever justified by the mean, violating my autonomy as a free thinking agent.  In this process of depriving me of my rightful choice to die, are you not taking me as a mean to an end, however noble the end is - why should I be used to gratify your own conviction!”

PART FOUR

PostScript

A different paradigm: An oriental perspective

A Chinese professor enters.

Chinese professors: “I have been listening to your conversion very closely and with much interest.  One thing you all have forgotten is the fact that we are animal of history, culture and habits.  The idea and ideal of with to die is very much shaped by our culture as informed by history and underscored by our vision as informed by ideology.  

The case for the right to die is summed up in one neat and deceptively compelling argument: “Whose life is it anyway!?”
   In traditional China, the answer is: “My parents.”
  This gratuitous statement is necessary to inform the readers of the ever-lurking cultural context underscoring the perennial debate.
 

This self-righteous claim to life and death encompasses two lesser claims: my life is my own and I know best what to do.  The first is a natural right’s argument. The second, a legal privacy claims.  Both of these claims are more complicated than first meet the eyes. Let met explain.

Taking a life is every body’s business.  
I start by observing that the issue of life and death is not only just a personal problem or just an individual issue. The taking of life (abortion or suicide) affects others - near and far, close and distant, past and future.
  As Saint Thomas Aquinas observed: “Second, every part belongs to the whole in virtue of what he is.  Suciden therefore involes  damaging the community, as Aristole makes clear.”
 In more concrete and functions terms.  

For the society, it is the lost of a productive member.  For the community, it is the lost of a comrade in arms.  For the family, it is the lost of an intimate relation.
 For humanity, it is the lost of a kindred spirit.  

Finally, for the human race, it is the severing of a vital human link. 

The individual as a social being has connections not only with himself but to others.
 He is part of them, as they him.  The individual as a human being, lives not only in the present, but has a past and a future.  The present is the past’s hope and the future’s memory.  The individual as a life form is inseparable from the universal life forces that he helps create, maintain, and shape.  He is life personify.  Life is his manifest. 

In all, collective, humanity, and life is constituted of and informed by the individual, but transcends and outlives him. 
   

Thus, taking away ones life is not just simply terminating ones isolated, if autonomous, existence.  (It should also be pointed out that isolation of self and autonomy of thought and action is two radically different, if sometimes inter-related, concepts.   Isolation of self describes a social fact, which is never the case.  Autonomy of action is an affirmation of a political value, which is always sought after.)  It takes away part of society, community, family, and humanity.  Killing of a person, if done deliberately, shatters social solidarity, dilutes communal bonds, retards human development, and cheapens life. It makes for a weaker society, lesser human race, and bleaker life process. 
 For the same reason we should not have capital punishment. 

More graphically, when someone is killed, part of us die with him.  That is why we all grieve when we see people, even enemies, die. That is why even hardened prison officials have compassion for people on death row.  The human body is a public trust!! 

The individual is not the best to judge.  Much of the debate over the right to die hinges on the issue of individual competency to decide, i.e. it raises the issue of rationality.   Is the terminally ill competent to decide rationally? I submit that this is the wrong question to pose.  

My argument is a simply one.  Individual rationality is not the same as collective rationality, such as system rationality or social rationality. Individual rationality cannot be trusted to guide human destiny.  Allowing individual rationality to steer a course for the society and mankind is to open up a Pandora’s box of questions with no satisfactory answers, i.e. the same kinds of questions posed by genetic engineering - what is best for society? what is ideal for the human kind? 

On a more practical scale, just as we do not trust the individual police officer to determine when to use his firearm, we do not deem it appropriate for the individual to decide what is good for the collective whole.  This is not to suggest that his rational judgment is not sound under the circumstances.   It is to recognize the limitations of his individual rationality, which is circumscribed by self-interest and restricted by a lack of information.  In practice and real terms the individual can rarely be expected to rise above the occasion - the limited circumstances he finds himself and the immediate situation he is presented with.  As a result, the individual is not fully informed and in not able to think about what is good for his society and humanity.  These life and death decisions require a historical memory, future vision, cultural perspective, and more critically, holistic judgment, far beyond an individual can hope to possess or provide.  In the end, what is considered good for the individual may not be good for the society. What is deemed suitable for the society may not be acceptable to the individual.  Such is the case when the society choose for the terminally ill a painful life over a simple death, even when the individual has every reason (pain, no quality of life) to object.

Who should decide when life begins and ends, if not the individual self? I have no answer but an observation.  It is important to realize that individual rationality does not exhaust other ways of ordering social and human life. Natural selection allows the human race to mutate and survive.  Collective wisdom keeps us from self-destruction.  Spontaneous order regulates conduct and resolve conflicts.  Human instincts are still the best way to steer us through life crisis and personal troubles.  There are more intricate natural forces, more complex human dynamics, and more complicated life process at work that humble scientists, titillate philosophers, and most certainly perplex and confound the individuals! Simply put, individual thinking is no match for mother (or is it father?) nature at work. 

I feel sadden as I address these issues. I have reluctantly allowed myself to be drawn into the vortex of such a no win heart-rending debate.   My mother was terminally ill with a brain tumor for 10 years.
  I must admit that there were times, when we were alone, that I could have hastened her death to relieve her agony by ignoring her cry for help.  I did not.  

When I look back, I still feel ambivalence; sometimes guilt.  My human emotions drive me one way and my rationality takes me to another.  Schooling has given me an analytical mind and critical spirit, but has taken away my innocence and makes me uncomfortable of emotions.  (Faust would have the last laugh!)  

Still in all, during these tormenting moments, I am glad to be able to find some genuine, if fleeing, solace. I am able to feel the pain of my mother and suffering endured by my fellow human beings. I am glad that I am a human being; living the vagaries of my feelings!! 
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� I use “prospecting” to call attention to the efflorescent quality of new ideas, ever so fragile, always suggestive and mostly tentative. Such incubating ideas are a poor match of established ideas and unworthy opponents of existing ideals.


� Few people know what are the necessary and sufficient conditions that are conducive to the cultivation of creative ideas.  Some likely candidates are: an open debate structure, non-directive, non-imposing and non-threatening style of argumentation, critical analysis of ideas, promotes diversity of ideas, welcoming of input.
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� To appreciate is more than to understand. To appreciate is understand completely and accept instinctively. Appreciate is defined as: “1. To recognize the quality or magnitude of. 2. To be fully aware of, realize. 3. To be thankful or..” The American Heritage Dictionary, Third Edition (1994)


� L. Frank Baum Wonderful Wizard of Oz (1900).


� L. Frank Baum Wonderful Wizard of Oz (1900). (The Scarecrow wanted a heart.  The Tin Woodman wanted a brain.  The lion wanted courage.  All accompanied Dorothy along the Yellow Brick Road  to ask help from the Wizard (pp.65-72)
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� For example, it should come at no surprise to find that the recent debates on the topic are too sterile, superficial, artificial and provincial. It is too sterile because a limited number of very well established arguments are being made and exchanged.  It is too superficial because some issues at the heart of the problem are not being adequately addressed, e.g. what constitutes life?  Is there are relationship between “quality” and “quantity” of life? Are we not “killing time” every minute of the day? Under what circumstances can the state interfere into how I “kill time” vs. “destroy life”?  In his last letter to his father, William James wrote: “And it comes upon me strangely, in bidding you farewell, how a life is but a day, and expresses mainly but a simple note?”  There you have it.  How are we going reconcile the conventional understanding of life with what life to an individual is?  It is too artificial because the debate has drifted away from the people’s (dying patients, practicing doctors) real concerns and engages in esoteric discussion of higher principles of ethics and morality, e.g. how to resolve particular case in context.  It is too provincial because rarely has ideas from other historical time and alien cultures been consulted much less accepted, other than occasional recitation as part of a literature review ritual.
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� In common law, murder cannot be distinguished from euthanasia because both of them involve the intentional taking of life of another without consent, justification or excuse.  Malice is defined only as a guilty mind, i.e. intent, which is not justified by law such as self-defense. Killing in pursue of altruistic or moral or higher ends have never been recognized, save in cases of necessity to protect oneself through self-defense.  To put it in another way, the motive (to kill benevolently to relief pain of others vs. to kill maliciously to elicit gratification on self) of why one kills is never a relevant consideration or justification for murder. It might be a good reason for lenient treatment. See “III. Views on Suicide at Vommon Law” and footnotes therein in Stacy L. Mojica and Dan S. Murrell, “The Right to Choose – When Should Death be in the individual’s hands?” Whittier Law Review| Vol. 12:471-504, 480-481 (1991).


� In the case of WASHINGTON et al. v. GLUCKSBERG et al. No. 96-110. Argued January 8, 1997 and Decided June 26, 1997.  The State of Washington makes "[p]romoting a suicide attempt" a felony, and provides: "A person is guilty of [that crime] when he knowingly causes or aids another person to attempt suicide." Four Washington physicians who occasionally treat terminally ill patients and three gravely ill patients challenged the law. They argued that such law unconstitutional in denying plaintiffs the “right to die” as a privacy choice guaranteed under Fourteenth Amendment’s Due Process Class.  The plaintiffs relied in particular on Planned Parenthood of Southeastern Pa. v. Casey, 505 U.S. 833, and Cruzan v. Director, Mo. Dept. of Health, 497 U.S. 261.  The Federal District Court agreed and the Ninth Circuit affirmed, “concluding that Washington's assisted suicide ban is unconstitutional because it places an undue burden on the exercise of that constitutionally protected liberty interest.” The Supreme Court reversed in deciding: “An examination of our Nation's history, legal traditions, and practices demonstrates that Anglo American common law has punished or otherwise disapproved of assisting suicide for over 700 years; that rendering such assistance is still a crime in almost every State; that such prohibitions have never contained exceptions for those who were near death …In light of that history, this Court's decisions lead to the conclusion that respondents' asserted "right" to assistance in committing suicide is not a fundamental liberty interest protected by the Due Process Clause. The Court's established method of substantive due process analysis has two primary features: First, the Court has regularly observed that the Clause specially protects those fundamental rights and liberties which are, objectively, deeply rooted in this Nation's history and tradition. E.g., Moore v. East Cleveland, 431 U.S. 494, 503 (plurality opinion). Second, the Court has required a "careful description" of the asserted fundamental liberty interest. E.g., Reno v. Flores, 507 U.S. 292, 302 . .. Since the Washington statute prohibits "aid[ing] another person to attempt suicide," the question before the Court is more properly characterized as whether the "liberty" specially protected by the Clause includes a right to commit suicide which itself includes a right to assistance in doing so. This asserted right has no place in our Nation's traditions, given the country's consistent, almost universal, and continuing rejection of the right, even for terminally ill, mentally competent adults. To hold for respondents, the Court would have to reverse centuries of legal doctrine and practice, and strike down the considered policy choice of almost every State…” Rehnquist, C. J., delivered the opinion of the Court, in which O'Connor, Scalia, Kennedy, and Thomas, JJ., joined. O'Connor, J., filed a concurring opinion, in which Ginsburg and Breyer, JJ., joined in part. Stevens, J., Souter, J., Ginsburg, J., and Breyer, J., filed opinions concurring in the judgment. For a discussion of how ACLU litigate to secure right to “hasten” inevitable death for terminal patients, see Robert A. Sedler, “Constitutional Challenges to Bans On “Assisted Suicide”: The View From Without and Within,”in Hastings Constitutional Law Quarterly, Vol. 21:769 to 780 (1994).


� Today, here is only one state in the union – Oregon – that has legalized euthanasia.  Euthanasia is criminalized under common law by 10 states - Alabama, Idaho, Maryland, Massachusetts, Michigan, Nevada, Ohio, South Carolina, Vermont, West Virginia.  Three states have abolished common law criminal offense, being North Carolina, Utah, Wyoming. In effect there is no law prohibiting physician-assisted suicide. The rest of the union (37 states) has some form of legislation outlawing euthanasia.  Alaska, Arizona, Arkansas, California, Colorado, Connecticut, Delaware, Florida, Georgia, Hawaii, Illinois, Indiana, Iowa, Kansas, Kentucky, Louisiana, Maine, Minnesota, Mississippi, Missouri, Montana, Nebraska, New Hampshire, New Jersey, New Mexico, New York, North Dakota, Oklahoma, Pennsylvania, Rhode Island, South Dakota, Tennessee, Texas, Virginia, Washington, Wisconsin, District of Columbia. For a breakdown and summary of state legislative effort, see “Table 3.1: Status of Right-to-Die Legislation in the United States, by States, July 1997.” Jennifer M. Scherer and Rita J. Simon, Euthanasia and the Right to Die (Maryland: Rowland & Littlefield, 1999), pp. 41-46. For a discussion of how “Death With Dignity Act” initiative in California, See David Llewellyn, “Licensed to Kill: The “Death With Dignity” Initiative, “ Criminal Justice Journal Vol. 14:309-332 (1992).


For one U.S. state effort to deal with PAS, see the “Death with Dignity Act” as passed in Oregon, Washington, U.S.A. The Act allows a terminally ill patient to request for PAS.  Specifically, ORS 127.805 s.2.01 provides that:


 (1) An adult who is capable, is a resident of Oregon, and has been determined by the attending physician and consulting physician to be suffering from a terminal disease, and who has voluntarily expressed his or her wish to die, may make a written request for medication for the purpose of ending his or her life in a humane and dignified manner in accordance with ORS 127.800 to 127.897.


 (2) No person shall qualify under the provisions of ORS 127.800 to 127.897 solely because of age or disability. [1995 c.3 s.2.01; 1999 c.423 s.2]


In order to receive a prescription under the Death with Dignity Act, a qualifying patient must make both an oral and a written request, and reiterate the oral request at least 15 days after making the initial request. Under the Act, the attending physician has the following responsibilities: (ORS 127.815 s.3.01.”Attending physician responsibilities”)





to determine whether the patient has a terminal illness;


to determine whether the patient is capable; 


to determine whether the patient has made the request voluntarily;


to inform the patient of his/her diagnosis and prognosis;


to inform the patient of the risks and probable result of taking the prescribed medication;


to inform the patient of the feasible alternatives, including comfort care, hospice care and pain control; 


to refer the patient to a consulting physician for confirmation of the diagnosis;


to refer the patient to a consulting physician for a determination that the patient is capable and has acting voluntarily;


to refer the patient for counseling if the patient may be suffering from any mental disorder, including depression, causing impaired judgment; 


to request that the patient notify next of kin (the patient does not have to comply); and


to offer the patient the opportunity to rescind the request at any time. 





� For libertarian, there is a more fundamental issue and basic concern: if we are all born free why do we have to seek permission to terminate our own life?


� MEMORANDUM IN SUPPORT OF  PLAINTIFFS’ MOTION FOR SUMMARY JUDGMENT in the case of KEVIN SAMPSON and JANE DOE, Individually and as Representatives of the Class of All Other Persons Similarly Situate, Plaintiffs, vs. STATE OF ALASKA, Defendant.  Case No. 3AN-98-CIV.


� Robert A. Sedler, “Constitutional Challenges to Bans On “Assisted Suicide”: The View From Without and Within,”in Hastings Constitutional Law Quarterly, Vol. 21:769 to 780 (1994).


� Or the compassion argument. We should be sensitive to the pain and suffering of terminally ill patient.  This is a humanistic - emotional and affective - argument.


� The patient empowerment principle or privacy of choice issue.  The argument encompasses three lesser arguments: First, the patient knows best. “Who is in the best position to decide?” Second, the patients should be responsible. “Who has to live with the decision: right or wrong?” Third, the patients should have the ultimate say as a matter of principle. “Whose life is it anyway?” This argument is the strongest in an individualistic society and with an information era.   This is a rational and philosophical argument. Robert A. Sedler, “Constitutional Challenges to Bans On “Assisted Suicide”: The View From Without and Within,”in Hastings Constitutional Law Quarterly, Vol. 21:769 to 797, 796-7. (1994).


� This is a utilitarian or cost benefit or more generally rational choice argument.  This argument presupposed two things: (1) People are rational. (2) People are similarly endowed (hedonistic) and uniformly disposed (utilitarian).  This moves the focus of the debate from the subjective (what patient/doctor really thinks best) to the objective (what society – or at least people in doctor/patient’s position – should be thinking). The utility curve can be drawn at the individual level (“Is it worth $10,000 to buy another day of painful existence?”) or society level (“Is it worth spending millions of dollars to save one dying person vs. many new borns?”) The critical question is whether an economic theory can accommodate irrational instincts and affective properties, commonly called humanity.  The dispositional issues is what counts as social benefits, and who, how many and to what extent they will be benefited?   


� This is a theory vs. practice argument. People will keep on doing what they do, notwithstanding any public debate. 


� Bob Liston's posting in the General Debate Forum of America Online said it best when he wrote, "I know many individuals with significant disabilities: quadriplegia, post-polio survivors, persons with MS, etc. A number of them have tried committing suicide in the past and are now thankful that a mechanism wasn't in place that would have assured their death, because they got over whatever was bothering them at the time and are happy with life again."


� This is Carlos Gomez's forceful argument, developed after investigating the Netherlands' experience, and


presented in his book Regulating Death. "How will we assure ourselves that the weak, the demented, the vulnerable, the stigmatized -- those incapable of consent or dissent -- will not become the unwilling objects of such a practice? No injustice," Gomez contends, "would be greater than being put to death, innocent of crime and unable to articulate one's interests. It is the possibility -- or in my estimation, the likelihood -- of such injustice occurring that most hardens my resistance for giving public sanction to euthanasia."
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� This raises an issue with the differences in role and capacity, and in turn different perspective and relative responsibility. Doctor assumed different roles in relationship to the patient. Most prominently being a medical expert and friends.  The dominance of  such roles may change depending on location, e.g. small town, and stages of disease, e.g. on set vs. final stage, and duration and permanency of doctor-patient relationship.  The proper analysis and meaningful discussion over “right to die” issues requires us to be sensitive to the multifarious and nuance, and oftentimes conflicting, “roles and relations” between the doctor and patients, formally imposed (e.g. official rules) or informally arranged (e.g. conventional norms) and de jurally required (e.g. legal obligations) or de factolly developed (e.g. friendship). Every doctor vs. patient relationship, depending on personality, context and situation, is unique unto itself, as each relationship is variously and differentially informed by individual ethics, professional creed, social custom, moral norms, or legal code; singularly or in combination. For example, intimate friends (typical of long term doctor-patient relationship with shared experience in struggling over adversity of life) do not work with law but negotiated over rules compatible with personal ethics and community morality.)  This is to point out the artificiality and superficiality over much of the public debate over life and death. 


� If the disagreement stops at a discourse level, this is fine.  However, more often than not, the doctors are able to prevail over their patients and against their wishes because of their superior knowledge and elevated social position in the medical exchange relationship.  The patient needs the doctor’s medical knowledge and skills.  The doctor expects and gets deference and compliance in return.  A study shows that when 1,400 doctors and nurses at give major hospitals were asked about their treatment routines of terminally ill patients, a full 70% of the resident doctors admit to over treating such patients and against their conscience. See Jane E. Brody, “Doctors Admit Ignoring Patients’ Wishes.” The New York Times. May 24, 1989, A1. The Dutch doctors admitted to killing thousands without the patients knowledge or consent. In 1991, the Remmelink Report, first official government study (a sample of 8681) of the practice of euthanasia in the Netherlands shows that doctors actively killed patients without the patients’ knowledge or consent in 1040 cases (12%) and doctors administered lethal morphine overdoes without the patients’ explicit consent in 4941 cases (56.9%). See “Remmelink Report: Euthanasia Results in the Netherlands – Number of Cases in 1990” (1991) � HYPERLINK "http://www.euthanasia.com/hollchart.html" ��http://www.euthanasia.com/hollchart.html�


� Doctor B’s position – save life and improve quality of life - is well represented in the profession. See Neil Bramson, Jason Stokes, Neal J. Weinreb, and W. Scott. Clark, “Euthanasia and Doctor-Assisted Suicide: Responses by Oncologists and Non-Oncologists,” Southern Medical Journal 91(7): 637-642 (1998). (Both oncologists and non-oncologists from Florida had similar opposition to euthanasia on philosophic or general grounds and preferred better pain control and improved quality of life rather than euthanasia, but more oncologists than non-oncologists favored this alternative.)  However, there are vocal, strong and vibrant dissenting voices.  For example, in 1988 ten doctors (with two dissenting) associated with major medical schools and hospitals declared that: “it is not immoral for a physician to assist in the rational suicide of a terminally ill person.”   Sidney H. Wanzer et al., “The Physician’s Responsibility Toward Hopelessly Ill Patients: A Second Look.”  New England Journal of Medicine 320:844, 848 (1989).


� The World Health Organization defines palliative care as “the active total care of patients whose disease is not responsive to curative treatment.  Control of pain, of other symptoms, and of psychological, social and spiritual problems, is paramount.  The goal of palliative care is achievement of the best quality of life for patients and their family” This in practice, palliative care follows the following principles: “affirms life and regards dying as a normal process; neither hastens nor postpones death; provides relief from pain and other distressing symptoms; integrates the psychological and spiritual aspects of care; offers a support system to help patients live as actively as possible until death; and offers a support system to help patients’ family cope during the patient’s illness and their own bereavement.”  See Bill O’Neill and Marie Fallon, “ABS of palliative care: Principles of palliative care and pain control.” BMJ 315:801-804 (1997) In seeking to help terminal patients to manage pain, the palliative care workers recognize that pain is not only physical in origin but also has emotional, social and cultural roots. A broad definition of pain includes: physical pain (symptoms, adverse effects of treatment); anger (bureaucratic bungling, delays in diagnosis, unavailable physicians, uncommunicative physicians, failure of therapy, friends who do not visit); anxiety (fear of hospital or nursing home, fear of pain, worry about family and finances, fear of death, spiritual unrest, uncertainty about future); depression (loss of social position, loss of job prestige and income, chronic fatigue, sense of helplessness, disfigurement). See “Factors affecting patients’ perception of pain” Ibid. 


� “Hospice poll finds majority would not opt for assisted suicide” International Anti-Euthanasia Task Force � HYPERLINK "http://www.iaetf.org/iua5.htm#6" ��http://www.iaetf.org/iua5.htm#6� A recent Gallup Poll (based on telephone interviews of 1,007 adults conducted between August 9 and September 4, 1996) commissioned by the National Hospice Organization found that, while the American public is sharply divided on whether PSA should be legalized, the majority of those questioned said that they would not choose PAS for themselves. In fact, seven in 10 adults (70%) indicated that, if terminally ill, they would "seek a hospice program of care until death occurs naturally." Six out every 10 adults (62%) said that they would pursue "curative treatment." Only about one-third (35%) indicated that they would ask their physician to end their life.) [National Hospice Organization, Press Release, 10/3/96].  Other studies have shown that hospice care is a meaningful alternative to terminal patient and is effective in reducing PAS.  See Michael Burgress, “Commentary” (to Michael Stingl “Euthanasia and Health Reform in Canada”) in SPECIAL SECTION: EUTHANASIA AND PUBLIC POLICY (“Options such as palliative care at home that significantly improve quality of life and make euthanasia less attractive are currently only available to those who can privately subsidize healthcare services. If an emphasis is placed on community-based initiatives and well-supported self-help, then there would be less inequality of healthcare and the voluntariness of choices, including euthanasia, would be more equal for all people under the healthcare system.”) Cambridge Quarterly of Healthcare Ethics Volume 7 (4)  363-366 (1998) and John Hubert and Susan Sherwin, “Commentary”  to Michael Stingl “Euthanasia and Health Reform in Canada”) in SPECIAL SECTION: EUTHANASIA AND PUBLIC POLICY (Request for euthanasia is affected by healthcare system reform.) pp. 366-370. Courtney S. Campbell, Jan Hare, and Pam Matthews, “Conflicts of Conscience: Hospice and Assisted Suicide,” Hastings Center Report 25(3): 36-43 (1995) (The success of legalized PAS challenged the identity and integrity of hospice's leading to its demise and disuse. identity and integrity. “In the wake of Measure 16, Oregon hospice programs must develop practical policies to balance traditional commitments not to hasten death and not to abandon patients with dying patients' legal right to request lethal prescriptions.)


� Jack Coulehan, “The Man with Stars Inside,” Annals of Internal Medicine 126(10): 799-802 (1997) (Public opinion polls show that a large percentage of persons in the United States currently favor the legalization of professionally assisted death. The author opined that this inadequate palliative care, poor patient-physician communication, great confusion about the right to refuse treatment.) (Emphasis mine).


� Lonnie R. Bristow, President of AMA, “A Statement on Physician-Assisted Suicide.” Statement before U.S. House of Representatives’ Committee on the Judiciary, Subcommittee on the Constitution. April 29, 1996 (“”physician must strive to understand the various existential, psychological, and physiological factors that play out over the course of terminal illness and must help the patient cope with each of them.”)


� Francis J. Beckwith and John F. Peppin, “Physician Value Neutrality: A Critique,” J.L. Medicine and Ethics 28:67 (2000).  The concept of physician Value Neutrality (PVN) is that the physicians when treating the patient must their values – religious, political, or moral – out of the patient-physician relationship, lest they suborn the value choice of the patient. The development of PVN is influenced by four separate but inter-related scientific, philosophical and psychological traditions, i.e. political liberalism (Rawls – state should not impose comprehensive doctrine of whatever kind), natural scincetism (Kuhn – scientists should suspend personal feelings and attitudes), logical positivism (value and morals are metaphysical and meaningless), psychoanalysis (Freud – psychoanalysts should be neutral and act as a mirror). Id. Pp. 68-69. 


� D. Orentlicher, “The Illusion of Patient Choice in End of-Life Decisions,” JAMA, 267(15): 2101-2104 (1992). 


� This is an “intrinsic value”, i.e. one related to the status of being a person.  See C. J. Dougherty, “Ethical Values at Stake in Health Care Reform,” JAMA, 268(17): 2409-2413 (1992).


� This is an “instrumental value”, i.e. one that help achieve the intrinsic value. Id.


� For a discussion of the meaning of value, see W.K. Frankena, “Value and Valuation,” in P. Edwards (ed.) The Encyclopedia of Philosophy, Vol. 8 (New York: Macmillioan Publishing Co., Inc.: 229-232.


� Francis J. Beckwith and John F. Peppin, “Physician Value Neutrality: A Critique,” J.L. Medicine and Ethics 28:67 (2000). (PVN is flawed in logic and impossible to attain.  The medical profession should get away from PVN and take a stance of moral issues of the day.  The patients is entitled to know where the medical profession stands.)


� This is the Doaist view.


� I was told by my Marine sergeant: “Marines do not die for their country. They die for their unit and buddies.” I have worked with Gurkha Soldiers from Nepal (“The Bravest of the brave”) � HYPERLINK "http://rip.physics.unk.edu/Nepal/NPE.html#13" ��http://rip.physics.unk.edu/Nepal/NPE.html#13� who believed that if and when they die in war they will have realized their life goal of being a good soldier in serving the British Crown. Similarly, the kamikaze (suicide) bomber pilots believed that they were serving the Japanese emperor when they plunged to their death.   


� In imperial China, senior officials were not sentenced to death but allowed to take their own lifes if punishment is required requires.  This is to preserve their self-repect and individual dignity.


� Steven Neeley, The Constitutional Rights to Suicide (New York: L. Peer Lang, 1994).


� This is to point our that the practice of medicine is a pragmatic profession  more given to doing than thinking, achieving rather than potificating. 


� A, a commoner, is not clouded by technical scientific concepts when he sought a definition of life consistent with his experience.  Life is not an intellectual concept but an idea born of experience.  A definition of life, as with a defintion of death, cannot be supplied by the doctors; though invariable they can offer their expertise on medical facts. Life as with death is a philosophical qua cultural concept. Alexander Morgon Capron and Leaon R. Kass, “A Statutory Defintion of the Standard for the Determination of Human Death: An Appraisal and a Proposal.” In Melvin I Urofsky and Philip E. Urofsky, The Right to Die (New York and London: Garland Publishing, 1996), pp; 5-40. (Definition of death is not a medical decision as much as it is a public judgement, e.g. definition of death should take into account resource necessary to sustain precarious life on death bed.) Thus, “[p]hilosophical issues persist in the choice to define death in terms of organ systems, physiological funtions, or recognizable human activities, capacities, and conditions.”  In this way “braindead” takes on different meaning in the context of academic institutions, as with “injured”|soldier within an elite military outfit.  See also Potter, “The Paradoxical Preservation of a Principle,” 13 Vill. L. Rev. 784, 791 (1969) (What type of questions are entailed in the debate concerning when a comotose patient should be declared dead? Medical questions and answers are only one element…it is a question of social policy which must be decided by the whole community.”)   


� Common effects of opiods toxicity include, sedation, nausea and volmiting, constipation, dry mouh, agitatin, hallucinations, confusion, and myocolnic jerks. See Bill O’Neill and marie Fallon, “ABS of palliative care: Principles of pallative care and pain control.” BMJ 315:801-804 (1997).


� The gist of the issue is what is the meaning of life. “Life, meaning of” Routledge Encyclopdiea of Philosophy, Version 1.0 (Londond and New York: Routledge, 1998). In conext, the debate surrounds the issue whether life has meaning beyond those assigned by society and/or accepted by the public. Alternatively, whether life has intrinsic values that transcend its utlity function to the individual or society. “Central concerns that come under the topic include questions about whether life has a purpose, whether life is worthwhile, and whether people have any reason to live, indpendently of their specific circumstances and interests…We can search for purposes, reasons, values that are acceptable from points of view external to ourselves, or we can restrict our attention to the realm of desires and goals found in our psyches or our communities, indifferent to possible perspectives beyond the human.” Id. The meaning of life cannot be discussed away from the inevitability of death.  To some, life is meangingless precisely because death is inevitable.  See A. Schopenhauer, “On the Suffering of the World”. Tans. T.B. Saunders, in R.Talor (ed.) The Will to Live: Selected Readings of Arhur Schopenhauer (N.Y.: Ungar, 1967) (Life is miserable and meaningless.  Suicide is a proper way out.)  


� Decision of life and death should be viewed in the totality. Two salient and dominant variables can be identified.  Moments in life is defined as as a continum of life process with a past, present and future.  Events of experience is defined as living experience of one kind or another and includes doing nothing.  Totality of (meaning of) life incorporates every aspects of life experience (aggregation of all events as one big experience) and all moments of life (aggregation of all moments as one big moment of life), i.e. every thing and anything we do while living.   The problem with judging the meaning of life is that there is a tendency for all of us (habits of thinking, capacity of mind, limitation of language) as conditioned by culture (Christianity asks that we forgo now for the future,  Chinese family preached we should honor the past) to pay attention to one slice of life (moment) and one single experience (event) at any point in time.  The doctor focuses too much on the future, i.e. hope for a “substainable” life, and the patient is too much insistent on the present, i.e. relieve of a “painful” existence.  Few, if any, care to think of life as made up of a continum of life (M1 + M2 + M3 …. Mn) and aggregation of expereinces (E1 + E2 + E3 …En) as a comprehensive whole; reaching into the past, concerning the present, and extending into the future, and incorporating all life-experiences, i.e. eveything that we do and happen to us; undivided and indivisable.  How far back into the past and what point in the future should be considered, as  with what counts for a good memory and what suffice as a tantilizing hope, depends on each individual and is not susceptible to mechanical measurement or evaluation.  Same with events as experience.  Furthermore “life meaning” (an evaluative process) as a totality of all that life have to offer is a never ending one. It is informed by the past, colored by the present, and influenced by the future.  I may live a full life until now, but who is to say that I will not spoil is with a blemish tommorrow.  My life is full only because I had bad experiences up to this poing.  In the stock market in Hong Kong people use to say: “You have not make any real money until the day you leave the market.” (Discussions with a leading stock broker in Hong Kong with 30 years of experience associated with various major stoke brokerage houses, 1999- 2000) The stock market is a good place to start to understand the changing meanging of life. When should we take stock for an investor? What is a good stock market? 


� In order to understand the meaning fo life, one must first undersand how the brain works.  SeeNicholas Humphrey, A History of the Mind (Vintage, 1992) (The claim is that there are two kinds of human experience – sensation and perception, the former is subjecive feeling the other is objective construction.)


� Doctor B’s dilemma resulted from a conflict of personal values and life goals between the doctor and patient.  As expressed by a doctor who was against the Oregon Death and Dignity Act but was force by circumstances to engage in PAS.  The way he reflected on his own expereince is most instructive:  “That evening was a nightmare for me. I had observed my patient while she received her medication. She had shown determination, positive emotion, almost joy as she listened intently to my reiteration of the instructions. I was certain now that she would act on the opportunity, and my intellect and my soul re-engaged in battle. Was my role as physician now expanding into executioner? What was so difficult about this? I had helped many patients die by withholding life support and even by withdrawing it. What was different here? What about my original premises that this was not right for the population at large? And if I felt that way, why then should it be right for the individual? I recognized only later that my patient's goal was to be released from a life that had robbed her of her independence and dignity; at the same time, my goal was to retain a foothold in a life that was now challenged by a "calling" I did not choose to hear.” Walter J. Kade, “Death with Dignity: A Case Study” Ann Intern Med. 132:504-506 (2000)


� Timothy Quill, “Death and Dignity: A Case of Individualized Decision Making,” New England J. of Medcine, 324: 691-694, 692 (1991) (Diane, a middle aged business woman who was a mother and a wife was diagnosed with acute myelomoncytic leukemia. She would have a 25% chance of remission if she chose to undergo painful and drawn-out chemotheraphy.  She declined and wanted a PAS.  Dr. Quill was ambivalent and in conflict.  She was referred to the Hemlock scciety. She retruned from the society to ask for prescription drugs to relieve her pain with full intention to kill herself if she finds the pain to be not bearable.)


� There is always a question of how close and intimate the doctor must be before he can help the cleint to make up his mind in an informed manner.  In an interview on NBC DAYLINE, Dr. Kevorkian suggested that a review of the patient’s medical record is sufficient, thereby treating a decision to die as solely a medical decision on the record, and not a socio-medical, problem. “Who said the relationship should be intimate? I'm a medical doctor. I can review records, and I can see patients, and I can examine them. Who says I've got to learn what their family history is and who their children are and what they did 50 years ago'? Who said I have to know that?”  “KEVORKIAN: ON THE RECORD” NBC Dateline  (August 25, 1996) � HYPERLINK "http://www.rights.org/deathnet/dateline.html" ��http://www.rights.org/deathnet/dateline.html�  According to records compiled by Detroit Free Press, Kevorkian did not always know most of his patients intimately: “Who were the 47 people who asked Jack Kevorkian to help them die? … Kevorkian was in contact with 3 of them for more than a year, with 14 for less than a year, and with 11 for less than three months. He was in touch with 4 of them for less than a month before they died, 1 less than two weeks and 1 for less than a day. The rest could not be determined. 17 of them met Kevorkian for the first time on the day he helped them die. 11 others met with him twice and at least 7 had three or more sessions leading up to the final one. The rest could not be determined.” � HYPERLINK "http://www.freep.com/suicide/index1.htm" ��http://www.freep.com/suicide/index1.htm�


The more disturbing question and controversial issue is whether and to what extent the factory line, McDonalized of health care system contributes to unnecessary PAS as a result of the lack of personal unerstanding, humanistic treatment and meaningful communciation between the caregivers and patients.  How many lifes can be saved otherwise: “The way that most medicine is now delivered, in ten minute segments, often from a seriees of different physicians or specialists without any sense of continuity for patients, permits few of us to develop relationships with our physicians.”  Leslie Bender, “A Feminist Analysis of Physician-Assisted Dying and Voluntary Active Euthanasia,” Tennessee Law Review, Vol. 59:520-540, 522 (1992).


� Tim Dirks (Reviewer) “All Quiet On The Western Front” (1930), Part 4. � HYPERLINK "http://www.filmsite.org/allq2.html" ��http://www.filmsite.org/allq2.html�


�  For a superb first person account of a lack of understanding of the patient’s plight, see how one doctor dealt with his first PAS: “She had certainly had times of great suffering during the past years: constant pain, unpredictable and wrenching night sweats, anorexia that made days pass without sustenance, protracted nausea and vomiting. But that time of extreme physical suffering had abated. And yet, what I learned was that her disease continued on its inexorable course, more silently  now, but gradually and uncompromisingly robbing my patient of her life. Her cachexia had become striking. She was incapable of living the full and independent life that she cherished,  that had defined her. As the weeks and months passed, her spirit, that unwavering and tenacious hold on and love for life, had begun to slip away. I struggled to understand her suffering, a suffering as much of mind and soul as of body. Without the physical suffering  that I, as a doctor, could more readily identify, I was unable to accept its severity. My   intellect rejected participation in the suicide request.” (Emphasis supplied) Walter J. Kade, “Death with Dignity: A Case Study” Ann Intern Med. 2000;132:504-506 (2000)


� The assertion of the doctor raises substantial and controversial issues of decision making of a contextual and structural kind. “Right to die” cases turn on who to decide as much as how to decide.  Shakespeare have the occasion to remark that life is a stage and we all must play a part.  Sociologists have reminded us of  the importance of role in the functioning of society.  Lawyers keep us alert with legal responsibilities associated with various roles.  In the “right to die”  debate, involved and implicated parties – patient, family, doctor, society - have different role and associated responsibilities to live up to.  Parties in their respective roles bring to bear on the issues of life and death/PAS different values, assumptions, perspective, points of view, and in the final analysis evaluation and judgment. As a social friend, the doctor is there to provide emotional support and material assistance.  As a medical professional, the doctor is there to provide scientific judgment and medical advice. The more one understands, the less one can be expected to disassociate himself from the “subjective” feelings of the patient.  The difficulty we are confronted here is that the doctor assume multiple roles and take on conflicting functions.  It goes without saying that roles of people change with the progressive development, incremental evolution and radical transformation of the underlying society.  More pointedly, the role and relationship between the doctor and patient has changed through the course of histoy. For a discussion of  role and responsibility of doctor in terminal cases, see Brian C. Kalt, “Death, Ethics, and the State.” 23 Harv. J.L. & Public Policy 487 (2000). (“The god-like status of doctors has fallen in the past few decades at the same time, paradoxically, as doctors’ powers to sustain life have increase.” Internet version, p. 9) The society, by and through the court, has placed the responsibility of caring for sick and dying member of the society in the hands of doctor with the “ethical integrity of the medical profession” (EIMP) doctrine.  The doctrine arrived with Superintendent v. Saikewicz, 370 N.E.2d 417 (Mass. 1977).  The medical doctors are also involved in defning death.  “A Definition of Irreversitible Coma: Report of the Ad hoc Committee of the Havard Medical School to Examine the Definition of Brain Death,” JAMA, 205 (6): 337 (1968). 


� It goes without saying that concept of “worthy” life and “unworthy” death is perceived and acted upon differently as informed by individual experience (e.g. religious believe) and as driven by social cultural forces. Kazumasa Hoshino (ed.) Japanaese and Western Bioethics (Netherland: Kluweer Academic Publising, 1997


� Christine K. Cassel, and Diane E. Meier, “Morals and Moralism in the Debate over Euthanasia and Assisted Suicide,” New England Journal of Medicine 323(11): 750-752 (1990) (The authors argued that the medical profession's strict prohibition on PAS fails to take into account the perspective, needs, values, and welfare  of patients or acknowledge the limits of medicine in substaining life and managing pain.)


� H. Goldstein, “Confronting the Complexities of Policing Function.” In L.E. Ohlin and F.J. Remington (eds), Discretion in Criminal Justice (Albany, NY: State University of New York, 1993), pp. 23-71.


� A.V. Dicey, An Introduction to the Study of Law of the Constitution, Tenth Edition (McMillan, 1979), p. 381 (Equity, which originally meant the discretionary, not to say arbitrary interference of the Chancellor, for the avowed and often real purpose of securing substantial justice between the parties in a given case….)


� Victor Hugo, Les Miserables (1862) (An epic story about hope admist despair, justice over law.  The story ends appropriately with the theme song which reminded us all the power of convention morality and common wisdom.  "Will you join in our crusade? Who will be strong and stand with me?  Somewhere beyond the barricade is there a world you long to see?  Do you hear the people sing?  Say do you hear the distant drums? It is the future that they bring when tomorrow comes!"  -Les Misrables, Act II Finale)


� Derek Humphery, Final Exist: The practicalities of self-deliverance and assisted suicide (Eugene, Oregon: The Hemlock Society, 1991) (Derek Humphry, the founder of the right-to-die Hemlock Society, in 1980 provides instructions for the terminally ill on subjects such as cyanide poisoning, hoarding sleeping pills, "self-deliverance via the plastic bag," and even how to write a farewell note. Its immense sales testify to people's wish to be able to manage their last days.


� This postion is best captured by the saying: “It is better to love than never love before.”  Even if we know for sure that love affair will invariably end, bringing agony and torment, it is still worth pursing for the bliss of the moment.  In real life, the example given is not altogether unrealistic.  Years ago I told my sister to stop smoking.  Reasoned to her that smoking is bad for her health. She replied: “I enjoy smoking for now.  I will worry about dying later!”  While uttered in jest to get her brother off her back, there is a grain of truth in her Freudian admission. Of course the government is not willing to stand by to see people enjoy themselves at their own risk, e.g. mandatory seat-belt law, See Laurence H. Tribe, American Constiutional Law (Mineola, New York: The Fundation Press, 1978), Chapter 15-12 “Governmental Interference with Choice of Life Plan, Pattern, or Style: Risk Taking.” Pp. 938-941.


� J. Beder, “Legalization of assisted suicide. A pilot study of gerontological nurses,” J Gerontol Nurs 24(4):14-20 (1998) (Nurses were divided in their support of legalization of PAS for all ages (46 in favor, 54 opposed). There is much stronger support for legalization when applied to the elderly (58 in favor, 42 opposed).


� “L. Seidlitz L, P.R. Duberstein, C. Cox, Y. Conwell, “Attitudes of older people toward suicide and assisted suicide: an analysis of Gallup Poll findings,” J Am Geriatr Soc 43(9):993-8 (1995) (“In comparison with survey findings of physicians and the general population, a relatively smaller percentage (41%) of these older respondents believe that physician-assisted suicide should be legalized.” Research based on a random sample of 802 adults in the United States (541 women and 261 men) aged 60 years and older.)


� A USA Today/CNN/Gallup poll conducted in April of 1996 showed that 75% of Americans favord physician-assisted sucide with only 22% opposed. USA Today, April 12, 1996.


� J.G. Bachman, K.H. Alcser, D.J. Doukas, R.L. Lichtenstein, A.D. Corning, H. Brody. “Attitudes of Michigan physicians and the public toward legalizing physician-assisted suicide and voluntary euthanasia.” N Engl J Med 334(5):303-9 (1996). (The survey involved the stratified sampling of 1,600 physicians (with a return rate of 74%) and 1348 adults (with a return rate of 76%) in Michigan between 1994 and 1995 on their attitude towards role of physicians in assisted suicide cases. “Asked to choose between legalization of physician-assisted suicide and an explicit ban, 56 percent of physicians and 66 percent of the public support legalization, 37 percent of physicians and 26 percent of the public preferred a ban, and 8 percent of each group were uncertain. When the physicians were given a wider range of choices, 40 percent preferred legalization, 37 percent preferred "no law" (i.e., no government regulation), 17 percent favored prohibition, and 5 percent were uncertain. If physician-assisted suicide were legal, 35 percent of physicians said they might participate if requested--22 percent would participate in either assisted suicide or voluntary euthanasia, and 13 percent would participate only in assisted suicide.”)


� A.L. Back AL, J.I. Wallace J.I. HE Starks, RA Pearlman, “Physician-assisted suicide and euthanasia in Washington State. Patient requests and physician responses,” JAMA 275(12):919-25 (1996) (An anonymous random survey of  828 physicians who returned questionnaires (57% on random sample (25%) of primary care physicians and all physicians in selected medical subspecialties in Washington State) shows that in 1996 12% of responding physicians received one or more explicit requests for PAS, and 4% received one or more requests for euthanasia. These physicians provided 207 cases descriptions. The diagnoses most often associated with requests were cancer, neurological disease, and AIDS. The patient concerns most with loss of control, being a burden, being dependent on others for personal care, and loss of dignity. Physicians provided assistance more often to patients with physical symptoms. Physicians infrequently sought advice from colleagues. Of 156 patients who requested PAS, 38 (24%) received prescriptions, and 21 of these died as a result. Of 58 patients who requested euthanasia, 14 (24%) received medication and died.) G.L. Weiss, “Attitudes of college students about physician-assisted suicide: the influence of life experiences, religiosity, and belief in autonomy.” Death Stud Nov-Dec;20(6):587-99 (1996) (Personal interviews at a 4 years university showed that most students accept and approve of PAS. Key predictors of this attitude are student's level of religiosity and belief in autonomy as a philosophical principle).


� J. Hare and D. Skinner, “End-of-life care: an explanation for Wisconsin citizens' attitudes toward legalization of physician-assisted suicide.” WMJ  98(6):39-43 (1999) (In Wisconsin, a bill similar to Oregon's "Death With Dignity Act" was introduced in the 1993-94, 1995-96 and 1997-98 legislative sessions. A sample consisted of 1,368 Wisconsin adults from western Wisconsin was surveyed. A majority of respondents (57%) supported the legalization of PAS.)


� Kathryn L. Braun, “Do Hawaii Residents Support Physician-Assisted Death? A Comparison of Five Ethnic Groups,” Hawaii Medical Journal 57(6): 529-534 (1998) (A survey of 250 adults in five ethnic groups -- Caucasian, Chinese, Filipino, Hawaiian, and Japanese -- on questions about PAS showed what 52% said yes, 19% said perhaps, and 29% said no.PAS is less supported by Filipinos and Hawaiians. PAS is less supported by  Catholics and more by college graduates.)


� Peter Singer, Sujit Choudhry, Jane Armstrong, Eric Meslin, and Frederick Lowy, “Public Opinion Regarding End-of-Life Decisions: Influences of Prognosis, Practice, and Process, “Social Science and Medicine 41:1517-21 (1995). (A study in 1995 found that 85% of respondents approved of halting of life-sustaining treatment for a competent patient unlikley to recover; 66% approved of euthanasia for a competent patient unlikley to recover; and 55% approed of assisted suicide.)


� Kinsella, T. Douglas and Marie J. Verhoef, “Assisted Suicide: Opinions of Alberta Physician,”. Clinical and Investigative Medicine 18(5): 406-412 (1995). (A stratified random sample (n = 2,002) was drawn from all Alberta physicians. Fifty-five percent believed that assisted suicide should remain a criminal offence, whereas 18% did not, and 27% were uncertain.)


� A 1996 Morgan poll asked the question: “If a hopeless ill patient, experiencing unbelievable suffering, with aabsolutely no chance of recovering, asks for a lethal does, so as not to wak again, should a doctor be allowed to give a lethal dose of not?  76 respondents answered in the affirmative. Kerry-Anne Walsh, “Vote …Life, Death, Choice.  Will to Die: Australians Expect the Freedom to Manage Their Lives – So Why Not Their Deaths?”  Bulletin, September 17, 1996.


� D.L. Willems, E.R. Daniels, G. van der Wal, P.J. van der Maas, E.J. Emanuel, “Attitudes and practices concerning the end of life: a comparison between physicians from the United States and from The Netherlands.” Arch Intern Med 10;160(1):63-8 (2000) (Based on a sample of 152 physicians from Oregon and 67 from the Netherlands, the research found that  American physicians found euthanasia less often acceptable than the Dutch. The American physicians having were also less often than the Dutch in such practices.)


� Ronald Dworkin, Life Dominion (New York: Alfred A. Knopf, 1993). (Human life has an instrinsic, innate value.  It is sacred just in itself. Government has a detached responsibility as a matter of constitutional duty and legal right to protect and promote life as a legimate state interest.)  


� The defintion of life and death is affected in large part by how such a defintion of life and death contributes to social functioning.  For example, it has been observed that: “If, however, more organs are needed to transplantation than can eb legally obtained, the question whether the benefits conferred by transplantation justified risk associated with broader “definition” of death should be addressed directly.” Alexander Morgon Capron and Leaon R. Kass, “A Statutory Defintion of the Standard for the Determination of Human Death: An Appraisal and a Proposal.” In Melvin I Urofsky and Philip E. Urofsky, The Right to Die (New York and London: Garland Publishing, 1996), pp; 5-40, 20, n. 72.


� “The Medical Code of Ethics Declaration of Geneva, 1948: “At the time of being admitted as a Member of the medical profession I solemnly pledge myself to consecrate my life to the service of humanity : I will give to my teachers the respect and gratitude which is their due; I will practise my profession with conscience and dignity; The health and life of my patient will be my first consideration; I will respect the secrets which are confided in me; I will maintain by all means in my power, the honour and the noble traditions of the medical profession; My colleagues will be my brothers : I will not permit considerations of religion, nationality, race, party politics or social standing to intervene between my duty and my patient; I will maintain the utmost respect for human life, from the time of its conception, even under threat, I will not use my medical knowledge contrary to the laws of humanity; I make these promises solemnly, freely and upon my honour...” The Second General Assembly of the World Medical Association 1948.  DECLARATION on EUTHANASIA: “Euthanasia, that is the act of commission or omission with the deliberate intention of ending the life of a patient, even at the patient's own request or at the request of close relatives, is unethical. This does not prevent the physician from respecting the desire of a patient to allow the natural process of death to follow its course in the terminal phase of sickness.”  The 39th General Assembly of the World Medical Association, Madrid October 8th 1987. American Medical Association. Council on Ethical and Judicial Affairs. Physician-Assisted Suicide [Report 59]. Code of Medical Ethics: Reports of the Council 5(2): 269-275, July 1994. Revisiting their earlier report addressing assisted suicide Decisions Near the End of Life (JAMA 267(16): 2229-2233, 22/29 April 1992), PAS is "inconsistent with the physician's professional role," and observes that a request for PAS is "...a signal to the physician that the patient's needs are unmet..."


� “The Suicide Machine machine: 47 people, one wish” in Detroit Free Press, March 7, 1997. � HYPERLINK "http://www.freep.com/suicide/index1.htm" ��http://www.freep.com/suicide/index1.htm�)


� For a detail account of medically certified death of Kevorkian’s assisted patients, see  “Kevorkian's Patients: More Details” � HYPERLINK "http://www.rights.org/deathnet/Kfiles_details.html" ��http://www.rights.org/deathnet/Kfiles_details.html�). Kevorkian was responsible for killing the above                                                                                      named 41 people in chronological order from 1990 to 1996. (One account suggested that he killed  66 up to the end of 1997.) a breakdown of the people killed from 1990 to 1996 revaled that the average age is 58 with a range 27-82.


32 are feamle and 15 male. As to why they killed themselves: 36 feared of becoming dependency; 34 suffered from chronic or cancer pain; 16 diagnosed with less than six months to live; 13 rejected any further medical treatment, and 10 tried suicide before. See “Kevorkian’s suicide” Detroit Free Press, March 7, 1997. � HYPERLINK "http://www.freep.com/suicide/index1.htm" ��http://www.freep.com/suicide/index1.htm�) See also “Patients helped to die by Dr. Jack Kevorkian” � HYPERLINK "http://www.efc-canada.com/issues/life/kevorkch.htm" ��http://www.efc-canada.com/issues/life/kevorkch.htm� Another recorded 93 up through September 1998. “Patients helped to die by Dr. Jack Kevorkian” � HYPERLINK "http://www.finalexit.org/dr.k.html" ��http://www.finalexit.org/dr.k.html�.  The final toll on April 14, l999, the day Dr. Jack Kevorkian was sentenced in Michigan, USA, to two terms of imprisonment for helping a man suffering from A L S to die for  the 2nd degree murder and using a 'controlled substance' (lethal drug), was 120. “Prisoner of Conscience” (November 12, 2000. � HYPERLINK "http://www.finalexit.org/dr.k.html" ��http://www.finalexit.org/dr.k.html�).


�  “Ignoring his own rules, Kevorkian faces the issue.” Detroit Free Press, March 3, 1997. As he said to NBC Dateline “I am doing what's right for humanity.” “KEVORKIAN: ON THE RECORD” NBC Dateline  (August 25, 1996) � HYPERLINK "http://www.rights.org/deathnet/dateline.html" ��http://www.rights.org/deathnet/dateline.html�  Dr. Jack Kevorkian, The Goodness of Planned Death (Prometheus Press) where he shared his views on planned death and its potential impact on organ harvesting and medical experimentation. Moat people in Michigan supported Kevorkian’s action.  


� An opinion survey conducted beween January 15-20, 1997 by telephone of 600 Michigan voters (with an error rate of +/- 4%) shows the followingresult :





Do you favor or oppose the idea of allowing physician-assisted suicide for people who are physically suffering, or terminally ill, but mentally capable of requesting help to die?





�
All�
Men �
Women�
�
Favor�
63%�
68%�
59%�
�
Oppose�
33%�
28%�
37%�
�
Undecided�
4%�
4%�
4%�
�



Would these conditions cause you to consider physician-assisted suicide?





�
Yes�
No�
Undecided�
�
Need for life-support


machine�
89%�
5%�
6%�
�
Chronic pain�
60%�
26%�
14%�
�
Loss of mobility�
50%�
36%�
14%�
�
Becoming a burden�
49%�
40%�
11%�
�
Loss of independence�
48%�
38%�
14%�
�
Less than 6 months to live�
43%�
43%�
13%�
�
Incontinence�
27%�
63%�
10%�
�
Prospect of nursing home�
25$�
64%�
11%�
�
         


� Historically, the accepted code of ethical conduct for doctors has been the Hippocratic Oath. Hippocrates was a Greek physician in the fourth century B.C. who taught that diseases have natural causes and can therefore be studied and often cured. As a result of his writings and teaching, he is called by many "the father of medicine." The most famous document attributed to Hippocrates is called the Hippocratic Oath. The Hippocratic Oath has served as a model of professional conduct and for the ethical practice of medicine. One portion of the oath reads: "I will neither give a deadly drug to anybody if asked for it, nor will I make a suggestion to this effect."  On the origin and development of the Hippcratic oath, see Nigel M. de S. Cameron, The New Medicine: Life and Death after Hippocrates (Wheaton, Ill.: Crossway books, 1992).


� Medical ethics is concerned with professional obligations of physcians, as spelled out in the medical profession (such as AMA) code of conduct (e.g. Hippocratic other) and as elaborated by professional pratice, to the particular patient and larger society.  Medical ethics is implicted in every aspect of what the doctors do, from keeping confidence of a patient to respecting his autonomy. “Medical Ethics” Routledge Encyclopdiea of Philosophy, Version 1.0 (Londond and New York: Routledge, 1998). Medical ethics in the U.S. has come under increased prominence and resurfaced attention as a result of technological advances and social change in attitude towards doctor-patient relationship.  The advance in medical technology, e.g. the invention diaysis machine and discovery of DNA, call into question the role of the doctor in playing God.  The change in public attitude towards the medical profession – from having the doctor deciding what is good for the patient to having the patient to decide with PAS  – changes the relationship and dynamics of the doctor-patient relationship from one of blind dependence to one of informed cooperation.


� The current “right to die” debate accept without further discussion what is a relevant community for the meaningful discussion of “right to die” issues. Daniel W. Flynn, “Defining the Community in Community Policing” (July 1998) (“Our notion of what comprises a community is a paradigm that varies to some extent from one individual to the next, based on each individual’s background, socialization, education and general perceptions of society.”) (Unpublished article on file with author.)


� Martyn Evans, “Against the Defintion of Brainstem,” Robert Lee and Derek Morgan (eds)., Death Rites: Law and ethcs at the end of life (London: Routledge, 1994), pp. 1-11.


� “Not so (respect for lfie as universal).  In the classical Chinese tradition in which I was brough up, we are aught to respect for parents, respect for teachers, respect for ancestors and for duly constitued authority, but the conception of repsect due to the individual human beings as such does not exist in that culture.” Basil Mitchell, “The value of human life,” in Peter Byrne, Medicine, Medical Ethics and the value of life (England: John Wiley & Son, 1990), pp. 34-47, p. 38.


� “However, in Buddish thought the principle of respect for life must be understood within the context of other aspects of Buddhism teaching as well as other percepts.  Differetn traditions within Buddhism balance the concern for respect for life with concern with doing the “most compassionate action.” Kevin WM. Wildes, S.A. “Sanctity of Life: A Study in Ambiguity and Confusion” in Kazumasa Hoshino (ed.) Japanaese and Western Bioethics (Nehterland: Kluweer Academic Publising, 1997), pp. 89-101, 93.


� Tom L. Beauchamp, “Comparative Studies: Japan and America” in Kazumasa Hoshino (ed.) Japanaese and Western Bioethics (Nehterland: Kluweer Academic Publising, 1997), pp. 25-47.  I came to my observation here – similar values but differentially ranked (singlely and in conjunction with others) and variously applied (taking up contextual importance) – quiet independent of Beauchamp’s work.  But Beuachamp’s work. – narrow morality (universal principles) and broad morality (differential application) – share one thing in common with mine, i.e. “the principles upon which men reason in morals are always th same; thought the conclusions which they draw are fotn different.” Id. P. 27 citing Daivd Hume, “A Dialogue” published with An Inquiry Converning the Principles of Morals (London; Millar, 1772).


� Compare M. Angell, “Ethical imperialism? Ethics in international collaboative clincal research.” (editorial) New England Journal of Medicine 319:1081-1083 (1988) (universal values cannot eb compromised without compromising morality itself) with  C.B. Ijsselmuiden and R.R. Faden New England Journal of Medicine 326:830-834 (1991) (Moral judgment differs not because the value principles are not morally justifiable but that they are factually inapplicable in context.)  


� The Oath of Hippocrates: “I solemnly pledge to consecrate my life to the service of humanity. I will give respect and gratitude to my deserving teachers. I will practice medicine with conscience and dignity. The health and life of my patient will be my first consideration. I will hold in confidence all that my patient confides in me. I will maintain the honor and the noble traditions of the medical profession. My colleagues will be as my family. I will not permit considerations of race, religion, nationality, party politics, or social standing to intervene between my duty and my patient. I will maintain the utmost respect for human life. Even under threat I will not use my knowledge contrary to the laws of humanity. These promises I make freely and upon my honor.” Approved by the World Medicine Association in 1948. The Hippocratic school of medicine were strongly influenced by Pythagoras. The original Greek version of the Oath (as quoted by the Quill petitioners) required the followers of Hippocrates: 


 “to teach them this art--if they desire to learn it -- without fee and covenant; … [to] apply dietetic measures for the benefit of the sick according to my ability and judgment; …not [to] give to a woman an abortive remedy …not [to] use the knife.  See BRIEF OF AMICUS CURIAE BIOETHICISTS, Brief of Amicus Curiae: Vacco v. Quill, No. 95-1858, and Washington v. Glucksberg, No. 96-110. Filed in the Supreme Court of the United States, Washington, DC; 1996 Dec 10. pp. 27.


� “American Medical Association Delegates Vote on Assisted Suicide” 1999. � HYPERLINK "http://www.euthanasia.com/amalaw.html" ��http://www.euthanasia.com/amalaw.html�


� Marcia Angell, “The Supreme Court and Physician-Assisted Suicide -- The Utimate Right. [Editorial],” New England Journal of Medicine 336(1): 50-53 (1997) (Angell argues in favor of permitting PAS under certain circumstances, on grounds that an absolute ban is "...too doctor-centered and not sufficiently patient-centered," i.e. it fails to respect for patient autonomy.) For an oppossing view in line with the AMA position, see Kathleen M. Foley, “Competent Care for the Dying Instead of Physician-Assisted Suicide. [Editorial].” New England Journal of Medicine 336(1): 54-58 (1997). (The author suggests that the debate over PAS provides a "...unique opportunity to engage the public, health care professionals, and the government in a national discussion of how American medicine and society should address the needs of dying patients and their families…. [i]f legalized, physician-assisted suicide will be a substitute for rational therapeutic, psychological, and social interventions that might otherwise enhance the quality of life for patients who are dying.") 


� Here Doctor seems to have changed his position. This is not unusal in the heat of argument.  People like to argument from different position, and reconciled them later.


� See Admiraal, “Euthanasia in the Netherlands – Justificable Euthanasia,” Issues L. & Med. 3:361 (1988). Passive euthanasia is defined as “the discontinuance of life sustaining means or treatment as a result of which the patient dies after a shorter or longer period.” Id. 368-9.  This include stopping life substaining medication, e.g. antibioltics or antiarrythmia or procedure, e.g. blook transfusion.


� The theme of “dignified exit” was discussed in the best seller by Hemlock Society, Finaly Exit (Oregon: The Hemlock Society, 1991)


� There is clear need to draw a distinction between killing and allowing to die. Lawrence O. Gostin, “Drawing a Line Between Killing and Letting Die: The Law, and Law Reform, on Medically Assisted Dying,” Journal of Law, Medicine and Ethics 21(1): 94-101 (1993). 


� Comment, “Euthanasia:Is it Murder of Mercy Killing? A Comparsion of the Criminal Laws in the United States, the Netherlands and Switzerland,” Loy. L.A. In’t & Comp. L.J. Vol 12: 821 m- 843 (1990). (Verbatim citation)


� For a theoretical and philosophical argument that killing and letting die are morally equivalent, or Thesis E. see F. M. Kamm, Morality, Mortability Vol. II (N.Y. Oxford: Oxford Unviersity Press, 1996), esp. Chapter 1L “Killing and Leeting Die: Methodology of Comparable Cases and Conceptions of Moral Equivalence.” Pp. 17-43. For a review of legal literature and argument, see Thomas J. Marzen et al., “Suicide: A Constitutional Right?” Duquesne Law Review 24: 1 (1985) and “Suicide: A Constitutional Right? – Reflection Eleven Years Later, “” Duquesne Law Review 25: 261 (1996).


� Howard Brody, “Intending, and Assisting Death,” Journal of Clinical Ethics 4(2): 112-117 (1993) (Edmund D. Pellegrino has argued that “in active euthanasia or physician-assisted suicide, the physician causes the patient's death, while in forgoing treatment, the disease causes the patient's death. Similarly, Raymond J. Devettere has argued that what makes active euthanasia immoral is that the physician directly intends the patient's death, while in forgoing treatment, the physician does not intend the patient's death.)


�  Ann Alpers, and Bernard Lo, “Does It Make Clinical Sense to Equate Terminally Ill Patients Who Require Life-Sustaining Interventions With Those Who Do Not?” JAMA 277(21): 1705-1708 (1997). (The authors diagree with the two U.S. Circuit Court decisions holding that for determining legal liability in PAS cases, the \re is no difference between competent, terminally ill patients being kept alive on life support are equivalent to competent, terminally ill patients who do not require such support.) For a contrary view, see there are cases when it is better to kill than let die. Helga Kuhse, “Critical Notice: Why Killing Is Not Always Worse—and Is Sometimes Better—Than Letting Die,” Cambridge Quarterly of Healthcare Ethics 7:371-374 (1998).


� International Anti-Euthanasia Task Force, “PROBLEMS ASSOCIATED WITH ASSISTED SUICIDE.’ (Barbiturates are the most common substances used for PAS. Overdoses of barbiturates are known to cause distress in attempt suicide patients from extreme gasping and muscle spasms (7%) to vomiting and inhaling the vomit while unconcious (14%). In some cases Panic, terror and assaultive behavior take place. Other problems inclue failure of the drugs to induce unconsciousness and a number of days elapsing before death occurs. [NEJM, 2/24/00, p. 551, 554 and Oregonian, 3/23/00]) Problems may be underreported since "it seems likely that the physicians whose patients experienced the worst complications would be most reluctant to answer questions about untoward events." [NEJM, 2/24/00, p.583] In 1995, Dr. Pieter Admiraal, who has practiced euthanasia in the Netherlands for years, warned of the risk of failure associated with assisted suicide. 


� Ann Alpers and Bernard Lo,  “The Supreme Court Addresses Physician-Assisted Suicide,” Archives of Family Medicine 8(3): 200-205 (1999) (In June 1997, the US Supreme Court unanimously decided that competent, terminally ill patients have no general constitutional right to commit suicide or to obtain assistance in committing suicide. Tthe Court made clear that it is permissible for  physician to aggressive treat a paient for pain leading to death.) 


� Howard Brody,  “Assisted Death -- A Compassionate Response to a Medical Failure,”New England Journal of Medicine 327(19):1384-1388 (1992) (The author argues for viewing euthanasia as a compassionate response to failrue of medical service rather than as something to be prohibited outright.)]


� John F. Kilner, Who Lives? Who Dies? (New Have, Conn.: Yale University Press, 1990)


� John Hardwig at al. Is There a Duty to Die? (New York and Routledge, 2000).


� J.L. Bernat, “The problem of physician-assisted suicide.” Semin Neurol 17(3):271-9 (1997) (While the physicians must stop life-sustaining therapy when the therapy has been validly refused by patients. But physicians have no similar duty to provide assistance in suicide. PAS raises three collateral issues: (1) legalization would have a negative effect on the practice of palliative care and adversely affects the quality of the physician-patient relationship; (2) legalization of voluntary euthanasia will follow the legalization of PAS; and (3) involuntary euthanasia inevitably follows the legalization of voluntary euthanasia, as has occurred in the Netherlands over the past 12 years.)


� A good reason why private morality (prostitution and homosexuality) should not be criminalized because enfrocement of moral implicates privacy concerns.  What one do in the privacy of ones own home can hardly be policed withour unduly interfering with ones cosntitutionally guaranteered privacy. See Laurence H. Tribe, American Constiutional Law (Mineola, New York: The Fundation Press, 1978), Chapter 15-11 “Governmental Control Over the Body: decisions About Death.” Pp. 934-937.


� “Moreover, terminally ill patients who do desire suicide or euthanasia often suffer from a treatable mental disorder, most commonly depression.  When these patients receive appropriate treatment for depression, they usually abandon the wish to commit suicide.” Task Force on Life  and the Law  (New York,1984).


� L. Curry, C. Gruman, K. Blank, H.I. Schwartz, “Physician-assisted suicide in Connecticut: physicians' attitudes experiences.” Conn Med 64(7):403-12 (2000) (Connecticut physicians were questioned about their attitude towards PAS. With a return rate of 40% (2,805) most respondents expressed concern regarding certain risks associated with PAS, including movement toward involuntary euthanasia and the influence of undetected depression.) “Depressed patients less likely to follow doctors’ recommended course of treatment”  (Patients who are depressed are three times more likely to disregard their doctors’ instructions for recommended medical treatment than nondepressed patients. That was the finding of a comprehensive review of 25 studies of patients with cancer and other serious conditions.) DiMatteo et al., "Depression Is a Risk Factor for Noncompliance with Medical Treatment," Archives of Internal Medicine, 7/24/00. For a discussion on cause and cure of depression, see Jennifer Barraclough, “ABC of palliative care: Depression, anxiety, and confusion,” BMJ 315:1365-1368 (1977). 


� Being “out of your mind” is a much more serious charge than being irrational in ones judgement. Spinoza said quite simply that "all persons who kill themselves are impotent in mind."And Aristotle, in his Ethics, described suicide as a failure in courage. "To run away from trouble is a form of cowardice and, while it is true that the suicide braves death, he does it not for some noble object but to escape some ill." Daniel C. Maguire, “Death, Legal and Illegal.” Atlantic Monthly, February 1974.


� Two questions are raised here: (1) Can the decision of life and death be deferred/trusted to others, e.g expert on life and death matters, such as a doctor?  This is a question of competency. (2) Should the decision of life and death be deferred/trusted to others, in whole or in part, e.g. family member who has to pick up after the death of a relative? This is a question of entitlement.  The doctor, with medical expertise, is consider a morally competent person to intervene, if not even control, a person’s decision to kill himself.  The doctor is also given the right to intefere to save life.  The victims, while not medically competent, are morally competent to define what is right or wrong, more significantly, what life is.  But he is not considered a moral expert to his own situation. Nor is he until recently and in Japan given the right to manage his own life, up to and including death. Jonathan D. Moreno, Deciding Together (N.Y. & Oxford: Oxford University Press, 1995) (“Socrates famouly derided the notion that those who are expert in one field must also be expert in another, let alone wise in a philosophical and moral sense.”) p. 4.


� Personal experience influence ones disposition of PAS. MT  Rupp MT, HL Isenhower, “Pharmacists' attitudes toward physician-assisted suicide,” Am J Hosp Pharm 51(1):69-74 (1994) (Pharmacists' opinions about physician-assisted suicide vary considerably and seem to be associated with factors such as personal experiences, religious conviction, and age.)


� This deal with competency in decision making concerning another person’s live and death.  Doctors are trained in medicine and licensed to practice the art of saving (some say killing too).  They are not trained or approved moral agents.  This is unlike other institutional figures, e.g. teachers and police, who are normative standard bearers for the society. They have an obligation to set an example for another and if need be promote established value and morality to the people.  For a discussion,see Margaret P. Battin, “Going Early, Going Late: The Rationality of Decisions About Suicide in AIDS” Journal of Medicine and Philosophy 19(6): 571-594 (1994) (PAS involves four kinds of questions: (1) "Is suicide an option I want to consider?" (2) "Shall I hold out for the chance of a cure?" (3) "How shall I time my suicide?" (4) "What weight shall I give to the welfare and interests of others?" The physicians are asked to make decision on type (1) questions when in fact they should be consulted on type (3) question. On the othr hand, the patient, relatives and friends are only involved in type (3) question when in fact they should engae in type (1) question.) 


� Blacks are less supportive of PAS. R.L. Lichtenstein, K.H. Alcser, A.D. Corning, J.G. Bachman, D.J. Doukas, “Black/white differences in attitudes toward physician-assisted suicide.” J Natl Med Assoc 89(2):125-33 (1997) (In 1994, the Michigan legislature considered whether to continue a law banning physician-assisted suicide. 500 people in Detroit were surveyed. Majorities of both whites and blacks supported PAS with white more than black.)  Older people are less supportive of PAS. J. Hare, D. Skinner D, D. Riley. “Why older age predicts lower acceptance of physician-assisted suicide.” WMJ 99(7):20-7, 46 (2000) (Overall, 57% of a sample of 1311 (rural community and an internal medicine clinic in western Wisconsin) were in  suppor of legalization of PAS with 31% opposed. Older subjects wereless supportive due to religious reasons.)


� The battleground has shifted. It has moved from a debate on substance and merits to an argument over process and style.  In the legal profession, every seasoned lawyer knows the importance of procedural rules. In the scientific world, researchers are all concerned with methodology. The way of thinking about a problem as with the rule of engagement in a debate, procedures in a court room, and methodology in a research exercise tells us how we should look at a problem, search for evidence of support, structured our arguments and  organized our presentation.  This is called a (scientific) paradigm (Kuhn). Modern social scientific thinking, reinvented in the image of traditional natural science, prefers the breaking down of things into its constitutional parts in minutia and quantify them in exactitude.  For all intent and purpose cogntive understanding is the breaking up of an object of investigation (e.g. a social problem) into conceptually exclusive and independent sub-parts (variables) to discern their characteristis, cause and effect relationship. To some, prediction is the same as understanding. As a foundational matter, the assumption is that the whole is equal to the sum total of all its parts.  John O’Neill (ed.) Mode of Individualism and Collectivism (londond: Heinemann, 1973). Leslie Bender, “A Feminist Analysis of Physician-Assisted Dying and Voluntary Active Euthanasia,” Tennessee Law Review, Vol. 59:520-540, 530-534 (1992) (“Dulaistic thinking lead to either/or, self/other analysis instead of plural, multiple, variant, and contexualized analysis” p. 530).


� Differences in value is informed by broader and deepeer considerations, e.g. national history and cultural makeup of a pople. As observed by Dr. Smock from Dutch: “I’ll give you some hsitorical background.  Our small country is in many situations running ahead in matters of human rihgts…the most importatn issue is always the autonomy of the citizens…” “The Dutch Way” The Voluntary Eythanasia Society. November 1999.


�, Johanna H. Groenewoud, Agnes van der Heide, Bregje D.Onwuteaka-Philipsen, Dick L. Willems, Paul J. van der Maas, Paul J., and Gerrit van der Wal, Gerrit., “Clinical Problems with the Performance of Euthanasia and Physician-Assisted Suicide in the Netherlands,” New England Journal of Medicine 342(8):551-556 (2000). (The authors assess the nature and extent of clinical problems (defined as “technical problems, such as difficulty inserting an intravenous line; complications, such as myoclonus or vomiting; or problems with completion, such as a longer-than-expected interval between the administration of medications and death) associated with PAS and find that complications come to 7% of assisted sucicide case. 16% experienced problems with smooth completion of medical procedure, e.g. a longer-than-expected time to death, failure to induce coma, or induction of coma followed by wakening of the patient. 


� M. Feeley, The Process is the Punishment  (New York: Russell Sage Foundation, 1979). (Being arrested is itself a punishment solely at the discretion of the police with no check and balance in the case of non-prosecution.)


Law has also been used as a disciplinary, not punitive force. atnam Choongh, Policing as Social Discipline (London, Oxford: Clarendon Press, 1997) (British police use criminal law and police power to discipline the lower class.)


� By Shirley Eileen Fitzgerald, “Ethical Issues in Terminal Health Care: Advanced Care Directives & the Right to Die” � HYPERLINK "http://www.cp.duluth.mn.us/~ennyman/DAS-7.html" ��http://www.cp.duluth.mn.us/~ennyman/DAS-7.html�


� Emerson is the first to observe that power is a function of dependeny in an exchange realtionship. This has come to be known as “power dependency theory”.  Richard M. Emerson, “Power Dependence Relations,” American Sociological Review 27:31-40 (1962). “Power dependency theory” postulates that  the power of actor A over Actor B is a function of B’s dependence on A for scarce outcomes.  Dependence varies in two dimensions: significance of values sought and availability of alternatives. Samuel B. Bacharach and Edward J. Lawler, Power and Politics in Organizations (Jossey-Bass, 1980).


� Martin Gunderson and David J. Mayo, “Altruism and Physician Assisted Death,” Journal of Medicine and Philosophy 18(3): 281-295 (1993) (The justification of PAS are three: respect for individual autonomy, the avoidance of suffering and the possibility of death with dignity. The rationale for PAS law is justic for the state and self-interest for the patients.  If that should be the case PAS law equally applied to non-terminal patients.)


� See Chapter Six, “Healthcare Committees,” Jonathan D. Meoreno, Deciding Together: Bioethics and Moral Consensus (N.Y. & Oxford: Oxford University Press, 1995)., pp. 88-105.


� Terminal patient are supposed to be depressed and disoriented.  Otherwise they are afflicted by too much pain and suffering to be rational. For example in answer to the question “Why do people kill themselves?” Ethansia.com (� HYPERLINK "http://www.euthanasia.com/page14.html" ��http://www.euthanasia.com/page14.html�) provides this anwser on the web: “Most of the time people who kill themselves are very sick with depression or one of the other types of depressive illnesses, which occur when the chemicals in a person's brain get out of balance or become disrupted in some way. Healthy people do not kill themselves. A person who has depression does not think like a typical person who is feeling good. Their illness prevents them from being able to look forward to anything. They can only think about NOW and have lost the ability to imagine into the future. Many times they don't realize they are suffering from a treatable illness and they feel they can't be helped. Seeking help may not even enter their mind. They do not think of the people around them, family or friends, because of their illness. They are consumed with emotional, and many times, physical pain that becomes unbearable. They don't see any way out. They feel hopeless and helpless. They don't want to die, but it's the only way they feel their pain will end. It is a non-rational choice. Getting depression is involuntary - no one asks for it, just like people don't ask to get cancer or diabetes. But, we do know that depression is a treatable illness. That people can feel good again!” 


� This raises the question whether we can be detached and objective in evaluating things


� Dr. Quill was nearly prosecuted for assisting sucide, a crime in New York by a Rochester area DA.  He suffered the threat of prosecution for four months until a grand jury refused to indict him in July 1991.  B.D. Colen, On Death and Dying – MD Who Aided in Suicide Aims to Humanize Debate,” Newsday, August 11, 1991, at 3. For Dr.Quill’s admission leading to the prosecution, see Timothy Quill, “Death and Dignity: A Case of Individualized Decision Making,” New England J. of Medcine, Vol. 324: 691-694, 692 (1991)


� In the U.S. the “right to die” (suicide) is prescribed by common law and euthanasia is provided for by legislation of various states.  Thus far only one state, that of Oregon, has legalized active euthanasia based on a terminal patient’s persistent request.  The constitutionality of suicide and euthanasia has been decided by the U.S. courts.  U.S. Court of Appeals, Second Circuit. Quill v. Vacco. [Date of Decision: April 2, 1996] Federal Reporter, 3d Series. 1996; 80: 716-743. (The U.S. Court of Appeals for the Second Circuit, held that physicians may prescribe drugs to be self-administered by mentally competent patients who seek to end their lives during the final stages of a terminal illness. The action was brought by physicians and patients seeking to declare unconstitutional a New York statute penalizing assistance in suicide.); U.S. Court of Appeals, Ninth Circuit, en banc. Compassion in Dying v. State of Washington. [Dated Filed: March 9, 1996] 3109-3263 (3 v.). (The U.S. Court of Appeals for the Ninth Circuit, sitting en banc, affirmed a district court judgment that ruled unconstitutional as violating the due process clause of the U.S. Constitution a Washington statute banning assisted suicide. In so doing the court took into consideration the interests of the state in protecting life, preventing suicides, preventing undue, arbitrary, or unfair influences on an individual's decision to end his life, and ensuring the integrity of the medical profession. These interests were balanced against an individual's strong liberty interest in determining how and when one's life should end.) U.S. District Court of S.D. New York [Date of Decision: December 15, 1994]. Quill v. Koppell. Federal Supplement. 1994; 870: 78-85.  (The U.S. District Court, S.D. New York upheld the constitutionality of a statute criminalizing physician-assisted suicide. The claimants argued that competent, terminally-ill persons have a constitutional right to take their own lives. The physicians argued tjat they have a corresponding protection under the constitution. The court held that the right to die is not protected by the under the constitution. The court validated state authority to distinguish between "allowing nature to take its course" and the intentional use "of an artificial death-producing device.") U.S. Supreme Court. State of Washington v. Glucksberg [Date of Decision: 26 June 1997] Supreme Court Reporter. 1997 Jun 26 (date of decision). 117: 2258-2293. Bench Opinion, No. 96-110 (Full Text) (The U.S. Supreme Court upheld Washington's ban against assisted suicide as applied to competent, terminally ill adults who wish to hasten their deaths by obtaining medication prescribed by their doctors. The Court refused to expand the liberty interest under the Due Process Clause of the U.S. constitution to include a right to commit suicide under it, a right to assisted suicide. The state has prevailing interests in the preservation of human life, the prevention of suicide, the integrity of the medical profession, the protection of vulnerable groups, and avoidance of a slippery slope into euthanasia.) U.S. Supreme Court. Vacco v. Quill [Date of Decision: 26 June 1997] Supreme Court Reporter. 1997 Jun 26 (date of decision). 117: 2293-2312. Bench Opinion, No. 95-1858 (Full Text) (The U.S. Supreme Court held that the terminally ill do not have a right to physician-assisted suicide under the Equal Protection Clause of the U.S. constitution. The Court also noted as important the distinction between assisted suicide and withdrawal of life-sustaining treatment, a distinction recognized by both the medical and legal professions.)


� Martin Gunderson, “A Right to Suicide Does Not Entail a Right to Assisted Death,” Journal of Medical Ethics 23(1): 51-54 (1997) (The author raised the question whether a right to suicide invariably entitle the person to employ others to assist in the suicide. The author argued “that the permissibility of suicide does not by itself entail the permissibility of employing someone to assist in the suicide. .. nor entail the right to assisted death.)


� Thomas Cavanaugh, “The Nazi! Accusation and Current US Proposals,” Bioethics 11(3-4): 291-297 (1997) ( There are some recurring concern that legalization of physician-assisted suicide (PAS) and voluntary active euthanasia (VAE) specifically will led to abuse. Disputants pointed to Nazi 'euthanasia' program in which over 73,000 handicapped children and adults were killed without consent.) 


� Daniel Callahan, “When Self-Determination Runs Amok,” Hastings Center Report 22(2): 52-55 (1992). (“The euthanasia debate is … one in a long list of arguments in our pluralistic society. It is profoundly emblematic of three


important turning points in Western thought. The first is that of the legitimate conditions under which one person can kill another....The second turning point lies in the meaning and limits of self-determination....The third turning point is to be found in the claim being made upon medicine: it should be prepared to make its skills available to individuals to help them achieve their private vision of the good life....I believe that, at each of these three turning points, proponents of euthanasia push us in the wrong direction. Arguments in favor of euthanasia fall into four general categories, which I will take up in turn: (1) the moral claim of individual self-determination and well-being; (2) the moral irrelevance of the difference between killing and allowing to die; (3) the supposed paucity of evidence to show likely harmful consequences of legalized euthanasia; and (4) the compatibility of euthanasia and medical practice. [Author abstract]”)


� Ronald Dworkin, Life’s Dominion (1993) (One of the stronger argument against euthanisia is that life is full of possibility and dead is final.  Legislation for “Death with Dignity” try to deal with problem with informed consent and waiting period.), p. 182.


� Brian H. Childs, “The Last Chapter of the Book: Who is the Author? Christian Reflections on Assisted Suicide,” Journal of Medical Humanities 18(1): 21-28 (1997) (There are as many narrative to  understand life, all of them need not be coherent and uniified. Pain does not necessary call for liberation. Suicide is neither inevitable or the only alternative against human adversity and suffering. )


� Western thought on suicide and PAS is very much influenced by  Christian theology.  Michael M. Uhlman, “Western Thought on Sucide: From Plato to Kant,” Michael M. Uhlman (ed.), Last Right: Assisted Suicide and Euthanasia Debated (Washington, D.C.: Ethics and Public Policy Center, 1998), p. 1. See alos Darrel W. Amundsen, “The Ninth Circuit Court's Treatment of the History of Suicide by Ancient Jews and Christians in Compassion in Dying v. State of Washington: Historical Naivete or Special Pleading? Issues in Law and Medicine 13(4): 365-423 (1998) ( Prof. Darrel Amundsen critiques Judge Reinhardt's comments regarding "Historical Attitudes Toward Suicide" in his Compassion in Dying opinion.  The author challenges the court's conclusions about early Christianity, and explains why its treatment of the issue of suicide in early Christianity is misleading and inaccurate.) The Christian position is succindly summed up in Chapter 4: “The Christian Tradition” in Luke Gormally, Euthanasia, Clinical Practice and the Law (London: The Linacare Centre for Health Ethcis, 1994), 51-60. God is the Lord and master over life and death.  (Wisdon 16: 1; Deuteronomy 32:39; I. Samuel 2:6). Human life is a gift from God. Christian honor the gift giver God by doing all he can to preserve the gifteservinjg life is thus a trict moral command. CF Mattew 25: 14-30. Cf. Romans 14:7 (“None of us lives to himself and none of us dies to himself.”).  The command not to kill is to be found in the Ten Commandments (Decalogue). Exodus 20:13; Deuteronomy 5:17.  The love of life is deemed to be unconditional and withoutn reservation. (Note 3, Luke Gormallly) We as meek servants of God on earth is to accept the role alloted to us and carry out the command reval to us. “Faith in God’s loving presssene, calling for trust…euthanasia is a betrayal of trust.” (id. 55) 


� Table 4: Most people believe that they can still go to heaven if they commite suicide:


�
Yes �
No�
Undecided�
�
When life ends, some people will go to heaven if they lived a good life.�
65%�
20%�
15%�
�
People who choose assisted suicide will not go to heaven.�
18%�
59%�
23%�
�
Source: Michigan voters survye (600O between January 15-20, 1997.  Detroit Free Press.


� The Christian position is succindlysummed up in Chapter 3: “Murder and the Morality of Euthanasia: Some Philosophical Considerations” in Luke Gormally, Euthanasia, Clinical Practice and the Law (London: The Linacare Centre for Health Ethcis, 1994), pp. 37-50.


� It was Aquinas who observed that taking ones own life “is contrary to the inclination of anture and to the charity whereby every man should love himself.”  Summa theologiae (Synopsis of Theology), trans. The English Dominican Fathers as The Summa Theologica, Londond, 1912-36, 22 vols.  IiaIIae.64.5.   “Immanuel Kant on Suicide: "Firstly, under the head of necessary duty to oneself: He who contemplates suicide should ask himself whether his action can be consistent with the idea of humanity as an end in itself. If he destroys himself in order to escape from painful circumstances, he uses a person merely as a mean to maintain a tolerable condition up to the end of life. But a man is not a thing, that is to say, something which can be used merely as means, but must in all his actions be always considered as an end in himself. I cannot, therefore, dispose in any way of a man in my own person so as to mutilate him, to damage or kill him. (It belongs to ethics proper to define this principle more precisely, so as to avoid all misunderstanding, e.g., as to the amputation of the limbs in order to preserve myself, as to exposing my life to danger with a view to preserve it, etc. This question is therefore omitted here.)" See, Immanuel Kant's FUNDAMENTAL PRINCIPLES OF THE METAPHYSIC OF MORALS as translated by Thomas Kingsmill Abbott. � HYPERLINK "http://www.euthanasia.com/kant.html" ��http://www.euthanasia.com/kant.html� 


� “The immediate good is what you like, and what you want in the way of experiene; the immediate bad is what you dislike and do not want.”An Analysis of Knowledge and Valuation p. 404, as cited in A.J. Ayer, Philosophy in the Twentieth Century (London: Counterpoint, 1982), p. 104, n. 3.


� Sir William Blackstone condemned suicide for two reasons:first, it is a spiritual offence, i.e. offensive to God; second, it is a tempoal offfence, i.e. against the king’s interest in preserving the life and well being of all his subjects. W. Blackstone Commentaries on the Laws of England, Londond 4 Vols. (1765-1769). This consequentialist principle is best summed up by Aquinas: “It is altogether unlawful to kill oneself, because every part, as such belongs to the whole.  Now every man I part of the community, and so, as such, he belongs to the community. Here by liing imself he injuries the community.” Summa theologiae (Synopsis of Theology), trans. The English Dominican Fathers as The Summa Theologica, Londond, 1912-36, 22 vols.  IiaIIae.64.5.


� “We cannot think intelligently about the legal and poltiical issues – about who should make what choices, what constitutions should permit, and what nations and states should do – unless we have a better shared understanding, not necessary about the meaning of death, but at least about what kind of question we are asking. How should we think about when and how to die.?| (Italics supplied) Ronald Dworkin, Life’s Dominion (1993) p. 182.


� John Hardwig at al. Is There a Duty to Die? (New York and Routledge, 2000). P. 4. In practical trms who has a vested interest in an individual’s life is important, e.g. the merging need to manage medical resources and expenditure put the control over patient’s well-being, if not even life, in the hands of HMO, and on economic, instead of medical or emotional, grounds.


� In this regard, the traditional and imperal China the commonly received morality is that the body belong to our parents (as they gave birth to us: “The hair and skin of the body belongs to the parent and [I] am afraid to harm or destroy.”  This principle spoke to the ideal that individual is an integral part and necessary extension of the family as a social, moral, economic and political unit.  Thus when an individual commits a wrong, the family lose face.  For a contempory view, see Vera Rich, “Will the Chinese Legalise Euthanasia?” Lancet 345:783 (1995).  The dilution of traditional moral principles, the erosion of integrity of family unit, the promotion of new social morality and finally the introduction of captialistic market structure promises to shatter the old notion (some say myth) of the as body as extension of the family philosophy. 


� Kazumasa Hoshino (ed.) Japanaese and Western Bioethics (Nehterland: Kluweer Academic Publising, 1997), especially Kazumasa Hoshino, “Bioethics in the Light of Japanese Sentiments” pp. 13-25. (The Japanese are insensitive and even reluctant to “accept the vital importance of autonomy, self-determination and individualistic freedom in decision making; all of which are indispensible valuable principles in Western bioethics.” P. 25.


� According to “U.S.A. Suicide: 1998 Official Final Data” there were 732,000 sucides from 1978 to 1998. Each dead is survived by 6 related/intimately affected survivors. � HYPERLINK "http://www.suicidology.org/index.html" ��http://www.suicidology.org/index.html�


� Thomas Aquinas, SUMMATHEOLOGICA, Vol. 38 Injustice (2a2ae. 63-79), trans. Marcus Lefebure, Blackfriars (1975), Second Part, Second Number, Question 64, Article 5.


� John Hardwig at al. Is There a Duty to Die? (New York and Routledge, 2000). (“The dead of a loved one and the way she died may rearrange the life of a family. Sometimes for decades.” The author argued for a shift away from exclusively patient-focus analysis of the right to die problem.  The decision of one member in the family affects all.)pp. 2-3.


� “Femnist ethics derive from an alternative or richer conception of human nature – one that understands people s being motivated by love, friendship, responsibility, and caring rather than soley by self-interest and fear.” Leslie Bender, “A Feminist Analysis of Physician-Assisted Dying and Voluntary Active Euthanasia,” Tennessee Law Review, Vol. 59:520-540, 536 (1992).


� “We don’t act in a vacum; our significanct acts take place in relationship to others. A given act may be right or wrojg, depending on whether it meets an oligation or violates it.  The most obvious obligations is a legal contract. But there are many others, often unspoken: obligations of friendship, of family, of a prfoession, of citicsenship, of trust, and of  promises to keep.” Bruce Hilton, First Do No harm (Nashville: Aningdon Press, 1991). Hilton asks of Patient A to consider his obligations to others, i.e. consequence of ones action to those being affected, before one acts. This approach while an improved (adequate?) response to the liberal conception of human nature, i.e. asocial, a historical, atomistic individualism, which is informed by abstract ideolgoical characteristics and qualities (see example Hobbes nature of man before civil society in Leviathan (1651) and Rawls’ original position behind the “veil of ignorance’ in A Theory of Justice (Cambridge, Mass: Harvard University Press, 1971), is not sufficient to address the Chinese Professor’s concern with a different image of human nature and social relations, as instructed by history and culture.  


� For the classical (Mills) and reformed liberals (Rosseau and now Hilton) the unit of social (James Coleman, Foundation of Social Theory (Cambridge, Mass: Harvard University Press, 1990), economic (Adam Smith, The Wealth of nation (1776), political (J.S. Mills On Liberty (1859), legal (F.A. von Hayek, Law, Legislation and Liberty, Vol 1 & 2 (London: Routledge and Kegan Paul, 1973), R.A. Posner, The Economic analysis of law, Third Edition (Boston: Little Brown, 1986) accounting in the liberal model is the autonomous self, whether restrictively (selfish as individual interest) or expansively (selfless as individual interest) construed and understood. For the Chinese Professor it is corporate or collective holism.  To the Chinese the unit of social accounting is the whole and never the parts.  The assumption is that the “part” (individual) cannot be separated from the “whole” (collective).  The best analogy to make this clear is with the structure and properties of chemicals: a compound is a mixture of elements (atoms and ions) in definitive proportions, e.g water is made up of two parts of hydrogen and one part of oxegon (H2O), which maintain its own chemical properties before, during and after mixture.  A complex chemical is when atoms interactimg with each other in forming a whole new chemical with different properties emerging.   Thus to say that we are connected to others, and depending on the frame of reference - the universe, nation, society, community, organization, family or significant others, is to say that we are joined together in a larger whole, unseparated and inseparable.  


This analogy while accurate is not complete, and far too mechanistic. While atoms once interacted with each other loses its own existential integrity competely and form a separate new identity as part of the new chemical.  A collective of humans can group together to form a corporate whole (e.g. crowd behavior) without at the same time attenuating, much less losing, the individuals’ intrinsic qualities or innate characteristics.  Thus it is correct to observe that the individual exists prior to the collective and still  maintains himself after the collective is formed.  It is also correct to say that the individual after mixing together form a whole new corporate identity, separate and distinct from the individual.  


The make the matter more complicated.  The sublimation of the individuals into the collective whole may not be automatic or complete.  Some people get sublimated more, others less.  There is also the consideration that some parts of us are sublimated and others not.


How might this understanding of group and individual affects our analysis of a group member’s “right to die”? The answer lie in the question: to what extent and in what manner can a person be said to be part of a larger group or community? More pertiently how might it be said that the group is implicated with the killing/dying of one of “its own”?  Here we are told that community membership serves essential boundary functions.  We do not grief when slave, traitors, enemy and animal died.  Feutus are not recognized as human and seniors has been shuned as outsiders.


In the beginning and in primitive society, people are all integrated into an inseparable whole.  The discovery of a divisible self comes much latter with the understanding of society and discovery of self.  For a large part of human history, there is no awareness (nor need to be aware) of self and others. Everyone live in the image of spiritual being and imagiantion of universe that is accepted as a fact.  Awareness of self and others is made possible with the advent of cognition, rationality, scientism, and intellectualism; the objectification, qualitification and measuring of everything.  It also comes with deliberate and purposive actions to alter nature and change society, starting with the industrialization, in the name of progress and civilization. 


At this juncture it is both intellectually interesting and philosophically important for our purpose of making “right to die” decision to ask why stop at the individual qua personhood level. Why not start with DNA, the  next identifiable unit of bio-organism that is manipulable and controllable. Afterall, we are told that the DNA shapes and controls things. On the other hand, why not make the collective as an accounting unit. Of course the still larger issue is why accounting at all, as though some one or something is, should or must by responsible.  If we are part of a larger whole are we not affecting and being affected by what goes on around us.  In Daoism everything is related to every other thing, incrementally and inperceptibly.  You cannot move one without also moving the other. The study of cybernetics address some of these issues. See Yang Li, Zhouyi yu Zhongyixue (Zhouyi and Chinese medicine) (Beijng kexue jixu chubanshe, 1997) (Chinese medicine is a philosophy of the whole universe.  To avoid sickness people must live according to general principle prevailing in the universe.) 


� The Japanese do not make critical life decision without thinking about and consulting people within the collective which he is connected as a integral part, see� Kazumasa Hoshino (ed.) Japanaese and Western Bioethics (Nehterland: Kluweer Academic Publising, 1997), p. 19. 


� The official sanctioning of euthanasia profanes life and reduces its sanctity.  Once begin, a “culture of death” will sets in prompting people to resort to dead to solve world problem of every imaginable kind, e.g. set back in career or unhappiness.  Battin, Margaret, “Voluntary Euthanasia and The Risk of Abuse: Can We Learn Anything From The Netherlands?” Law, Medicine and Health Care 20(1-2):133-143 (1992) (The author is concerned with the practical implications of legalizing euthanasia.  (1) Will there be abuse, and if so, precisely what kind? (2) Can abuse of this sort be prevented? )


� Having some close in the family died has a direct impact on how one views “life and death” issues and concommittant appraoch the PAS. See Marcia Angell, “The Supreme Court and Physician-Assisted Suicide -- The Utimate Right. [Editorial].” New England Journal of Medicine 336(1): 50-53, 2 (1997). (The author favors PAS in limited circumstances. She ends her editorial with a description of her father's suicide after receiving a diagnosis of metastatic cancer. Angell concludes that PAS "...is simply a part of good medical care." )


� Edward Shils observed: “the primordial experience of being alive, of experiencing the elemental sensation  of vitality and of fearing its extinction” generates the sense of sanctity in life.  Shhils, “The Sanctity of Life.” Encounter, Jan. 1976, p. 30.





