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James Rachels “Further Reflections on Killing and Letting Die.” 1986
the equivalence thesis: there is no moral difference between ‘letting die’ and killing
Based on the theory that there are millions of people who die every year of malnutrition and related diseases who we could save by giving money we don’t need for our own basic necessities (eg that which we spend on luxury items etc), yet we don’t and therefore we are ‘letting die’ when we could easily save them, which is the same as killing these people 
Also argues that in the medical context, active and passive euthanasia are the same morally 
intuition suggests there must be an important moral difference b/w killing and letting die
Moral conservatives/moral philosophy trusts intuitions and are suspicious of any moral view at odds w them
They have little use for radical claims like the equivalence thesis as it rejects intuition
Tend to dismiss knockdown arguments that ‘prove’ a thesis they reject intuitively
Asserts we ‘know’ when propositions are false as a matter of common sense even if we cannot identify what is wrong 
Intuition = ‘moral common sense’
Many 20th c philosophers were preoccupied w utilitarianism - the basic idea that the right actions and policies are those that produce the best results - this is good in general/as an idea but can have disastrous/objectionable individual consequences
Bc of these consequences many regard utilitarianism as incompatible with our intuitions  
Throughout the 20th c intuition was repeatedly used to test acceptability of moral theories 
The task of moral theory is to formulate principles that explain and justify those judgements 
problem: we have no guarantee that our intuitions are perceptions of the truth
A common moral belief can be incorrect, or the results of prejudice, selfishness, or culture
A moral theory need not respect every intuitive judgement
The no relevant difference argument 
Moral judgements are only true if good reasons support them
The simplest and least controversial formal principle is:
1. If the same reasons for or against A as for or against B then they are morally equivalent 
eg. Killing and letting die have the same result (person is dead), and it is objectionable to both kill someone and let someone die you could save
2. There are the same reasons for and against letting die as for and against killing 
3. So we reach the conclusion that killing and letting die are morally equivalent - neither is preferable to the other as no difference is cited that shows one is worse 
Philosophers attempts to identify what makes killing worse than letting die:
1. Dischargeability: our duty to not kill is greater than our duty to not let die - however, our class of duty to save is smaller than our class of duty to not kill, but that does not show our duty wrt those we can save is any less stringent 
2. In killing someone we are doing something, but in letting die we only fail to act - suggests the difference b/w action and inaction supposedly makes a moral difference, and should the difference of action or inaction sway us to make any conclusions?
3. Optionality - when we fail to act, someone else may prevent the person from dying but if we kill someone they are dead 
Palance does not only fail to save the child, he lets her die 
e.g. those who don’t stop at auto accidents on the highway and assume someone else will  
That someone might have saved them is unexcuseable
The No Relevant Difference Argument is deeper than the Bare Difference Argument b/c it exposes why killing and letting die are morally the same - 
Things can be different but morally equal - we might dislike having our finger shut in a door and sitting through a bad movie equally as much although they are different 
The evils of killing and letting die are the same here, and it is argued they are morally equal and no relevant difference is present between the two (same end result is death)
The radical nature of the Equivalence Thesis
The thesis has radical implications for conduct, which is given as a reason due to it being both overly demanding and false
The Thesis sets a precedent for millions of famine sufferers: there will always another starving person to be fed, and those who take the Thesis seriously would have to abandon affluent living
This is a reductio argument and there are 3 categories of reductio arguments:
1. The strongest sort: shoes a theory entails a contradiction and since contradictions cannot be tolerated the theory must be modified or rejected
2. Not as strong. But still irresistible sort: a theory has a consequence that is demonstrably false - eg independent evidence can be given that the offensive consequence is unacceptable
3. Markedly weaker: some consequence of the theory is counterintuitive - it is not inconsistent or false, but it goes against what we have always believed 
Our intuitions can be explained without assuming the perceptions are the truth
eg. In affluent countries the costs of not killing are not very large, but the costs of not letting people die when they can be saved are very great - for us to save the starving we would have to give up luxuries and even that which we consider ‘necessities’ for our nice lives 
We are not in danger of starving, and so we do not see feeding the starving as so important, but being killed is a dangerous and real threat -> so we (in first world countries) see killing as worse b/c it is more likely to effect us (we are threatened by it)
Both the costs and benefits encourage us selfishly to view killing as worse than letting die and it is to our advantage to believe this and so we do
No moral view can escape reliance on intuition at some point: something must be desirable on its own account (health, money, pleasure-giving activities)
Reasoning can’t go on forever, it always refers back to some more elementary premise 


1. According to James Rachels (“Further Reflections on Killing and Letting Die”), explain how the following hypothetical situations challenge the validity of absolute moral distinctions, particularly between acts of omission and commission: 
“Jack Palance” sandwich scenario 
The Jack Palance argument: 
We overestimate how bad it is to kill (which causes our reluctance for active euthanasia) and we underestimate how bad it is to let people die (eg letting people in foreign countries starve via famine)
Jack Palance: imagine a man is sitting in a room with a sandwich he doesn’t need for himself, and in the room with him is a child starving. He ignores the child and indifferently watches them die. No doubt we think he’s a moral monster
however, we allow people in far-away countries to die of starvation when we could as easily send aid through agencies as Palance gives the child a sandwich
thus, intuitively we believe there must be a difference b/w us and Palance - but the only striking difference is how close we are to the child, and we’ve established this doesn’t impede our ability to provide food/aid to the child 
1. The location only makes a difference psychologically, and shows how wrong our intuition of situations can be 
2. Other difference: Palance only needs to save one child, but there are millions suffering - but we could definitely save some, and Balance could then say he doesn’t have to give his sandwich to the one starving child because he obviously cant save everyone in the world who needs it 
3. We compare ourselves morally to others - plenty of people don’t support famine relief so its okay if we don’t - but this doesn’t follow b/c if 20 people watch an avoidable tragedy and don’t intervene, they aren’t 1//20th as liable/guilty, the guilt instead multiplies by each additional person who doesn’t help 
“if he is a monster, then so are we” - James Rachels
This doesn’t prove the equivalence thesis true, but it does provide evidence that letting die is much worse and much closer to killing than we thought s
“Smith and Jones” bathtub scenario (in class scenario) 
- Other philosophers gave scenarios: James Rachel’s ‘Smith and Jones bathtub scene’ 
Theres no such thing as an absolute/universal moral distinction b/w intending death and letting die 
There is no absolute distinctions b/w good/bad, 
Smith Stands to gain inheritance if young child dies, sees child in bathtub, drowns him
Jones also stands to gain inheritance, sees child hit head and fall into bathtub 
Jones does nothing and lets him drown 
Aka, child had a ‘natural’ death
Both are morally reprehensible (obviously) - it doesn’t matter one is an act of commission and the other is an act of omission
Change setting to lake: child in middle of lake drowning, you can’t swim so you don’t save him 
Uses a variety of scenarios to show absolutism is not realistic/applicable to life situations
There is no absolute distinction b/w commission and omission and one being good and the other bad - otherwise Jones would be good b/c he only performed acts of omission
John Stuart Mill’s version of causation
Clint Eastwood, Hilary Swank: “million dollar baby” 
Hilary is waitress turned boxer, breaks her neck, on permanent ventilator and would never leave bed, wants MAID
Didn’t want to pull ventilator and choke, wanted a needle spec
Important: depicted non-terminal illness -> terminal illness was no longer the necessary qualifier for MAID
message: ignore these moral distinctions based on terminal/physical/mental/age 
The important thing: is the person suffering 
Netherlands has allowed MAID even of babies - some backlash
Belgium: included mental illness - also backlash
“24 and Ready to Die” (the Economist) Emily: young adult who is requesting MAID in Belgium
Started having symptoms when she was 3yo
Has a complex interplay b/w depression and other conditions
No intervention has improved her symptoms, has multiple suicide attempts and frequent self-harming 
She ends up choosing not do undergo the procedure on the last day 
3 MDs must agree it is the correct Tx, they must have tried every form of Tx - medication, inpatient and outpatient therapy, long history that they want assisted suicide, that the patient has no hope of improving
“the pt is in a medical futile condition of constant physical and mental suffering”
Not appropriate reasons: family member dies, loses job, etc
Choices in Belgium: can drink a lethal liquid/medication or receive a lethal injection
Emily chooses lethal injection 
1st injection: sedation, 2nd injection: causes death -> total time: takes 5 minutes
MDs repeatedly reinforce she can say no at any time 
“Emily’s condition has become so serious it is unbearable

Peter Singer. “Tony Bland & the Sanctity of Life.” 1994
sanctity of life: based in the judo-christian tradition, all lives are intrinsically valuable, of equal irreducible value and thus it is always wrong to kill an innocent person
thereby, quality of life cannot be considered in life-or-death decisions
Joey Fiori in 1971 at 21yo was in a motorcycle accident that left him severely brain damaged and in 1976 he suffered a seizure and entered a PVS
His mother asked for his feeding tube to be removed, the home said it required a court order to do so, the court granted the order, but then the Pennsylvania Attorney General’s office appealed and the Superior court upheld the appeal in absence of ‘clear and convincing’ evidence of Fiori’s preferences he must be kept alive
Died of pneumonia in 1995
The main legal issue debated by US judges is how much evidence of patient’s wishes must exist - opposite the British courts, who were not focused on Bland’s wishes and focused instead on what the best interests for the patient are 
The courts hold that when a pt can’t consent doctors are not under legal duty to continue treatment that doesn’t benefit the pt and the continuation of biological life in a PVS pt doe not constitute benefit to the pt 
Removing a life support: life support only seems extraordinary if the pt is PVS and has no quality of life or chance of regaining consciousness 
There is also the objection that someone could remove life support in someone who will recover and it would be the ‘perfect crime’ bc they didn’t ‘cause’ the death - obviously this violates our logic and intuition
Lawyer’s maxim: “hard cases make bad law’ - refers to the temptation to depart from sound principles when they would cause hardship in those who don’t deserve it 

2. According to Peter Singer in “Tony Bland & the Sanctity of Life,” how did the case of Tony Bland begin a shift toward the quality of life ethos? Provide four (4) points to explain this transition toward a new medical paradigm.
- In 1989 17yo Tony/Anthony Bland was at a football (soccer) game and a fatal crush (the “Feyin Crush”) occurred, not killing Bland but depriving his brain of O2 and only allowing his brainstem to survive (he was in a PVS, had no consciousness)
MD spoke with parents and it was agreed Bland’s condition was hopeless, but that they couldn’t legally withdraw food 
His MD, Dr. JG Howe, wanted to withdraw feeding to allow him to die and advised the Coroner, but the Coroner warned him he could be charged w murder if he did so
The Hospital Administrator then applied for declaration to lawfully discontinue Bland’s Tx and a public law officer was appointed guardian for Bland for the hearing
The Solicitor opposed allowing Bland to die
The President on the Family Division (Brown) did not agree w the solicitor and requested declarations to stop treatment - stated his spirit is gone and he is essentially dead and Brown could not see what benefit his continued existence could give him
The Lords stated the life or death decision wasn’t for the courts to make, it was for the doctor and the court just had to see that the doctor had made a reasonable decision based in belief that continued treatment is not of benefit to the pt 
The court considered quality of life vs sanctity of life, and found sanctity outweighed
The Lords didn’t think they were legalizing euthanasia b/c they only legalized omissions
The British law concluded a person must have some capacity for awareness or conscious experience to have a quality of life 
Technological advances meant it was impossible to retain the principle of sanctity of life 
Novel features of Bland’s case:
1. quality of life was considered in the decision making 
2. the removal of the feeding tube was directly intended to end Bland’s life (intended not just foreseen)
British judges broke new ground with Bland’s case: they considered quality of life in their life and death decision, ceasing to ascribe to the principles of sanctity of life 
however, murder was still illegal so only ‘passive’ measures were allowed 
Anything intended at causing death was not allowed
Lord Goth: disagreed w not allowing we should be charged w hypocrisy - it is less humane to allow a death of omission (long, painful process) than to give the needle
Says Bland in this condition would be prone to infection, so we could withdraw antibiotics and cause his eventual death 
Suggests everyone is a contributor to the causal chain of death 
Lord Browne Wilkonson: decision comes down to moral beliefs
Sanctity of life ethos: pt is entitled to stay alive - “biological life at all cost”
Quality of life ethos: no merit in perpetuating a life where the pt is unaware, invasive Tx serves no benefit 
Multiple different biases
His conclusion: it is almost irrational to keep him alive - “how can it be lawful to allow a pt to die slowly, but unlawful to produce immediate death by lethal injection”
Moral views and the law are not equal or move at the same speed
Morality and ethics speed ahead of law and law eventually catches up

3. What is the significance of the following US case studies concerning acts of omission: 
Karen Ann Quinlan (New Jersey case) 
- in the 1970s, while on a crash diet, ingested valium (diazepam) and alcohol which caused her to enter a coma at 21yo - 17 years before the Bland case
US case, cased definition of the distinction b.w ordinary and extraordinary measures
Her parents were Roman Catholic and therefore rejected active euthanasia, but their priest advised them they were not obligate to use ‘extraordinary’ measures to prolong life and the bishop of NJ agreed it was ‘morally correct’ to withdraw Tx and spare ‘burdensome Tx’
Her parents requested her respirator be turned off, MDs refused, and the case went to court 
Parents signed form for Dr. Morse to discontinue all extraordinary measures (eg. Respirator), but Morse was catholic - one foot in science the other in religion
He viewed respirator as ordinary not extraordinary and state and laws supported him
Legal guardians aimed to go to court to change the calculus from sanctity to quality of life 
Court: got to NJ superior court (below supreme court)
Court appointed Karen a guardian - called their attempts ‘passive euthanasia’ and illegal and evil
Anti-euthanasia attorney: the equivalent of Hitler’s third reich and allowing parents to do it was to ‘turn on the gas chamber’
Sympathized w parents but said he could not authorize for her ‘biological life’ to be taken from her 
‘even if she was on the threshold of death or had a terminal condone, removing the respirator was still murder’
Their application for euthanasia meant parents lost guardian status 
US public was not impressed 
Case personalized euthanasia in personal terms - can’t take our privacy away from us or take our children from us 
Parents went all the way to the NJ/state supreme court
Court met in the middle at qualified sanctity of life
Recognized humane decisions against maintenance therapy (eg. Respirators) are recognized medical Tx -> ‘medically accepted practice’
Acts of omission are allowed, of commission aren’t
This balance represents a propounding realistic perspective on the meaning of life and death and respects the whole judaio-christian version in regard to life 
Only allowed negative acts 
Based on religious bias 
Court: the evidence in this case convinces us the focal pt of position must be the reasonable possibility of return of cognitive life -> a quality of life judgement
Declared respirators ‘extraordinary measures’ 
Omissions also split: respirators yes, food and water no -> only some omissions were evil 
Now: half-step to commissions - pills are fine but needles are bad 
Admitted termination of treatment would ‘accelerate death’ but was not criminal bc she was ‘dying of natural causes’ 
Case first of its kind: therefore called re. Quinlan
Case ended w father re-appointed as guardian, so he can sign off on respirators being removed… she lived 9 yrs (till 1985)
Karen’s court-appointed guardian saw the issue in this case as “can a human being cause the death of another human being by conduct or lack of conduct?”
Issues: ordinary vs extraordinary means have not been formally defined, 
The distinction disguises judging the person’s quality of life 
Argument: the death was foreseen but not intended - they only intended to spare the pt burdensome Tx, death was an ‘unwanted side-effect’
First ruling was that Karen should not die, this was appealed, the NJ supreme court accepted that removing life support wasn’t intended to cause death
B) New Jersey Supreme Court case (In re Quinlan: 1975): findings 
C) Nancy Cruzan (Missouri Supreme Court in Cruzan v. Harmon: (1988) 
Not on a respirator, not technically terminally ill, just braindead 
4 years later parents as to have nsg home remove feeding tube keeping her alive
Nursing home refused, said food and water were ‘natural’
Lester Joe Cruzan: 4 yrs after accident he moved to belief of ‘biographical life’, his daughter died in the accident 4 yrs ago and changed opinion to quality of life 
Lester was a catholic
Accepted role of arbitrer of life and death, willing to live with fact he may be ‘playing god’
In 1980s Missouri culture removing food and water was reprehensible
Pt would easily die from malnutrition/dehydration
Hospital administrator: we cant remove nutrition/hydration
Missouri pro-life group: ‘living will’ group, you cannot choose at the end of your life to have food/water withheld b/c they are declared ordinary/medically necessary 
Even though the NG tubes are plastic and obviously not natural
2 ethical conditions at play: supreme court decided to ‘err on the side of life’
The cost of maintaining Nancy’s life must be weighed against
“only the coldest heart could fail to feel the anguish of Nancy’s parents, but d/t sanctity of life bc life was precious and deserved regardless of quality”
Missouri supreme court stated they could only remove the treatment if there was ‘clear and convincing evidence’ it is what Cruzan would have wanted
Case went to the US supreme court (the first case of it’s kind in the supreme court)
The supreme court decided it was the right of the state of Missouri to demand convincing evidence it’s what Cruzan would have wanted
Shortly after, friends of Cruzan recalled that she had told them she would have wanted to die, and Missouri accepted this as ‘clear and convincing’ evidence
Family wrote “departed Jan 11/83, at peace Dec 26/90” on her tombstone
D) Justice Blackmar's opinion in dissent 
- said we already ignored sanctity of life in some situations… capital punishment
Many hospitals in many states don’t 
Judges who believe in sanctity of life lived a philosophy… decision should be realistic rather than absolute… concluded fellow judges ignored contingencies… Nancy and family had been subject to unnecessary and unjustified torture (the ‘lived reality’)
Parents go to US supreme court: agreed that Missouri supreme court acted legitimately… sided w Missouri supreme court
Family goes hunting for daughter’s friends that were sympathetic of situation and asked for evidence Nancy would have wanted to die if she was being kept alive a respirator or fore=ce feeding 
Took years of legal back-and-forth… 10 yrs later, attorney general of Missouri William Webster wanted to rn governor and couldnd w this over his head
Statistics: 80somehting% of Missourians would want no artitificial maintenance of life
Lower court in 1988 allowed tube to be withheld in cases like this
Won case
What happens when a case like this takes years? - what happens to parents?
Didn’t end the solution: dad hung himself in garage after case 
What happened? Did the case consume him, did he regret advocating her ending her life
Judges must consider pragmatics
E) Cruzan v. Director, Missouri Department of Health (Supreme Court of the United States: 1990):

JA Burgess “The Great Slippery-Slope Argument” (1993)
argument likens legalized euthanasia to the Holocaust/Nazis, cost containment of HC by euthanizing sick pts 
Arguments against the Great Argument:
Many societies (Romans, Greeks, Inuit) have for long periods historically practised infanticide/patricide/etc without slipping into mass killing 
What actually causes widespread moral deterioration and mass killing (eg the Holocaust)?
1. A ruthless totalitarian regime w a self-serving often religious or pseudoscientific ideology, and the moral deterioration occurs before the systematic killing
2. The ideology of the ruling regime incorporate an organic theory of the (dominant) social group 
3. A general and widespread feeling of anxiety about the ‘health’ of the social system -> conducive to moral deterioration
4. It is extremely useful for the regime to exist within a society clearly identifiable by it’s otherness - may be a minority (Jews, gays) or a disenfranchised majority (South Africa)
The combination of all these factors occurring together are required for a genocide to be at all possible 
How is a group of HCPs be recruited to carry out of the regime’s genocidal programme?
1. Threats and terrorist tactics - implicates unwilling members and and eliminating the courageous resistors 
2. The development of a bureaucratic structure and (preferably) a technology that facilitates a distancing of the individual from feelings of responsibility for the proposed killings 
3. The ordinary mechanisms that allow corrupt groups to perpetuate themselves - a share of power depends on memberships of the group, and membership requires newcomers to participate, ‘locking’ them in 
deterioration need not be and seldom is gradual - tends to be sudden, traumatic, and brutal
Contrary to the fears of proponents of the Great Argument, gradual change is much easier for individuals to resist than sudden change 

5. According to J.A. Burgess in “The Great Slippery-Slope Argument” and the lecture provided on the "slippery slope," 
Using a formula, what does the “slippery slope” mean, generally speaking? 
The Great Argument: if we adopt such-and-such a particular change in our practices it just might start a slide into a moral deterioration that ends with committing Nazi-style atrocities
Slippery slope arguments tend to be vague, lacking detail describing exactly how they will occur and their conclusions are highly immodest, making conclusions that we are at a danger of ‘moral collapse’ 
What are two (2) specific tenets of a "slippery slope" thesis? 
Vague criteria of the Great Argument can be stretched until they’re applied to cases they were never intended via 2 specific tenets/mechanisms
the stretching of a boundaries can be on hidden agendas of parties not originally involved in the reform, d/t laws being vague and general -> this is implausible unless supported by evidence
The slide into wholesale killing after we come to regard (beneficent) killing (euthanasia) as routine
What is the difference between a successful slippery slope argument and the Great Argument? 
The great argument: 
sloppy presentation and lack of empirical evidence and real-life examples obscures rather than illuminates the Great Argument
Those who offer the Great Argument seem to be entirely ignorant of the vast literature on slippery slopes and related phenomena
Concern people who take life (eg MDs, nurses) will eventually become brutalized 
Requirements of a successful slippery slope argument:
Clear, detailed presentation with empirical evidence and real-life examples with a basis in literature and related phenomena
Backing the argument with good psychology, political sociology, and social history
Provides genuine insight into the preconditions and causes of communal moral deterioration 

Nancy B: 
even acts of omission (pulling ventilator) disallowed 
Distinction of commission and omission hadn’t been made before her case 
Had very severe (worst 10%) Guillan Barre syndrome (autoimmune, body attacks nerves)
After 2 years on a ventilator, requested ventilator to be pulled 
Hospital refused b/c they didn’t like qualified sanctity of life ethos 
People are good at believing in fact and fiction simultaneously
MD pulled plug, but was not sent to prison b/c of the severity her condition
Fantasy of qualified sanctity of life ethos: person pulling plug didn’t kill her, she died ‘naturally’ -> a method of coping w a moral dilemma 
Judge in case: noted fact and fiction mentality - stated nature not MD caused death 
He separate natural/omission and unnatural/commission
Theory that ‘natural’ is good 
b/c her death was natural it 
Israel: legal causation and religious foundations impinge on this case
Those who believe life is intrinsically valuable (absolute value) 
R. G. Frey: prof of philosophy at bowling green state u
Although methods may vary, you cannot direct the cause of death away from yourself by making distinction b/w intend and foresee
Once you’re involved, you’re involved
Turning off or unplugging machines, withdrawing tubes are all actions and MD performs and b/c of the decision to perform them, the MD retains causal responsibility (they are causally responsible for what ensues 
MD may not be the whole cause of death - may act at request of pt - but he’s certainly part of the cause 
MD is morally responsible for their actions 
Causation is multifaceted - there are several causes leading to result, and they cannot be separated 
the case of Nancy B: she died as a result of her inability to breathe, but although the MD disconnected the ventilator is not part of the death by the law but that may appear patently artificial, b/c scientifically and artificially he is part of the cause
Just bc the law says you’re not part of it, doesn’t mean you really aren’t part of it 
Scientific and law causation are different -> law lags behind science 
Science fiction scenario: show how arbitrary things are by changing Nancy’s circumstances
Now, Nancy C had mechanical ventilators/artificial lungs (internal) that we turn off by remote control and she dies - whats the difference? 
Nancy D: same internal mechanical lungs but give her a chemical that stopped/prevents the lungs from working - any difference?
The difference: method of death - some make you a moral monster while others don’t 
Nancy E: now she had a lung transplant that didn’t work (rejects), so for her to die a dose of morphine is given 
Nancy F: has her own lungs but has a muscle wasting disease (Guillan Barre like in real life) and to end her life morphine is used to stop her breathing 
Goal was always to stop breathing/death, just different methods -> why is it morally better to pull the plug when it’s outside of her body?
Philosophers suggest there’s no moral difference bw omission and commission, and she died according to her wishes 

BA Manninen “A case for justified non-voluntary active euthanasia: exploring the ethics of the Groningen Protocol” (2006)
The Groningen Protocol: guidelines proposed by the Groningen academic hospital in the Netherlands permitting MDs to actively euthanize terminally ill infants who are deemed to be in a state of unbearable pain
introduced across the Netherlands in July 2005, considerable backlash and misconstrued arguments that it would kill disabled or inconvenient baby would be considered ‘deadwood’
5 criteria/guidelines:
An offered alternative: terminal sedation b/c its passive and death is ‘unintentional’
It seems illogical that there is any moral superiority to terminal sedation vs euthanasia 
Intended to serve the best interest of a terminally ill infant, to be used when their continued existence would involve incredible pain and suffering, where shortening their life would constitute a moral ‘good’ and death is in their best interest
Baby Doe: a baby boy born w Down’s Syndrome and a tracheo-esophogeal fistula (requires a routine surgery but is fixable), parents refused surgery and the baby died, despite adoptive families offering to care/pay/become his parents -> he would not have met the 5 requirements
Baby girl: was born with a variety of congenital defects, probably terminal, no satisfactory treatment existed for her set of conditions -> she would also not have been eligible through he Groningen Protocol as there was a slim chance she could survive 
Her parents had her treated aggressively, but she died anyways and only experience pain and suffering in her short life 
Adult terminal pts may choose to endure extreme pain to experience some good - seeing their family one more time, etc, but infant lack the cognitive ability to look forward to anything
thus, a terminally ill and suffering infant’s life is nothing but perpetual pain and agony and extending their lives is only extending their agony 
If a terminal pt is in a constant state of pain and suffering, their continued existence may not  be in their best interest 
There is little controversy w passive euthanasia but much more w active euthanasia, supposedly b/c in euthanasia the doctor’s action is more ‘causal’
Is it really different though? If a layperson turns off a ventilator it is murder and they caused the person’s death, why did the doctor not cause the death if they turn off a ventilator (as in the depiction of so-called passive euthanasia)
Example showing causality: Samuel Linares: 2yo boy in Chicago who choked on a balloon and was PVS, with the prospect of him staying on life support indefinitely, his father while in the room with a nurse took out a pistol, told the nurse to keep away, disconnected Samuel from the respirator and cradled him till he died, and then surrendered to police 
In both passive and active euthanasia, the doctor makes the first causal actions that leads to the pt’s death and they are both equally guilty/responsible for the death
Concerns of legalizing euthanasia:
A power differential is created b/w pt and doctor and especially so with active euthanasia
Strongest objection to Groningen Protocol: it is non-voluntary (patient doesn’t consent) and there is concern it would open the opportunity to kill incompetent people against their wishes 
A more realistic danger: the protocol would be loosened to include non-terminal infants 
conclusion: the debate over the Groningen Protocol is highly misdirected and the safeguards that have been developed with it ensure safety and the best interests for infants, and it does nothing but bring about a beneficial solution to unbearable suffering sooner 

4. According to B. A. Manninen in the article “A case for justified non-voluntary active euthanasia: Exploring the ethics of the Groningen Protocol,” 
What are the five (5) basic criteria for eligibility under the protocol? B) what specific details fulfill these criteria?
1. The suffering must be so severe the infant has no prospect of a future
The suffering must be so severe it prevents the infant from having a future whatsoever aka only terminally ill infants are eligible 
Does NOT make a quality of life judgement
2. There is no possibility that the infant can be cured or alleviated of her affliction with medicine or surgery
Reaffirms the child is terminally ill and suffering unbearably
Disabled but not terminal infants and those with a chance of survival are not eligible 
3. The parents must give consent
Therefore no case will occur where the child was euthanized against the parent’s wishes (eg religious views)
4. A second opinion must be provided by an independent doctor who has not been involved w the child’s Tx 
This MD must agree with the primary doctor and confirm the child’s diagnosis and their fatal prognosis
5. The deliberate ending of life must be meticulously carried out w emphasis on aftercare 

6. When Dutch legal and medical experts testified before the Special Senate Committee on Euthanasia and Assisted Suicide (October 25th, 1994), how did the Dutch explain misconceptions of the “slippery slope” in the following circumstances: A) “1000 cases” of nonvoluntary euthanasia B) medical treatment of the poor (economic incentives to euthanize) C) acts of omission where the intent is to shorten life

Micheal J Hyde “The Good Life, the Good Death: the Rhetorical Situation of Terri Shiavo” (2010)
in 1990 at age 26 Terri went collapsed and went into cardiac arrest, sustaining severe brain damage due to a potassium imbalance (caused by bulimia binging and purging) and she was in a PVS and had a PEG tube inserted for nourishment and hydration
She stayed alive for 15 years before dying as she had wished 
Her husband, Micheal Schiavo was named as her legal guardian, without objection by her parents (the Schindlers) or anyone else 
The only agreement in this case: in this day and age with the technology and care available, advance directives are of the utmost importance 
Terri’s story is an example of becoming ‘rotten with perfection’
In 1992 Micheal was awarded $300,000 and Terri $750,000 (which Micheal put in a trust for her care and expenses) in a medical malpractice suit b/c her doctor had been negligent in his care for her bulimia 
None of the money went to the Schindlers, who argued they deserved some b/c Terri was their daughter - they could only receive money if they were her legal guardians 
In February 1993 Micheal and the Schindlers disagreed in the proper care of Terri, and the Schindlers accused Micheal not showing compassion for Terri, his motive being to ‘torture’ the Schindlers
There was no evidence he mistreated Terri:
For the first year and a half at the advice of a doctor he ensured Terri was dressed, makeup and hair done, and out of bed in the hopes it may restore her, and he shopped for nice clothing for her and learned to do her makeup
He demanded ‘perfection’ from nursing home staff in their care for Terri
After years of no progress and all the doctors telling him she was PVS, he conceded
however, he did became an EMT, registered respiratory therapist, and finally an RN to assist in caring for his wife  
He engaged in an act of salvation by engaging in an act of salvation allowing her to die
He was steadfast in keeping his ‘promise’ to his wife (her right to die) 
Terri had been adamant with Micheal, Micheal’s parents, his brother, and sister-in-law that she would never have wanted to be on life support
The Schindlers said she never would have said this b/c she is Catholic, and even if she did they wouldn’t remove life support, even if she suffered major complications (gangrene, amputation, bedsores, pneumonia) -> upholding her ‘right to life’
Micheal responded saying that was ‘absurd’ and a king of ‘sick love’
In 1993 the Schindlers launched their 12 year legal battle to remove Micheal as her guardian
In 1998 Micheal filed a petition to have Terri’s PEG tube removed as she would have wanted and as was her right to die ‘with dignity’
The Schindlers responded saying this would be ‘judicial murder’ and accused Micheal of abusing Terri
The Schindlers taught review by the Florida Supreme Court 4 times, the supreme court denied the case b/c they’d already dealt with the Nancy Cruzan case
Throughout the battle the PEG tube was removed and reinserted twice 
Florida Governor Jeb Bush intervened once, enacting “Terri’s Law” that allowed Bush to issue a one-time stay, and the tube was reinserted 
On March 18, 2005 the tube was removed a third time by court order
The Schindlers had support from high ranking republicans and others, but the US court of appeals for the 11th circuit dismissed their efforts 
Advocacy groups supported the schindlers, stating she was not a PVS and posting videos online of “Terri Big Eyes” and others, maintaining Terri woke up and communicated, that she displayed displeasure towards her husband, that he was abusing her
Re the video: people w PVS maintain reflexes that allow them to open their eyes, turn their heads, display facial expressions with no awareness at all 
Terri Schiavo died March 31, 2005 and the autopsy confirmed she was in a PVS and there was no evidence Micheal had abused or neglected her
Her gravestone said: “departed feb 25, 1990, at peace march 31 2005, I kept my promise”
The Schindlers stated “Terri did not die from atrophy of the brain, she died from atrophy of the soul”
The Schindlers and Terri’s weight:
Terri was overweight as a child and in HS, peaking at 250lbs
After she graduated she told her parents she was ‘ready to lose weight’ and she did through a doctor-prescribed Nutri System diet, and via bulimia - which she never admitted to her parents, and they stated they never considered the possibility 
Starting in Junior High, Terri’s family, especially her father, ridiculed her about her weight, made fat jokes, and offered her money to slim down, to the point she cried herself to sleep, as adults her brother would show a drivers license of Terri when she was overweight to guests, which her father laughed along with 
Her brother, Bobby, stated “Christ works through the most vulnerable and the most sick, And I think its a perfect example of Him using Terri” and how she/her case could change the world 
The Pope even claimed the PEG tube was ‘natural’ because it is food and water… but the tube is clearly medical technology (is a surgically placed hole with tube from abdomen outside to stomach inside)
salvation: not only religious groups provide ‘salvation’, the right-to-die movement does as well - saving them from endless life support that does not serve them and is a burden 
Terri was in desperate need of salvation from a tortuous life 
Eugene Kennedy: a Roman Catholic psychologist, wrote a syndicated article about Terri;s case, using poetic language and referencing the “Terri Big Eyes” video
Paul McHugh: a MD and neuroscientist, defines PVS as not ‘brain death’ but as a disability of “human life under altered neurological circumstances” -> made the Nazi comparison
* note no right-to-die advocates to date who were fascist or describe pts as unworthy to life
Saw right to die as a “natural ally of the culture of death”
Makes the slippery slope argument that “the more hardened our hatreds and the more manifold our fears” the more people will die prematurely and be coaxed towards euthanasia
Kennedy and McHugh both employ epidiectic rhetoric - Kennedy with a more spiritual orientation and McHugh more empirical orientation
“Not Dead Yet!” (NDY): a disability civil rights group that opposes the rhetoric of the right to die and oppose Micheal, and believed euthanasia may encourage disabled people who are proficient in their life to want to be euthanized 
Also argue the slippery slope angle - would people with Down’s and autism be next?
States HCPs grossly underestimate the quality of life of PWDs, to regard some disabilities as ‘worse than death’
Inaccurately portrays a. Battle b/w progressives and religious conservatives, with PWD ending up as ‘collateral damage’ 
Had a proactive campaign against the right to die the “National Heroes Campaign”
The Schiavo case provided a rhetorical situation in which the voice of the disabled and the supporters could be heard loud and clear 
*we must also consider being rotten with imperfection - of not doing enough to tap one’s full potential

7. Explain the difference in ethical stances between Margaret Somerville and Judith Jarvis Thomson when it comes to the “doctrine of double effect.” Why does the former support it while the latter rejects it?

8. According to Michael J. Hyde (“The Rhetorical Situation of Terri Schiavo”), how could the case of Terri Schiavo be described as a battle between two types of perfection: “being rotten with perfection” and “being God on a good day”?
The Shindlers were ‘rotten with (christian) perfection’, determined to set the record straight, to not be seen as unreasonable or as fanatics by the media, to reveal the truth, to see that she was not passively euthanize, to get the settlement money
Perfection:
Both those seeking the right to death and those the right to life seek perfection - they just seek different definitions of perception 
The courts adhere to a “standard of perfection”: to be objective, nonemotional, true to established precedent
The standard of perfection is a stable of conservative legal thought 
Each side (Micheal and the Schindlers, right to die and right to live) saw the other as rotten with perfection, and used perfection to make their case 
The moral practice of rhetoric leading to the pathology of becoming rotten with perfection, breeding closed-mindedness
Rhetoric warrants respect as a practice serving our ethical and moral responsibilities 
It administers to our desire for perfection 
We must use language in a rhetorically competent way to produce mutual understanding, agreement, or (at least) toleration 

Jocelyn Downie and Simone Bern “Rodriguez Redux” (2008)
S. 241(b) of the criminal code (prohibition of assisted suicide) is unconstitutional, violating section 7 of the Charter and not saved by section 1
1972: suicide and attempted suicide were removed from the criminal code 
1992: Rodriguez - who has ALS - challenges s.241b seeking to have the prohibition on assisted suicide struck down as a violation of the Charter of rights and freedoms 
1993: the Supreme Court of Canada hears the case and rules there was no breach in s7, and held without deciding whether s15 (discrimination) was breached, that it was saved by s1 
It was found by the slimmest of majorities to be constitutional
After the Rodriguez case, the Senate of Canada set up a special committee to explore euthanasia and assisted suicide, and the committee split 4:3 against recommending the decriminalization of assisted suicide 
Assisted suicide cases in Canada: 20 have reached the attention of the authorities
In 3 no charges were laid 
In 2, charges were stayed or dropped 
In 3, the accused were found not guilty 
In 11, convictions occurred but only 3 of those resulted in jail time 
1 case remained outstanding
*important: there were no jail terms in the cases that were within the guidelines of assisted suicide decriminalization (competent, terminal individuals suffering greatly)
So, evidence shows that suicide is happening but not reaching the criminal justice system
conclusion: the law in the books is prohibitive, but that on the streets is toleration - assisted suicide is illegal but practiced 
Law reform in this case came about through a Charter challenge 
1. Evidence: from Rodriguez to the 2000s, critical changes have occurred in the evidence 
There is now widespread and longstanding evidence of public support for decriminalization of assisted suicide and euthanasia - approx 75% of Canadians support 
CMA: the Canadian Medical Association acknowledges assisted suicide is currently illegal but does not take a position on whether assisted suicide should be legalized 
Consistency with other countries: in 1993 assisted suicide wasn’t legal in other counties, but now it is in the Netherlands, Switzerland, and Oregon
2. Netherlands: law has requirements of ‘due care’ - the MD must:
A. Be satisfied the pt has made a voluntary and carefully considered request
B. Be satisfied the pt’s suffering was unbearable, and there was no prospect of improvements
C. Have inform the pt of their situation and their prospects 
D. Have come to the conclusion, together with the pt, that there is no other reasonable alternative in light of the pt’s situation
E. Have consulted at least one other independent MD who has seen the pt and given a written opinion on the due care criteria listed above (A to D)
F. Have terminated the pt’s life or provided assistance w due medical care and attention
3. Oregon: passed the act in 1997, allows those 18+ residing in Oregon, capable of making and communicating HC decisions, and has a terminal illness that will lead to death in <6mts 
Difficulty/impossibility of protecting the vulnerable: Oregon is particularly persuasive on this point, and only allow assisted suicide (giving pt pills)
1. Many pts (about 40%) who obtain the prescription ultimately don’t use it and showing assistance does not create a sense of obligation to use the medication 
2. Pts who access assistance usually aren’t vulnerable people - tend to be insured, male, white, in hospice care, and 60% have at least some college education (and rates are not higher for vulnerable groups)
3. Raw concerns that motivate the vast majority of those who sought assistance were not the majority right-to-life ppl are protecting - eg financial needs
Slipping from voluntary to involuntary: the slippery slope 
There is no credible evidence involuntary euthanasia is occurring
conclusion: the 1993 Rodriguez decision is no longer sound 
The law - Charter rights
S.7: “everyone has the right to life, liberty, and security of the person” 
Prohibiting assisted suicide breaches the right to security of the person b/c using means broader than necessary to pursue an objective violates individual’s rights 
the laws being more restrictive than they need to be, and through new evidence it is clear they need not be - eg banning assisted suicide in attempting to protect the vulnerable
S.1: the rights and freedoms under the Charter are “subject only to such reasonable limits prescribed by law as can be demonstrably justified in a free and democratic society”
Ban on assisted suicide is far too sweeping and is unnecessary 
Evidence now shows it’s possible to protect the vulnerable while having euthanasia
conclusion: s.241b of the criminal code violates s.7 and is not saved by s.1

9. According to Jocelyn Downie and Simone Bern (“Rodriguez Redux”), name and explain four major changes that have occurred since Rodriguez’s 1993 Supreme Court case that would now allow a pt in a similar circumstance legal access to physician-assisted suicide? 
Dt

Torbjorn Tannsjo “Terminal Sedation: A Substitute for Euthanasia?” (2004)
Most countries have murky legal status w terminal sedation
Kalltorp Hospice: Dr. Mats Holmberg terminally sedated 3 pts, all of whom died 2-4 days after their dormicum (midazolam) drip had been initiated 
Mr. Winter: 60yo, had a brain tumour and had started to act aggressively and would need to be transferred to psych ward, but his family stated what he really wanted was to die, Holmberg suggested terminal sedation and the family accepted it 
Mrs. Spring: elderly, had bladder CA, had repeatedly requested euthanasia, had unbearable anxiety, Holmberg suggested intermittent sedation and she stated she wanted terminal sedation, her husband supported her request and the MD honoured it 
Mr. Autumn: had a brain tumour, couldn’t speak, was anxious, refused anti-depressants, asked for euthanasia and was offered intermittent sedation, then agreed to terminal sedation
a nurse provided the sedation to Mr. Autumn but felt something was wrong and contacted her trade union, who brought the case to the National Board of Health and Welfare, an investigation was performed and the case was handed to the district attorney, who dropped the case d/t inability to know what had rly happened now (no bodies)
In the 1990s, the morality of terminal sedation was discussed and 3 positions were ID’d
1. Terminal sedation was never morally acceptable, instead the MD should attempt to strike a balance b/w light and heavy sedation, to Tx symptoms without sedating the pt or causing death (d/t OD)
2. Terminal sedation may be resorted to only after every other Tx has been attempted and it is not possible to reach the balance in #1
3. Terminal sedation is one option among many - turns the questions on their head - how is it morally acceptable to let a pt choke to death consciously when turning a respirator off?
The most common argument against euthanasia: it violates 2 basic principles of medical ethics, the principle of acts and omissions and the principle of double effect 
Principle of acts and omissions: it is wrong to actively kill a person, but passive killing may sometimes be right 
Passive killing is linguistic, ambiguous, difficult to define, and no criteria exist 
Active killing generally occurs via actions, but it can occur via omissions, such as failing to slow down a too-fast sedative drip
Principle of double effect: it is always wrong to kill intentionally, but to provide aggressive pain relief that it is foreseen but not intended may hasten death is acceptable
The good effect (pain relief) balances out the bad effect (death)
How to ID:  as the MD would you have given the same Tx had it not hastened death?
There are 4 main types of euthanasia/assisted suicide: 
	Killing
	Death intended
	Death only foreseen

	Active killing
	Forbidden
	Tolerated

	Passive death
	Tolerated
	Tolerated



If allowed separately, why are active killing with the intent of death not allowed in combo?
The sanctity of life doctrine refuses it 
When we don’t know a pt’s wishes:
It is common that pt’s should be treated on the assumption what they would have wanted… but how do we know they’d want life-sustaining Tx 
Ig someone is suffering, why do we assume they would prefer to prolong their torture
In Holmberg’s case, the legal expert’s opinions were split on whether he had committed wrongdoings/acted unethically, but that he had acted at odds with current medical practices
They concluded he must have intended death, as he did not provide the life-sustaining food and fluids and heavily sedated the pt 
There are a variety of arguments on what the terminal sedation laws should be 
Sedation/anesthesiology is a specialty that MDs do not necessarily possess the skills to dispense 
Psychological pain: writer sees no reason to treat it any differently than physical pain 

Helga Kuhse “Why Terminal Sedation is No Solution to the Voluntary Euthanasia Debate” (2004)
Kuhse does not believe terminal sedation is the cure-all Tannjso does 
Briefly in 1996-97 a territory of Australia permitted voluntary euthanasia
3/4 Australians support euthanasia 
Tannsjo sees the sanctity of life doctrine as merely prohibiting intentional killing (active), but that is not how the doctrine is understood - it instead prohibits killing without consideration of the acts/omissions distinction 
Terminal sedation involves 2 end-of-life decisions: induction and maintenance of sedation, and withdrawal of hydration and nutrition/all life-sustaining Txs 
Euthanasia always involves killing, and killing can occur through actions and inactions
If you withhold food and water from a terminally sedated person, you actively cause death
e.g. to keep someone alive you must provide ‘ordinary’ treatments (food and water)
Supporters of euthanasia would not object to terminal sedation, instead considering it one treatment choice among many, although some may consider it unsatisfactory as the alternative to euthanasia
Terminal sedation at request cannot fulfill the role Tannsjo wants it to
Tannsjo did not question the sanctity of life doctrine, but it needs to be
The problem with intention: clinical practice 
The doctrine states intentional termination of human life is always impermissible, but it is sometimes permissible to allow a human to die
However intentions are mental states that are hard to prove/quantify
The doctrine of double effect is implausibly narrow and fails to recognize the philosophical and psychological complexity of clinical intentions
Imagining a clear philosophical/moral line bw permissible and impermissible decisions stands in the way of good pt care
discrimination:
Competent pts have a clear right to refuse Tx, and those on life support can choose to withdraw it and die - however, those not on life support don’t have this choice
It is argued this is discriminatory as the ability to legally end one’s life is based on arbitrarily on what treatments they are on
Is there a slippery slope:
Empirical evidence doesn’t suggest this,  non-voluntary euthanasia is actually lower in countries where euthanasia is legalized 
Intention and public policy:
The MD’s intentions direct the permissibility of life-shortening effects 
Evidence shows MDs do not observe laws prohibiting intentionally shortening lives, and it tends to encourage unconsented to shortening of life 
Conclusion: we need to stop worrying about intention and passive/active as it is not a proper basis for clinical practice or laws 

10. Contrast the views of Torbjörn Tännsjö (“Terminal Sedation: A Substitute for Euthanasia?”), with those of Helga Kuhse (“Why Terminal Sedation is No Solution to the Voluntary Euthanasia Debate”) by answering the following: 
How could terminal sedation serve as an ethical substitute for euthanasia? [Tännsjö] 
Terminal sedation: heavy sedation that puts a terminally ill pt into a permanent coma until they are dead and without extraordinary monitoring, nutrition, or hydration
Terminal sedation is in harmony with standard thinking, the sanctity of life doctrine, and medical ethics
Tannsjo argues sanctity-of-life advocates would allow terminal sedation as it applies to the doctrine of double effect (death foreseen but not intended) which is required for this group and  terminal sedation is passive, and therefore abides by the rules of ‘thou shalt not kill’ 
Sanctity of life has its source in the Judaeo-Christian tradition, holding all human life irrespective of quality or kind is equally valuable and inviolable and must never deliberately be taken 
Members of the sanctity of life doctrine hold that it is permissible to withhold ‘extraordinary/disproportionate life-sustaining treatments and life-shortening treatment need not be an infringement on the inviolability of human life
Both some active and passive end of life decisions are sometimes deemed permissible by supporters of sanctity of life 
They hold those actions are permissible through the doctrine of double effect (suggesting the death is foreseen but not intended, pain control is intended) 
Here supporters are not concerned about what caused death
Why are terminal sedation and euthanasia ethically symmetrical? [Kuhse]
It is not ultimately clear that life support is passive, removal of it is passive, killing is active, and terminal sedation is passive… they all include actions and omissions 
The Vatican’s 1980 declaration on euthanasia states: euthanasia/mercy killing is an action or omission which of itself or by intention causes death
Acts or omissions resulting in another person’s death, is killing 

James Laidlaw “a life worth leaving: fasting to death as telos of a Jain religious life” (2005)
Jainism: religion founded in northern India similar to and a branch off of Buddhism
Founded by Lord Mahavira the ‘Great Hero’ 
Have nuns and monks that travel in single-sex groups, teaching as they go
Present-day followers tend to be affluent and high-caste
Prominent in city of Jaipur, India 
Rejects emotions of like, love, dislike, revulsion etc as corrupting our behaviour
Unique aspect of Jainism: the active seeking of one’s own death that is firmly and authoritatively established, and calmly and consistently practiced
Compared to Christian martyrs
See the soul as strikingly physical, bound to the body by passion and desire (evils)
Mr Amarchand-Ji Nahar: man w family, devout follower of the Jain culture 
In his last years, undertook more and longer fasts
Was seen as an expert on fasting, many looked to him for advice 
When he did eat he measured his allowances and gradually simplified 
Simrad Rajcandra: at 32yo ended his life by undertaking a fast to death like Nahar
Sallekhanna/samadhi-maran: a fast to death while meditating
Is celebrated, is not subject to dissent it or controversy
Is illegal b/c it is suicide in India, but tends not to be prosecuted
A ‘good death’ for a Jain seeking to practice non-violence
Suggests passivity as Jain person sits in meditation
A sacrifice that purifies the body of accretions in it trapping the soul
Fasts of various lengths and restrictions exist, from days to years 
Religion states food is pleasurable in the short term but dissipate one’s energies, dull the senses and critical faculties, and are addictive
Apparent paradox of improving/strengthening the body till it ceases to exist
Initiated by a formal, binding vow administered by a senior renounce who ensures the act is not an ‘ordinary suicide’
Occurs via progressively narrowing food and water intake and renunciation of even water at the end
Jain temples have statues of deities and saints to worship - the higher the religious figure, the less features that are depicted on the statue, and the greatest as empty outlines of a human figure in a hole in sheeted metal -> tend to be wealthy ppl
Western culture: is preoccupied w questions of what makes a life no longer worth living, public policy debate is centred around utilitarian reasoning
Autonomy:
Jain funerals are alike Hindu funerals, minus one hindu practice - the smashing of the skull by the son of person being cremated on a pyre to release the soul through the head, not through one of the ‘dirty’ orifies and then the giving of sacrificial offerings (sraddha) -> if this is not followed, the soul is stuck on earth as a malevolent ghost
The Jain don’t smash the soul as they believe the in the options of rebirth or ascension if the karma has been completely removed and the soul is free to be liberated
Debtors fast outside house of person owing money until death or the debt is paid
Ghandi: rationalized that his fasting wasn’t pressuring/blackmailing people, it is him working on himself and purifying those around him in his destroying of his own bad karma
Sati: self-immolation of a widow on her husband’s pyre, outlawed in early 18th c by the British gov’t in India
Some state these women were coerced/forced b/c they were now dependent on their in-laws who cant/dont want to spend money caring for them 
Issue reignited w the rise of the ‘Hindu right’ in the 1980s-90s
Some hindu temples still celebrate prominent satis in history 
Denounced by women’s groups and made a capital offence to participate in 
Roop Kanwar: testimony was given she was drugged/tied to the pyre, forced into it - part of the established iconography of sati
Samadhi-maran differs from sati in that it is a long, drawn-out practice that would be very difficult to coerce someone into, is considered an exercise of agency, allowing the greatest degree of freedom humans can reach

11. According to James Laidlaw, how could the practice of samadhi-maran be considered both a “heroic death” and “practical death” for Jains? (4 points)
Key value/principle is non-violence and compassion for and not harming living things
Believe in karma, all living things have souls, in reincarnation and the cycle of death, rebirth, and suffering - suffering is ended when the soul is is unencumbered by matter (karma from bad deeds) and floats the summit of the universe to exist forever in omniscient bliss
Fasting (samadhi-maran) purifies the soul of bad karma, the highest ideal of a good death via fasting/self-killing, and it is an exemplary part of living a good Jain life
Heroic death:
Jains practice the most dramatic non-violence, believing in fasting and meditating in order to harm other living beings as little as possible
The meditation purified the soul, improving their karma/removing the pieces of karma and aiding in living/dying heroically and hopefully ascending into omniscient bliss
practical death
Make the body stronger, less bulky, less prone to illness and needing of sleep
Practitioners are less prey to distractions and evils of food, sex, and need for heat or cold

Anne Mullens “Of Savages and Saviours” (1996)
In spring 1962 60yo Inuit chief Aleak Kolitalik contracted measles and remained ill into the fall, and knowing he could not support his family and would be a burden, he asked his relatives to assist in his suicide 
but, it is seen by westerners as cruel and barbaric
His family initially refused to help, but eventually agreed, and the 3 best hunters were selected
The Inuit had been converted to christianity and knew it was wrong in that culture to kill oneself or another person, but Kolitalik threatened to haunt them and drive away game if they did not help, and the Inuit were intimidated into assisting 
He organized the death so that no one of the three could be responsible for his death, and then sat in a sod hut with a rifle to complete the act
however, the shot didn’t go through his brain and he had to have the helpers reload the gun 3 times (so 4 shots total), and even after that he did not die till morning
Pythagoras: notable exception, believed life was a sacred gift from the deities
The hippocratic oath: probably written in retaliation to the dominant positive opinion on suicide 
Socrates and plato: both reject suicide except for 4 conditions: suffering from incurable illness, disability, when ordered by the state, or when one has committed a irredeemable disgrace, and both stated doctors should not ‘waste’ treatment on hopeless pts 
Aristotle: saw voluntary suicide as moral weakness
The stoics: (zeno, seneca, atticus) saw a chosen death as noble, one of the great benefits of being human, there was an art to dying well and it was a test of moral character
Seneca: suggested one could buy voluntary death from a physician
Jewish and Christian religions, comparably, abhor suicide 
however, this is not overtly stated in the old or new testament and of the suicides told of in the bible, none are condemned and is often depicted as appropriate behaviour
Forbearance of suicide is also commended 
Judaism: condemns suicide citing genesis 9:5
Christianity: cite the commandment “thou shalt not kill/shall commit no wrongful killing”
Saint Augustine: by 5c AD martyring/suicide was becoming an epidemic and too many christians were dying (they would be decimated if it continued) so Augustine brought down the religious ban on suicide 
St Thomas Aquinas: in 13c reaffirmed Augustine’s prohibition for the same reasons 
St Thomas More: was in favour of assisted death for those suffering from terminal illness
Islam: believed suicide for personal reasons such as escape from despair/illness usurps the will of God, unless dying in self-sacrifice in a jihad (holy war)
France decriminalized suicide in 1790, Germany decriminalized in 1751, Britain in 1961, 1972 in Canada 
The modern-day definition of euthanasia came into use in the 1870s at the request of the pt
in 1931 Dr. Killick Millard gave a speech promoting euthanasia for terminally ill
Lord Dawson (king George V’s MD) stated the law was unnecessary bc a ‘good’ doctor already knew how to help a pt die - it turned out he assisted in King George V’s death
The US created a Euthanasia Society of America I n1938
then, euthanasia took a 40yr hiatus d/t the horrors of what happened in the name of euthanasia in Nazi Germany
After WWI, the seeds for an involuntary euthanasia program were sown in the deprivation, financial hardship, and social unrest in Germany, and an emerging attitude that the individual was insignificant compared to the needs of the state
Rhetoric suggested scant resources should not be wasted on those sick and suffering (unworthy of life), the need for Germany to revitalize by eliminating weak elements
This was completed via involuntary euthanasia, forced sterilization, implementation of eugenic policies
1st direct order was from Hitler in 1939 - MDs reported the sick and disabled, whose cases were sorted and then pts were carted away to be exterminated 
“T4 actions”: the code name Nazis used for the campaign, after the name of the building where MDs sorted cases into exterminated or not 
This has made the conversation of modern-day euthanasia impossible 
Assisted suicide is legal, and when done from a position of informed choice it is seen as positive and noble but assistance cannot be from an MD

12. According to the article “Of ‘Savages’ and ‘Saviours’” by Anne Mullens, how did the dominant Christian norms in Canada surrounding an intentionally hastened death collide with those of the Inuit and chief Aleak Kolitalik? Provide five (5) specific details about the case that show how Kolitalik’s death posed a moral dilemma for Canadian authorities
In spring 1962 60yo Inuit chief Aleak Kolitalik contracted measles and remained ill into the fall, and knowing he could not support his family and would be a burden, he asked his relatives to assist in his suicide
One of the family members troubled by the death confided in an anglican lay minister, who relayed the story to the RCMP
The 3 hunters were charged with aiding an abetting a suicide under s224 of the criminal code
In the spring there was a trial in igloolik, and the men were found guilty but were given suspended sentences
1. Assisted death is an honourable and noble choice and tradition in the Inuit community and they believed those who died by their own hand had the best sport in the afterworld 
2. They felt a message needed to be sent that this was not necessary behaviour and medical treatment could be accessed instead, but also felt the hunters should not be punished 
3. considering the circumstances 
4. how essential the hunter’s skills were to the survival of the community and the harm that would come with their removal 
5. historically, many communities eldercide/assisted suicide was common and accepted - FN people, african tribes, ancient romans and greeks

Macklin, Ruth. "The New Conservatives in Bioethics: Who Are They and What Do They Seek?” (2006)
There have always been contributors to bioethics literature whose views could uncontroversially be characterized at conservative 
David Callahan, Leon Kass, George W. Bush  
Few controversial issues in bioethics have given rise to characterizations of opponents in those debates as liberals/conservatives 
3rd group: radical feminists who are against all reproductive technologies, birth control, etc
Multiple other groups could qualify as conservatives
People who identify as conservative could fit with liberal descriptions and vice versa 
Yuval Leven: states his mission to prevent our transformation into a culture without awe filled w people w/o souls
Suggest the world is somehow on the brink of being transformed into something moral-less and terrible
Believes the goal of bioethics to be better defining terms like ‘human dignity’, but fails to define dignity
Where do conservatives think bioethics have failed? 
That it has disregarded moral and religious values
Conservatives seek a government that regulates or bans whole technologies to ensure endurance of current social structures
Believe they have a handle on the “one true bioethics”, similarly to how some believe they follow the “one, true religion”
Eric Cohen seeks for a true bioethics that wrestles w our biological humanity 
conservatives in bioethics rarely have interest in justice in the realm of health and disease 
Although conservative bioethics labels themselves as such, but no groups self-identify as liberals, and conservatives never cite specific liberals 
Bioethicists of the last 35yrs don’t have one single opinion/approach, they are diverse in perspectives, ideologies, and approaches, and have similar concerns as self-termed conservatives 
Differences bw conservative and mainstream bioethics: 
Use metaphors, and slogans instead of evidence and reasoned arguments
Potentially offensive analogies (eg Nazis)
Misleading terminology 
An almost total absence of quotations from and citations to those they criticize

13. According to Ruth Macklin, "The New Conservatives in Bioethics: Who Are They and What Do They Seek?," 
What is the mission of new conservatives (neoconservatives) in bioethics? 
a self-named ‘conservative movement’ seeks to attack “mainstream bioethics” and liberals
Displays combination of political issues and bioethics, possibly dt the statements of republicans on issues r/t bioethics, stating their opposition by ‘liberals’
Lump together a wide variety of divergent and nuanced positions into ‘liberals’
The ‘new conservatives’ have identified themselves and promoted their agenda, the opposition of biotechnology, things they term ‘artificial’, abortion, reproductive technologies, embryo destruction, any efforts to enhance physical or mental capabilities
What forms of rhetoric do they employ to achieve this mission? Outline four (4) forms of rhetoric plus an example to clarify each kind. 
1. Poetic use and metaphoric language
Use moral beliefs and metaphors as justification of their use of terminology
Use terms like Awe, souls, children as a gift (maybe even literally as a gift from God)
Appealing to what is ‘natural’, ‘dignified’ 
2. Appeals to emotion, sentiment, and intuition
Emotions of repugnance, revulsion, stomach-turning to describe bioethics - in pluralistic societies, people do not all share the same repugnance or moral foundations
Uses intuition to justify why something is unjust/wrong
Argue against clear and explicit arguments and the need for empirics saying needing to lay everything out is destructive to intuition 
Conservatives seek to change public policy, but without reasoned debate, how would this come about and how would government be convinced to change things?
Levin poses a fake dichotomy - deep moral sentiments and rational arguments backed up by evidence are not mutually exclusive 
Conservatives rely on reader’s readiness to accept their position without supporting analysis, a concept alien to mainstream bioethics and precluding the type of reasoned response characteristic of debates 
3. Mean-spirited rhetoric
Emotionally charged, high flown rhetoric
Purpose is to attack opponent by mislabeling their positions or using offensive analogies 
eg use of the term ‘eugenics’, comparison to the nazis, the holocaust, ‘artificial’ (IVF) babies/sex/families
4. Proliferation of ‘projects’
Virtually all conservative bioethicists speak of ‘projects’, (eugenics/biotechnology/American/extinctionist projects) but nothing seems to fit the commonly held notion of a project - except conservatives themselves 
Charles Rubin: puts forth death humans will be replaced w intelligent machines d/t biotechnology b/c they will win evolutionarily
Suggest the father of modern science has a project to make men comfortable so they set aside their ‘eternal questions’ 
Make sweeping generalizations of views to mostly unnamed people or groups w/o supporting evidence/citations, not found in mainstream bioethics literature 
They are not bioethicists, they are local critics
5. Bioethics and justice
So-called liberals pay increasing attention to justice in access to HC, gaps in HC b/w groups, and of broader injustices and health disparities
Conservatives ignore this issue, even being hostile towards justice 
This ignorance increases risks/severity of epidemics like HIV and avian influenza
Its not clear dialogue b/w mainstream and conservative bioethicists is possible, as they’re writing/statement styles are so different 

Frank, Arthur W. “When Bodies Need Voices.” (2013)
after illness, some find they must think differently and construct new perceptions of one’s relationships with the world 
Serious illness is the loss of the ‘destination and map’ that had previously guided the ill person’s life, they have to rethink their life in response to illness
The traveller then develops a new identity, and their baggage seems useful and having new purposes
Fundamental assumptions that give life meaning has changed now
The mind does not rest above the body but is diffused throughout it 
Stories are told through the body, about the body and are social - told by someone, to someone
Story telling is shaped/moulded by the rhetorical expectations as we listen to and tell stories the structure of the narrative and content is all moulded by responses and experiences 
1. People have a need to tell their stories 
2. The embodiment of these stories 
3. The social context the story is told in 
Premodernism: people have rich descriptors for disease and remedies, ethnomedicine, and are treated by family ‘healers’
modernism: the use of overwhelming foreign specialized medical terms, technical expertise, signifies a divide into a medical culture foreign to the experience of illness
People now go to paid professionals who interpret pains as symptoms, using a specialized, overwhelming, and unfamiliar language 
Medical charts the pt does not see become the ‘official story’ of the illness
Illness comes a circulation of stories 
Medical narrative dominates the modern period 
The MD’s story is the one against others are judged by as true or false, useful or not
Seeking case is a ‘surrender’ in the narrative, a central moment in the modernist illness experience, the pt agrees to follow regimens/Txs
MD becomes the spokesperson for the disease, and the ill person’s stories depend on repetition of what the MD has said 
Colonization was central to the achievement of modernist medicine
The ‘sick person’ emerged as a recognized social type 
Sick people act as ‘pts’ w/o question
Modernity is premised on people’s capacity to change their lives 
The sense of individuality was the casualty of modernity 
Pts delegate responsibility for their health to MDs, pt’s responsibility is reduced to compliance and MD’s responsibility is to professional codes more than a single pt
postmodernism: how people think about themselves today, which has developed over the last 20 yrs, crossed to when pts mimic the language of the MD
Ill people recognize there is more involved their experiences than the medical story can tell
The modernist scope does not include helping pts learn to their differently about their post-illness worlds and construct new relationships to those worlds 
Distinct to the postmodern period: pts feeling a need for a voice they can recognize as their own - when the capacity for telling one’s own story is retained, and when their stories are no longer secondary, but are of primary importance
Postmodern illness is an experience and a reflection of body, self, and destination
Illness shifted from the acute to the chronic
People are increasingly suspicious of medicine and it’s reductionist view
Postmodern illness stories are told so people can place themselves outside the ‘unifying general view
In the postmodern society the demand for HC increases and the prospect of economic necessity requiring rationing of HC causes fear in people, while the confidence in HCPs simultaneously drops and cynicism increases
People try to hold on to their own stories while still surrendering their body to medicine
The status of personal responsibility is a central modern issue for postmodernity 
Remission society: those who were ill, are now effectively well, but are not and will never be cured - there are worries and daily triumph of staying well 
 The society’s existence is a modern, but people’s self consciousness of the meaning of living in a remission society is post-modern
In post-modernism, the foreground and background of sickness and health constantly shade into each other 
Those who work to express this voice are both post-colonial and post-modern
We stop being people and start being pts, our identity is relinquished 
For those who’s disease is cured, medical colonization is a temporary indignity
Post-colonial remission society members are demanding that medicine recognize them 
clinical medicine: diversity of suffering reduced by a unifying general view 
Feminist health activists: have a collective, demanding voice (Harvard pelvic models)
Women want their necessity acknowledged
Post colonialism: most generally, is the demand to speak and represent oneself rather than be represented, effaced, or spoken to
The self is understood as coming to be human in relation to others, and it can inly continue to be human by living for the other 

Film: The Sea Inside
An earnest melodrama on euthanasia
won 2004 Academy Award for best foreign language film
Ramón Sampedro (Javier Bardem) is a Spanish ship mechanic and part-time poet who is left a quadriplegic after a diving accident when he was a young adult (August 23, 1968)
He can control a computer, and write using a pen he holds in his mouth
He is cared for by his family, which loves him, and welcomes the money they get from the government for his support -> they do not see him as a burden
Brother adamantly opposes Sampredo’s suicide 
film tells the story of the final months of Sampedro's 28-year battle for the legal right to end his own life
Lived in the same bed in the same room for the duration of his illness
Ramon, refuses to be fitted with a breath-controlled wheelchair because he finds it a parody of the freedom he once had
“a life in this condition has no dignity”
He is tired of his bed, limitations, and his life 
Ramon “demands” the right to die
Decides to do it with or without consent from the system
Film explores Ramón's relationships with two women: with his long-term lawyer Julia from a right-to-ie organization and his friend Rosa a radio DJ from the town who visits him by bicycle, and who tries to convince him that his life is worth living/to “save him”
Lawyer Julia is also suffering from a degenerative disease, and so she is more sympathetic to his cause -> they fall in love 
Despite his situation, Ramon manages to inspire those around him to live life to the fullest.
“When you can't escape and you depend on others, you learn to cry by smiling” - Ramon
In 1998 he succeeded in dying, after planning his death in such an ingenious way that even if all the details were discovered no one could be legally charged with the crime

