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ROVIDED THEIR ACTIONS are consistent with pa-

tient or proxy preferences, physicians have
been taught that the provision of aggressive
symptom control—even to the point of causing
unconsciousness—as well as the withholding or
withdrawal of life-sustaining treatments are not
criminal acts. Ethicists and medical-legal experts,
pointing to a series of court decisions and ethical
opinions, assert that a consensus about such is-
sues in end-of-life care was reached many years
ago. With the integration of palliative medicine
into mainstream health care such practices have
become routine.

However, the national media frenzy around
the case of Terry Schiavo suggests that many
elected officials, government regulators, mem-
bers of the health care profession, and a signifi-
cant portion of the public do not seem to know
of this consensus about which the ethicists and
lawyers speak. Or, more worrisome, they think it
is wrong.

Although the majority of medical practitioners
who routinely provide end-of-life care are not
questioned about their behavior, it would appear
that a few become the object of allegations, and
a smaller number face criminal investigation and
prosecution. Alpers! has reviewed two national
databases (court opinions and journalistic ac-
counts) in order to identify physicians and nurses
who were investigated or prosecuted for man-
slaughter or homicide in connection with the care
of dying patients. Between 1990 and 1997, she

identified 7 doctors who had been charged with
killing terminally ill patients, whereas there were
only 10 indictments in the previous 55 years.
While this may reflect increased use of life-pro-
longing technology rather than an increase in lit-
igation, per se, the finding would again imply that
a national “consensus” does not, in fact, exist.24

Accusations of murder and euthanasia likely
have enduring effects on the individuals involved,
and they also have the potential to dispropor-
tionately influence the specialty of palliative med-
icine. Awareness of a theoretical framework to un-
derstand these unfortunate events can hopefully
highlight risk management issues and perhaps re-
duce litigation. The following vignettes have been
selected from cases occurring since Alpers’ sur-
vey. Without changing the basic circumstances,
demographic details have been altered to disguise
the identities of the physicians and nurses.

VIGNETTES

* Two renal nurses at a tertiary care center were
accused by a nursing assistant of murder after
the nurses participated in the discontinuation
of dialysis of a patient who lacked decision-
making capacity. The nurses were well-re-
spected, long-term members of the hospital
staff. During the patient’s final hospitalization,
they had followed all of the physician’s orders
to treat the individual’s symptoms, including
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modest use of morphine (2 mg. intravenously
every 2 hours as needed) for pain control. The
family, who were the legal decision makers, ac-
tively participated and agreed with the plan to
withdraw dialysis; they were entirely pleased
with the palliative care provided to the patient.
During a 3-month period, the nurses were
placed on administrative leave while the As-
sistant U.S. Attorney conducted a formal in-
vestigation and subpoenaed hospital records
for a grand jury. The nursing board of regis-
tration requested that the primary nurse have
her license suspended—which the hospital op-
posed. Both an internal hospital review and the
investigation by the U.S. Attorney’s office ulti-
mately concluded that no crime had been com-
mitted, and the matter was finally dropped.
In subsequent interviews, it was apparent
that the nurses were surprised by the nursing
assistant’s accusation, traumatized by the in-
vestigatory process, and terrified by the po-
tential consequences of a guilty decision. The
experience caused them to distrust their choice
of nursing as a career, and to question the phi-
losophy that had always guided their treat-
ment of the terminally ill.
A hospice medical director in a federal facility
followed accepted guidelines when providing
palliative sedation to a few of his terminally ill
patients. This resulted in a formal investigation
by the Office of the Inspector General. Over a
period of 1 year, the physician faced criminal
charges and the loss of his job. Although
cleared from having performed either unethi-
cal or criminal acts, he was sufficiently upset
by the experience that he left his position and
moved to another state.
The training director of a palliative care teach-
ing program, reported, “When I first per-
formed ‘terminal’ sedation on the ward, nurses
really had a problem. Just last week, I had a
resident accuse me of euthanasia, because I or-
dered a low-dose morphine drip. It’s part of
the day-to-day way of life in hospital palliative
care.”
A nurse followed the orders of an attending
physician, and administered several doses of
intravenous morphine to a male patient with
end-stage chronic lung disease who had per-
sistently requested that his respirator be re-
moved. The patient was evaluated psychiatri-
cally and determined to have capacity to make
decisions for himself; he understood his con-

dition, as well as the benefits, risks, and alter-
natives of the medical treatments and the near
certainty of death without respiratory support.
After extubation, the patient appeared panic-
stricken, physically uncomfortable, and his res-
piratory rate increased. The attending surgeon,
following standard approaches to dose escala-
tion of opioids for severe dyspnea, ordered 10
mg to be slowly pushed intravenously, which
had little effect. Five minutes later the dose was
doubled without significant relief. Additional
intravenous morphine was provided at the pa-
tient’s request. He appeared to become much
more peaceful, and died several minutes later.
Another nurse on the unit accused her fellow
staff members of having killed the patient, and
the matter was criminally investigated. Depo-
sitions and expert testimony from ethicists rep-
resenting both the prosecution and defense
were presented to a grand jury. The grand jury
chose not to indict either the physician or the
nurse.

* A psychiatrist, who was the associate medical
director of a geropsychiatric unit, provided
palliative care to several elderly patients with
the foreknowledge and assent of family mem-
bers. Accused of multiple counts of murder by
a nurse, the physician was later indicted by a
grand jury and convicted of manslaughter.
This occurred despite an initial review by a
state appointed palliative medicine consultant,
who found no evidence of improper medical
care and recommended that the case not be
pursued. After the criminal proceedings en-
sued, the previously supportive family mem-
bers then initiated civil law suits. Before the
criminal sentence was overturned, the physi-
cian served 6 months in prison. After being ex-
onerated, legal costs forced her to declare bank-
ruptcy and she lost possession of her home.
Now several years later, she continues to strug-
gle to resume the practice of medicine in an-
other state.

In these vignettes, doctors and nurses who de-
livered palliative care were accused of euthana-
sia and murder, underwent administrative or
criminal investigations, and faced the possibility
of loss of income, career, reputation, and liberty.
The examples illustrate the need for all profes-
sionals working in the field not to assume that
everyone with whom they work shares the same
ethical “consensus.” Furthermore, they provide a
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caution against trying to truncate, or eliminate the
team-based decision-making and education that
accompanies medical decision-making when
death is imminent or foreseen. In the following
sections the medical behaviors that shorten life
- will be summarized and the ethical complexities
highlighted. Although the accusations and in-
vestigations reflect some bioethical ambiguity,
they more importantly reveal that not all health
care professionals or patient family members uni-
formly share the same knowledge base or values.
These examples also suggest that the process of
coming to a final treatment decision may be as
important as the ethical and legal basis on which
such decisions are made.

DISCUSSION

Substantial numbers of Americans agree that,
although we have the means to extend and pro-
long physical life through the application of med-
ical technology, it neither makes sense in all cir-
cumstances nor is it always morally correct to do
so. In the United States, 1 in 4 deaths now take
place with hospice care> In 2002, there were
885,000 individuals or their families who decided
to refrain from further attempts at curative treat-
ment in order to focus instead on comfort and
palliation.’ It is estimated that more than 90% of
the 500,000 deaths in critical care units are now
preceded by withdrawal or withholding of life-
support treatments.5” Over 15,000 Americans die
after discontinuation of dialysis, and in New En-
gland, 1 in 3 end-stage renal disease deaths are
preceded by a decision to stop renal replacement
therapy.8?

In 1998, the American Medical Association
clarified in its Code of Ethics that, “physicians
have an obligation to relieve pain and suffering
and to promote the dignity and autonomy of dy-
ing patients in their care. This includes providing
effective palliative treatment even though it may
forseeably hasten death.”10 The interpretive state-
ments of the Code for Nurses from the American
Nurses Association similarly address nurses’ re-
sponsibility to provide comfort and alleviate pain
and suffering.1112

Most American health care professionals are
confident that it is ethically and legally well-es-
tablished for competent patients to forgo or ter-
minate life-sustaining treatments (including food
and hydration), in accordance with autonomy
and individual liberty, as well as to receive pain
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and sedative medications under the principle of
beneficence.'3!* Family and other legally recog-
nized surrogates may participate in these deci-
sions on behalf of patients who lack decision-
making capacity, or physicians may rely on
advance directives to delineate health care pref-
erences. The use of pain medications, sedatives,
and anxiolytics to relieve suffering may have res-
piratory-depressant side effects that hasten death
in some patients, or they may contribute to other
patients ceasing to eat or drink. Such actions are
not considered euthanasia or murder if the pri-
mary intent of the clinician is to relieve suffering
(not hasten death), and the medical treatment is
proportional and guided by standard medical
practice (only administer as much sedative or opi-
oid as needed to treat symptoms).”1516 In the
1997 U.S. Supreme Court decision that found no
constitutional bar to a state’s criminalizing as-
sisted suicide, several justices expressed the be-
lief that most states should not use criminal pros-
ecutions of physicians to prevent dying patients
from obtaining adequate pain relief—even if the
pain medication also hastens death.1”:18 Defini-
tions of the different practices are provided in
Table 1.

Intentions

For many medical ethicists, intentions are an
essential element in evaluating ethically accept-
able clinical actions. Much weight is placed on the
principle or Rule of Double Effect (RDE).19-21 De-
veloped by Roman Catholic moral theologians,
the principle is discussed by the President’s Com-
mission in their treatise on Deciding to Forego
Life-Sustaining Treatment, and has been accepted
by most major religious traditions.22

The RDE was first articulated by St. Thomas
Aquinas (1225-1274), who wrote in a chapter ti-
tled, “Whether it is lawful to kill a man in self-
defense?” the following, “Nothing hinders one
act from having two effects, only one of which is
intended, while the other is beside the intention.
Now moral acts take their species according to
what is intended, and not according to what is
beside the intention. Accordingly, the act of self-
defense may have two effects, one is the saving
of one’s life, the other is the slaying of the ag-
gressor. Therefore this act, since one’s intention
is to save one’s own life, is not unlawful.”23

In order to handle the moral ambiguity in cir-
cumstances where doing good may also cause
harm, the RDE specifies four conditions that
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TaBLE 1. DEFINITIONS

* Withholding and withdrawal of life-sustaining medical treatments include: cardiopulmonary resuscitation,

mechanical ventilation, hemodialysis, vasopressors, blood transfusions, antibiotics, as well as parenteral
nutrition and hydration. The right of a patient to refuse or withdraw medical treatment—including, life-
sustaining treatment—has been recognized in law for many years as a consequence of the tort law requirement
of informed consent. It is understood by most legal observers over the last fifteen years to be an aspect of an
individual’s constitutional right to liberty as defined by the U.S. Supreme Court. The existence, enforcement,
and physician-protection provided by advance directives are all based on recognizing patients’ rights to refuse

life-sustaining treatment.

* Palliative or terminal sedation relies on high doses of sedatives and narcotics to induce sleep in terminally ill
patients who have unremitting pain and suffering that cannot be relieved with other palliative care measures
while conscious. Hydration is often withheld, and death may accordingly be hastened.

* Physician-assisted suicide involves the provision by a physician of a pharmacologic means to cause death to a

decisional patient suffering from a terminal, incurable,

or painful disease. The patient chooses the

circumstances and whether or not to take the drug, which is usually a high-dose barbiturate. Physician-assisted
suicide is proscribed in the AMA Code of Ethics, and a number of states have made it illegal. The Supreme
Court has declined to impose a single constitutional requirement on the entire nation in this matter, and has
ruled that individual states are constitutionally free to make their own decisions about the legality of
physician-assisted suicide. A highly regulated form for terminally ill patients is legal in Oregon.

® Euthanasia is derived from the Greek words for a good, painless death.

* Voluntary euthanasia is the act of intentionally ending another person’s life at the person’s competent request.
Because of its intentional nature, this form of euthanasia may be subsumed under a state’s murder or assisted-

suicide laws unless specifically permitted by statute.

* Nonvoluntary euthanasia is the intentional killing of patients who lack the cognitive capacity to make their own
decisions about dying, because of severe dementia, delirium, coma, or other conditions. It may also occur
surreptitiously when a clinican decides for a patient that further medical treatment is futile and the patient’s
life is no longer worth living. Lethal doses of medication might be given without the patients’ knowledge and
consent or that of the family, proxy, or guardian. Nonvoluntary euthanasia is considered to be a form of

murder in American jurisdictions.

® Murder is the unlawful killing of a human being with malice aforethought. Malice may be expressed or
implied. There are several “degrees” of murder and attempted murder, and definitions vary from state to state.

* Manslaughter is the unlawful killing of a person without malice. Again, there are several types of manslaughter
charges, and they also vary in their elements from one state to another.

must be met for such an act to be ethically justi-
fied. First, the act, prior and apart from the po-
tential harm, must be good or at least neutral,
such as the relief of the suffering associated with
dialysis sessions. The second condition assumes
a morally significant difference between intend-
ing evil and permitting evil, such that the moral
agent intends the good effect and merely toler-
ates or permits the foreseeable evil effect. The
third condition prohibits using evil means even
to achieve good effects; thus, the clinician may
not justifiably kill a patient in order to end suf-
fering. And, last, there has to be a proportion-
ately important good to be achieved in order to
justify the possibility of permitting an evil effect
as well.* Thus, acts with harmful effects that
would be morally wrong if caused intentionally,
are permissible when they are unintended, even
though they may be foreseen.?® By invoking the
RDE, clinicians have a basis to alleviate suffer-
ing with therapies that may also predictably
shorten life. Another basic bioethical principle—
autonomy—allows patients or their proxies to
refuse food, hydration and other life-sustaining

treatments that may similarly contribute to ac-
celerating death.26 .

A valid criticism of the RDE is that intentions
can be ambiguous, multilayered, subjective, dif-
ficult to independently assess, and frequently
contradictory.%? This has been highlighted by
several research investigations. A study of Amer-
ican intensive care units demonstrated that staff
members may have mixed intentions when with-
drawing -and withholding life-support treat-
ments.?” Critical care physicians and nurses ac-
knowledged that in 39% of the cases where
medications were simultaneously provided, this
was done with an intention of hastening death.
In another study from The Netherlands, terminal
sedation and withholding of nutrition and hy-
dration were relied upon to relieve intractable
distress in the imminently dying, and in 47% of
the cases physicians admitted that a secondary
intention was hastening death, while in 17% of
cases this was the primary and explicit inten-
tion.28

Palliative sedation for dying patients is both le-
gal and ethical depending on the reasons for its
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use and the clinician’s intention.?>3° This was ev-
ident in a Supreme Court ruling that raised the
possibility of a constitutional right to palliative
care.’¥ When other methods are not sufficient to
relieve suffering from pain, dyspnea, and agitated
delirium, patients are rendered unconscious with
either opioids or benzodiazepines. Fainsinger and
associates®! reported that at three Canadian inpa-
tient hospices terminal sedation was required by
4% of the patients, as well as 10% of the patients
treated at a tertiary palliative care unit. Data from
Israeli, Spanish, and South African palliative care
inpatient programs found rates of controlled se-
dation for intractable symptoms varying from
15% to 36%, with delirium being the most com-
mon problem requiring this approach.32

Conflicts

While the potential weakness of the RDE is that
clinicians may have multiple intentions, doctors
and nurses seem to be most at risk for prosecu-
tion by others due to misperception of their in-
tentions and/or their understanding of what is
legally and ethically permissible. In other words,
a clinician may act to relieve suffering, but be per-
ceived by others as intending to kill. As such, it
may be useful to conceptualize allegations of eu-
thanasia or murder by health care professionals,
as a way for observers to express an extteme type
of conflict in medical practice.

There is a substantial literature on conflict and
dispute resolution involving end-of-life decision-
making in the setting of intensive care units.33-35
Tulsky and associates3” studied cases where with-
drawal or withholding of life-support was a con-
sideration and found almost one half (46%) of re-
sponding family members acknowledged that
conflicts had occurred during intensive care unit
admissions, and one third of the disagreements
took place around decisions to either not initiate
or to terminate treatment. In another study, the
same investigators qualitatively analyzed inter-
views with two primary physicians and two pri-
mary nurses for each of 102 patients (92%
of whom had life-support withheld or with-
drawn).3¢ Conflicts were identified by at least one
health care provider in 78% of the cases, and the
researchers concluded that family and staff dis-
agreements may reflect deep-seated differences
in values.

Brennan and associates have emphasized that
disputes are not confined to staff and patients or
their families, but may also occur among clini-
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cians (“intrateam”) and within families (“in-
trafamily”).33% In a pediatric intensive care
study, the majority of disagreements were be-
tween clinicians and family members, while more
than one-third took place among clinicians.®
Only 1 of the 16 intrateam conflicts in this study
was acknowledged by both nurses and physi-
cians—the balance were reported by nurses or
physicians alone. Nurses showed a greater
propensity to identify conflicts, and this likely re-
flects their closer proximity and sensitivity to the
concerns of patients and families.38

Dissension may be compounded by educa-
tional, racial, economic, and cultural differences;
patients involved in conflicts are significantly
more likely to be nonwhite and have Medicaid
insurance coverage.® Differences exist not only
between staff and patients/families, but within a
health care team that includes doctors, nurses,
nurses’ aides, and other staff members. Research
suggests breakdowns in communication are at or
near the top of the list of key factors that result
in both team—family and intrateam conflict.3339

Contflicts and decisions involving severely ill
patients are further complicated by the finding
that clinician attitudes and practices are some-
times more influential than patient preferences in
shaping treatment plans.%42 Fifteen years ago,
Asch and colleagues*? surveyed members of the
Critical Care Section of the American Thoracic So-
ciety and reported that physicians often continue
life-sustaining treatment despite patient or sur-
rogate wishes that it be discontinued, and many
doctors unilaterally withhold or withdraw life-
sustaining treatment that they judge to be futile.
Some decisions were made without the knowl-
edge or consent of patients or surrogates, and
some were made over their objections. While one
would assume that this situation has improved,
critical care units remain especially conducive to
conflict, because patients are often unable to
meaningfully participate in decisions, the stakes
are life or death, determinations occur frequently
and with rapidity, and there are rarely preexist-
ing staff-patient-family relationships.445

By contrast, most palliative medicine profes-
sionals pride themselves on having good com-
munication skills to facilitate the eliciting of pa-
tient preferences and the cooperation of families.
However, the intentions of these clinicians are
carefully scrutinized because of the role they play
in shifting from curative to palliative care; this is
multiplied by the sheer volume of dying patients
whom they manage.
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Conflicts may be especially likely in recent
years as palliative care clinicians have moved into
hospital settings where they encounter a pre-
dominant ethos of sustaining life.%6 In the hos-
pice, a relatively small group of health care pro-
fessionals with similar values are accustomed to
working together over time and learning the
same set of principles and practices. In contrast,
literally thousands of professionals may be em-
ployed in large medical centers, preventing this
kind of unanimity of education, skill, and values.

Palliative care clinicians recognize the neces-
sity to communicate intentions and goals to other
members of the treatment team, and to document
these in the medical record. Yet, it may be im-
possible to include all possible clinicians (every
nurse on every shift, every therapist, every house-
keeper). Consequently, intent is not always crys-
tal clear to all observers and communication may
be incomplete. When a patient is dying and ap-
pears to be suffering, death may be seen as a re-
lief and a release for many of their health care
professionals and families, but not for all. At the
same time, observers may point out that it is far
from an ideal moment to make life-and-death de-
cisions—families are exhausted by extensive
caregiving and financial burdens, and they are
desperate to intellectually and emotionally com-
prehend what is occurring.#” Under these cir-
cumstances, frustration or misperception fueled
by powerlessness on the part of even a single fam-
ily member or ancillary health care provider can
readily lead to allegations of euthanasia or mur-
der. It is logical to assume that despite strong
communication skills, palliative care personnel
face heightened risks of conflict.

There are other factors that may contribute to
the genesis of these extreme conflicts. Although
cessation of life-support treatment and adminis-
tration of medications to ameliorate pain and
other symptoms are both bioethically condoned,
our diverse and multicultural society may neither
uniformly grasp nor fully accept these practices.
Subtle differences are not self-evident to the av-
erage layman, and they are likely to be just as un-
clear to staff members from the district attorney’s
office or the state medical/nursing board. Differ-
ent religions hold dissimilar opinions concerning
such matters, and medical staff attitudes about
end-of-life decisions vary greatly.* Emotionally
charged words such as “euthanasia” engender
strong emotional reactions; and it is worth not-
ing that withholding and withdrawal of life-sup-
port treatments have been labeled by some as
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“passive euthanasia,” and terminal sedation as
being “slow euthanasia.”15:16:49

For several years, physician-assisted suicide
and end-of-life issues have been the focus of ex-
tensive publicity and debate in Oregon. Despite
this a significant proportion of patients receiving
treatment in Oregon clinics appear to misunder-
stand options in terminal care. In a study of gen-
eral medical outpatients (n = 728), only 69% of
respondents understood the meaning of treat-
ment refusal, 46% withdrawal of treatment, 23%
assisted suicide, 32% active euthanasia, and 41%
the RDE. In this sample, more accurate knowl-
edge was significantly associated with being
white and having at least a college degree.

There may be a clash between ethics and laws
that are affirmed nationally or in different states,
and what individuals maintain and actually be-
lieve in their local communities. Investigations or
criminal prosecution by law enforcement, med-
ical institutions, and state boards are only par-
tially influenced by a national, ethical, or judicial
consensus. Instead, what may be of greater prac-
tical impertance are individual and regional
mores, local politics, religious beliefs, and state
statutes and case law.

This was evident in Meisel and associates’
survey of the National District Attorneys Asso-
ciation (n = 761), in which 12% of the respon-
dents were involved in at least one end-of-life
care case. Although interpretation was limited
by a low response rate (27%), the prosecutors’
views on the morality of clinicians” actions and
whether they might want such treatment for
themselves were both associated with whether
they would proceed with legal prosecution.
Only 3% of the district attorneys appeared to as-
cribe to a vitalist position, believing that in all
circumstances life should be maintained for as
long as possible by whatever means possible. Of
greater concern was the finding that 14% of the
sample did not believe that giving morphine at
the request of a terminally ill and competent pa-
tient with cancer to alleviate pain—if the dose
was thought to have contributed to hastening
his/her death—was morally correct, and 19%
expressed willingness to take formal action
against the physician.

Other contributing factors

Several additional factors may likewise be in-
fluential. Palliative care specialists are often re-
ferred cases where there is a conflict brewing, the
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patient is already in crisis, or within days of
death. Despite communication expertise, the clin-
ical reality may preclude adequate opportunities
to develop trusting relationships with the patient
or with other medical personnel. Also, despite the
clinician’s best efforts at facilitating good com-
munication, the practical realities of the palliative
care team may limit the time that a specialist
spends with patients and families. In addition, as
palliative care is incorporated into the practices
of other medical specialties, fellow staff members
may not completely understand or be able to ex-
plain the subtleties of the ethical principles or the
differences between euthanasia and other end-of-
life care.

Palliative medicine clinicians bring an ethos
that values quality of life and the alleviation of
suffering on par with quantity of life. They also
accept the inevitability of death. These values are
not uniformly shared by all Americans, and some
recent events both illustrate this and have the po-
tential to fuel a backlash against the current eth-
ical basis of palliative care. They include the pa-
pal allocution regarding food and hydration for
patients in a persistent vegetative state, as well as
the stand taken by Florida’s state legislature, and
the federal legislative and executive branches
around the Terri Schiavo case. These suggest that
a substantial and politically powerful portion of
the American population may not entirely agree
with cardinal beliefs held by palliative care prac-
titioners and much of organized medicine. Mis-
trust of palliative medicine clinicians may be fu-
eled by the acrimonious debates in several states
to legalize physician-assisted suicide, or the con-
tinuing revelation that euthanasia is occurring
even while illegal. Matters are not helped by the
publicity surrounding cases where clinicians ac-
tually are mass murderers. To illustrate this last
point, New Jersey’s leading mass murderer is a
nurse, Charles Cullen, and Great Britain’s most
prolific serial killer appears to have been a well-
liked family physician, Dr. Harold Shipman.

Furthermore, America’s War on Drugs now ap-
pears to be focusing on the medical administra-
tion of opioids.>’-53 Organizations such as the
Pain Relief Network and the American Pain In-
stitute fear that recent convictions of physicians,
e.g., Dr. William Hurwitz, will have a profoundly
chilling effect on the management of both chronic
and acute pain. While there have been nascent ef-
forts to influence medical regulators (e.g., state
medical boards and the Drug Enforcement
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Agency [DEA]) there is a growing concern that
more of these prosecutions are coming.>% In
fact, the federal government presently asserts that
the Attorney General has the power under the
Controlled Substances Act to judge the intentions
of doctors prescribing schedule 2 drugs for ter-
minally ill patients. The case considering the is-
sue, Oregon v. Gonzales was heard in U.S. Supreme
Court earlier this year.

Before concluding, it is worth inquiring
whether increased allegations and investigations
actually reflect a genuinely lowered threshold on
the part of clinicians to accelerate dying, and
whether the accusations of euthanasia or murder
may be grounded in reality. On one hand, mor-
tality statistics from critical care units, dialysis
units, and hospices all imply that more Americans
are taking advantage of the legal and ethical op-
portunities to decline life-sustaining interven-
tions. Physicians are participating and in many
cases playing a leading role in these situations.
This does not, however, necessarily mean that
they are at fault or should assume blame for the
deaths. The Harvard Medical Practice Study of
malpractice litigation makes the emphatic point
that there is a disconnection between claims, in-
juries, and clinical mistakes.5” Studdert and asso-
ciates” have emphasized that not only do few
clear-cut instances of negligent injury give rise to
claims, but the majority of claims that are initiated
do not appear to be grounded in identifiable in-
stances of negligence. Consequently, it is doubt-
ful that any increase in investigations or criminal
prosecutions necessarily reflects a trend toward
more euthanasia or improper acts by clinicians.

In summary, death and dying are regular oc-
currences in the practice of palliative medicine, as
are clinical practices that directly or indirectly re-
sult in the shortening of survival. There are rea-
sons to question the solidity of the ethical and le-
gal consensus that has hitherto formed the
rationale underlying clinicians’ treatment of pain
and suffering in the context of terminal illness. In
our divided, complicated, and litigious society, it
is not surprising that medical professionals are be-
ing accused of improperly hastening patient
deaths. Doctors and nurses are especially vulner-
able in their care of the dying during conflicts that
arise when any of the participants fail to under-
stand or reach agreement with the treatment plan.

The authors are interested in studying this
phenomenon, and welcome contact from medical
and nursing staff who have been targeted and ex-
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onerated. We believe the prevalence of such alle-
gations needs to be determined, a more complete
understanding of the medical, social, and legal
circumstances surrounding accusations should
be reached, and the bioethical issues underlying
end-of-life care warrant further examination. We
hope to discover whether there are specific risk
management strategies, public policies, or legal
initiatives that can be used to meet this challenge.
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