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Introduction

In the fifth century B.C.E. Biomedical ethics began its journey in the school of

Hippocrates. As it is well known, the Hippocratic Oath forms the basis of medical ethics. The

Oath is as follows “I will use treatment to help the sick according to my ability and judgment,

but never with a view to injury or wrong doing.” The maxim of medical practice stands on this

principle. In Plato’s Republic a more fundamental question of ethics is raised “What must a man

be, and what paths must he take if he would live the best possible life?”1 So it may be said that

biomedical ethics is grounded in the study of moral philosophy.

The Hippocratic tradition was carried on through the centuries by, among others, the

Jewish philosopher and physician Moses Maimonides (1135-1204). But it was the English

physician Thomas Percival who first used the term “medical ethics” when he published a book

with this title in 1803. In 1971, Van Rensselaer Potter described “bioethics” as “a new

discipline that combines biological knowledge with knowledge of human value systems.”2

Biomedical ethics is a species of practical normative ethics. It is the study of what one is

obligated or permitted to do, or prohibited from doing, in different contexts of biotechnology,

medical practice, and medical research. Normative ethics is concerned with how people’s

behavior ought to be implemented. It is “normative” in the sense that it specifies norms or

standards of right and wrong action and behavior. We employ principles and theories of

normative ethics to motivate and justify actions and policies in biomedicine. In contrast,

descriptive ethics is concerned with how people do in fact behave, not how they ought to

behave. Evolutionary theories of morality are descriptive in the sense that they claim that

morality serves an adaptive purpose, enhancing human survival through social cooperation.

1. Plato , The Republic , trans, A.D.Lindsay, J. M. Dent Ltd, London Everyman’s Library, 1992,
book ii, page 41.

2. Walter Glannon: Biomedical Ethics, New York, Oxford, Oxford University Press. 2005. p-1
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Similarly, sociological and anthropological accounts of morality are descriptive in the way they

focus on behavioral patterns among people in different cultures. The two types of ethical theory

we have just outlined are to be distinguished from meta-ethics. While normative ethics deals

with the substantive question of which actions are right or wrong, good or bad, meta-ethics

deals with the formal question of the point of ethics. It focuses on the meaning of terms like

“right,” “wrong,” “good,” and “bad,” and on the form of arguments used to justify actions.

Meta-ethics is concerned with whether there are ethical facts independent of our normative

judgments and social conventions, facts that ground these judgments and conventions. Put in

another way, whereas normative ethics focuses on the content of morality, meta-ethics focuses

on the nature of morality.

      In the second half of the twentieth century, development of medical practice and research

spread widely. Humans were entered in to medical experiments without consent and without

any consideration of the risk of harm to them. There were abuses that led the patient in

problems. This led to a gradual shift in decisional authority from doctor to patient. As a result

the question of autonomy came to the forefront.

The right to self determination is the main motto of autonomy. Individuals with the capacity for

autonomy have the right to exercise that capacity. This includes the right to accept or refuse

medical treatment in accord with one’s interests. There are mainly two traditions from where

this question of autonomy has been developed, one is Immanuel Kant’s principle of respect for

persons as autonomous ends-in–themselves and the other is J. S. Mill’s principle of liberty,

which says that a person owes his or her own body and mind.3

3. Mill J.S, Utilitarianism, On Liberty, considerations of Representative Government, edi- H.B
Acton, J. M. Dent Ltd, London Everyman’s Library, 1992,p-78
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       Progress in medical technology over the years influenced medical profession thoroughly.

There are various ways through which the patients get benefits i.e. in case of kidney failure; it is

possible to take the availability of dialysis. But there are certain cases where the debate arises

regarding the mode of treatment. There is a question which draws heated debate. Should doctors

be allowed to assist terminally ill patients to die? Here comes the question of ‘euthanasia’. The

word ‘euthanasia’ comes from Greek root which means “good death”. The Oxford English

Dictionary states that the original meaning, “a gentle and easy death,” has evolved to mean “the

action of inducing a gentle and easy death.” In modern times, the word has been most closely

associated with the concept of mercy killing: allowing or helping someone to die who is

suffering from an incurable illness.

            Construing euthanasia (from the Greek, meaning “good or happy death) narrowly, some

philosophers have taken it to be the equivalent of killing. Since allowing someone to die does

not involve killing, allowing to die would not actually be an act of euthanasia at all. By this

account, then, there are acts of allowing to die, which may be moral, and acts of euthanasia,

which are always wrong.

             Other philosophers interpret the meaning of euthanasia more broadly. For them

euthanasia includes not only acts of killing but also acts of allowing to die. In other words,

euthanasia can take an active or passive form. Active (sometimes termed positive) euthanasia

refers to the act of painlessly putting to death persons suffering from incurable conditions or

diseases. Injecting a lethal dosage of medication in to a terminally ill patient would constitute

active euthanasia. Passive euthanasia, in contrast, refers to any act of allowing a patient to die.
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Not providing a terminally ill patient the needed antibiotics to survive pneumonia would be an

example of passive euthanasia.

It is tempting to view the debate between the narrow and the broad interpretations of euthanasia

largely in terms of semantics. While the meaning of euthanasia certainly is a factor in the

disagreement the issue involves more than mere word definition.4

 Since euthanasia, by this definition, is killing a patient, euthanasia is always morally wrong.

But allowing a patient to die does not involve killing a patient. Therefore, allowing a patient to

die does not fall under the moral prohibition that euthanasia does; allowing a patient to die may

be morally right. The other side, the broad interpretation, considers act of allowing patients to

die acts of euthanasia, albeit passive euthanasia. They argue that if euthanasia is wrong, then so

is allowing patient to die (since it is a form of euthanasia). But if allowing patients to die is not

wrong, then euthanasia is not always wrong. Generally, those favoring the broad interpretation,

in fact, claim that allowing patients to die is not always wrong; that euthanasia, therefore, may

be morally justifiable. With the possible moral justifiability of euthanasia established, it is

conceivable that acts of active euthanasia, as well as passive, may be moral. What determine

their morality are the conditions under which the death is caused, and not the manner in which it

is caused. It’s within these broad interpretations that the most problematic cases of death

decisions fall- including the Quinlan case.

 The western way of thinking about dying has changed from the eighteenth century

meaning of dying. In the eighteenth century euthanasia was used in its original sense. Today,

what euthanasia means, is the result of advancement in the field of medicine and the changes in

life-style. The causes of death today are different from the causes of death in the eighteenth

century. At present, accidents, homicide and suicide are the main causes of death among the

4. Jeffrey Olen & Vincent Barry: Applying Ethics- A Text with Reading Wadsworth Publishing

Company, Belmont, California, A division of Wadsworth INC. 1999. p. 227-228.
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young, and chronic terminal diseases are the causes of death among the old. Now, a day, when a

person dies, his death is sudden or unexpected or long and drawn out with pain or due to mental

or physical deterioration and the death occurs mostly on a hospital bed. But back in eighteenth

century the death was due to an infectious disease and so was not unexpected or drawn out, and

it was possible then to die ‘gently’ and ‘quietly’ in one’s house, on one’s bed with all the family

members and friends around him.

 But in the late 1960s the use of the mechanical ventilator changes the definition of death.

This new technology changed the whole scenario. Mechanical ventilation, artificial hydration

and nutrition that could control blood pressure helped doctors to extend lives that would have

ended without these interventions.

There have been a number of cases over the past three decades in which people have

sought to change the laws regarding euthanasia. In general, we recognize a basis in the law that

allows people to refuse treatment, even life-saving treatment for them, if they are judged to be

mentally and legally competent to do so. Otherwise, to treat them without their consent could be

judged as a form of unpermitted touching. Other issues about the law and euthanasia have been

crystallized by certain well-publicized cases. The noted cases of Karen Quinlan in 1975 and

Nancy Cruzan in 1983 are good examples of such high-profile cases. In Ms. Quinlan’s

landmark case, the issue was whether a respirator that was keeping her alive could be

disconnected. For some still unknown reason (some say it was a combination of barbiturates

and alcohol), she had gone into a coma from which doctors judged she would not recover.

When they were assured of this her parents sought permission to retain legal guardianship (since

by then she was twenty-one years old) and have her respirator disconnected. After several court

hearings and final approval by the Supreme Court of the State of New Jersey, they were finally
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permitted to disconnect her respirator. While they expected she would die shortly after her

respirator was removed, she lived on in this comatose state for ten more years. One of the basic

reasons given by this court for its opinion in this case was that Karen did not lose her right of

privacy by becoming incompetent and that she could thus refuse unwanted and useless

interventions by others to keep her alive. None of the various state interests or social concerns

that might override this right was found to be relevant in her case.

                Nancy Cruzan was twenty-five years old at the time of her accident in 1983, which

left her in a permanent vegetative state until her death eight years later. In her case the issue

brought to the court was whether a feeding tube providing her with food and water could be

withdrawn. This case eventually reached the U.S. Supreme Court, which ruled that such life-

saving procedures could be withdrawn or withheld, but only if there was “clear and convincing

evidencing” that is what Nancy herself would have wanted. Eventually some such evidence was

brought forward. By that time those protesting her case had withdrawn, and her feeding tube

was removed and she was allowed to die.

Despite such cases there is no state in this country that permits active euthanasia or

mercy killing. Active euthanasia is practiced somewhat openly in The Netherlands, even though

it is officially against the law. It is estimated that about five thousand or more incidences occur

there each year. Legislation to officially legalize it has been proposed but not passed. However,

only token sentences are given for violations of the law. In early 1993 the Dutch parliament

approved rules according to which doctors would not be prosecuted if they notified the

appropriate government agency and followed these guidelines: The person requesting to be put

to death must be competent at the time of the request and the request must be consistent and

repeated. The person’s suffering must be intolerable, and euthanasia must be performed only by
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a physician after consultation with another physician. In 1990 a California proposition to

legalize active euthanasia for those with a terminal illness who request it either at the time of

illness or who have done so earlier through an advance directive failed to obtain the necessary

signatures for a ballot measure. In the state of Washington in 1991, a similar ballot measure also

failed. Nevertheless, polls through the years have shown a modest support for some change in

the law regarding active euthanasia. The reasons for the support and for the opposition are

varied.

So what exactly is ‘euthanasia’? To say that it is mercy killing does not really tell a

person much. Why is it such a controversial issue? Why is it such a big deal today? Is it a new

issue? Is euthanasia suicide? Is it murder? The present study tries to explore the above issues.


