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IF PATIENTS CAN CHOOSE TO DIE

SHOULDN'T THEY ALSO BE ABLE TO CHOOSE TO LIVE?

North Carolina Law Now Provides No Protection Against Involuntary Denial of Treatment
Why Is Protection Needed?
Unfortunately, many doctors are now arguing they should have a veto over a patient's request to be allowed to live if the doctor, in disagreement with the patient or the patient's family, thinks the patient's "quality of life" is so poor her or his life is not worth living.  They consider "medically inappropriate" not just treatment that will not save a patient's life, but also treatment that would save life if the life's quality is deemed poor.

M 
In California, hospitals are already implementing formal procedures for the involuntary denial of life-saving medical treatment, announced in a Fall 2000 medical journal article:

In its Fall 2000 issue, the Cambridge Quarterly of Healthcare Ethics published a study of the futile care policies at 26 California hospitals.  All but two of them specifically defined circumstances in which treatments should be considered nonobligatory even if requested by a patient or patient representative.  Only one stated that “physicians should act to support the patient’s life,” without any further qualification.


Of the hospitals who declared some treatments nonobligatory, 22 of them made it clear that the criteria for judging whether to provide the treatment hinged on patient awareness and potential to appreciate itsbenefit.  Whether or not the treatment would preserve the patient’s life, and whether the patient or family wanted to pursue that goal were not deemed decisive factors.


Fourteen of the hospitals specifically defined clinical conditions that did not warrant providing life support.  Most of them would deny this type of treatment to patients with severe, irreversible dementia.  This would presumably include people with Alzheimer’s disease.


With respect to who makes the final decision in cases where all efforts to resolve disputes have failed, 9 of the hospital policies give the physician the final authority.


The authors of the study note that, “Physicians should not expect the courts to give them prior permission to forgo futile treatment...” but suggested that they, “refuse toprovide nonbeneficial treatment and then defend their decisions as consistent with professional standards.”

These hospitals are not alone.  Medical journals are full of articles advocating involuntary denial of life-saving medical treatment:

M Because he believes “lucid individuals probably cannot anticipate what aggressive measures they would want for themselves should they become demented,” Dr. Donald Murphy of George Washington University Medical Center concludes that because of their “poor quality of life” we “should allow the health care team to make a unilateral decision to withhold CPR [cardiopulmonary resuscitation] from severely demented patients.”

M One study, based on physician interviews, found that "Most often when futility arguments were invoked, they were used to support evaluative judgments based on quality of life considerations, only rarely to designate treatments that were medically inefficacious.  Indeed, throughout the transcripts, physicians sought to frame value judgments as medical decisions.  All but one physician seemed unaware of the double meaning they ascribed to the word."

M In September 1990, the Journal of the American Medical Association published an article arguing that when family members asking that a patient be resuscitated have “views about suffering and quality of life [that] differ substantially from those of most reasonable people...then physicians should not be forced to adhere to family preference.”

M In December 1990, the Society of Critical Care Medicine issued a “consensus report”asserting that health care providers have the right to refuse therapy requested by a patient if they think it “burdensome,” including treatment for which they, in disagreement with the patient, think “loss of function ... dispropor-tionate to benefit.”

M  Murphy and Finucane openly advocate policies that would involuntarily deny life-saving medical treatment to control costs, initially to those with a low probability of survival.  "Explicit limits will mean that a small number of 65-year-olds with pancreatic cancer or 19-year-olds with severe head trauma will die months or weeks earlier than they would have with CPR."  They see this as only the beginning, however: "A second reason that new DNR policies will help control costs is that they may influence practitioners' practices in other areas of medicine. ... The cost-conscious physician of the 21st century must be comfortable in limiting other therapies and diagnostic tests that rarely lead to desirable outcomes."

M  A nursing home study in the March 1991 New England Journal of Medicine found that 25% of the time advance directives were not followed by the nursing home and medical staff.  In 18% of the cases the patients were denied treatment they had requested, compared to only 7% of cases in which treatment they had rejected was provided.

What Does the North Carolina Law Now Say About Health Care Providers Who Do Not Want to Comply with a Patient’s or Agent’s Decision FOR Lifesaving Treatment, Nutrition or Hydration?


Currently, North Carolina law has no law protecting against involuntary denial of lifesaving treatment, nutrition or hydration.


 It is essential that protections be added so that patients who choose life will not be denied effective life-preserving treatments simply because a particular provider thinks the life that would be saved is not worth living.   Legislation that protects individuals’ rights to refuse treatment must afford equal protection to the rights of individuals who choose treatment.
What Would The Amendment Preventing Involuntary Euthanasia Do? 
The amendment simply says this:  where a patient has expressed his or her wishes for life-saving care through an agent appointed in a health care power of attorney, declaration, or other document legally authorized in North Carolina, the doctor or hospital must comply with those wishes. This requirement also applies where a patient has expressed a desire to receive artificial nutrition and/or hydration. 

It is important to note that the amendment would not require physiologically futile care – care whose denial would not, in reasonable medical judgment, cause the patient’s death.

Would the Law Allow Patients to "Practice Medicine?"  How Can You Force a Doctor to Give Treatment He or She Thinks Is Medically Inappropriate?

The proper role of a physician includes diagnosis, making judgments about the probable effect of providing alternative medical treatments, and administering medical treatment; it does not include judging that a life that can be preserved is not worth preserving, overriding the opinion of the person whose life it is.


M  The American Medical Association's Council on Ethical and Judicial Affairs has warned against the threat to patient autonomy in assessments of futility based on "quality of life" judgments:


This approach to defining futility replaces a medical assessment (ie, whether a reasonable potential exists for restoring cardiopulmonary function to the patient) with a nonmedical value judgment that is made by the treating physician (ie, whether 1 day, 1 week, or 1 month of survival by the patient -- perhaps in a severely debilitated state -- is of value to him or her).  This interpretation of futility is inconsistent with the principle of patient autonomy, which requires that patients be permitted to choose from among available treatment alternatives that are appropriate for their condition, particularly when such choices are likely to be influenced by personal values and priorities.


... Examples of some benefits that have been described as appropriate indications for CPR [cardiopulmonary resuscitation] are a "meaningful existence" after resuscitation or an acceptable quality of life for the patient.  These determinations, which attempt to define the types of treatment and the qualities of existence that constitute a benefit for the patient, undermine patient autonomy because they are based on the value judgments of someone other than the patient.


These judgments of futility are appropriate only if the patient is the one to determine what is or is not of benefit, in keeping with his or her personal values and priorities.


Endnotes
REMEMBER . . .

 PATIENT AUTONOMY INCLUDES THE RIGHT TO CHOOSE LIFE !
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