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ABSTRACT 

The purpose of the study was to investigate the opinions toward, 
opinions on, and use of extraordinary means of care in the aged, the 

critically ill and the dying in the professional groups and the general 

population in relation to age, the self and the significant others. 

Null hypotheses were formulated and were stated as follows: 

Hypothesis 1: There is no significant difference of opinion among the 

age groups toward the use of extraordinary means with 
regard to the self. 

Hypothesis 2: There is no significant difference of opinion among the 

age groups toward the use of extraordinary means with 
regard to the significant others. 

Hypothesis 3: There is no significant difference of opinion among 

health professionals and the general population toward 

the use of extraordinary means with regard to the self. 

Hypothesis 4: There is no significant difference of opinion among 

health professionals and the general population toward 

the use of extraordinary means with regard to the 

significant others. 

The survey was accomplished in April, 1970 using a seventy item 

questionnaire distributed to two hundred forty persons in the following 
manner: 

Nursing home dependent persons (ages 75-85) 20 

Active retired nursing home persons (ages 65-75) 20 

Male and female homogeneous business and professional 

persons (ages 40-65) 20 

Professional medical doctors (ages 29-64) 50 

Professional registered nurses (ages 21-58) 50 

Faculty on college campuses (ages 25-70) 20 

College students (ages 25-40) 30 

High School students (ages 15-25) 30 

A return of two hundred thirty-four questionnaires (97.5 percent) was 

accomplished. 

The four null hypotheses could not be totally accepted or 

rejected. Questions analyzed by number of respondents and percentages 

showed comparative responses of significance to the hypotheses. Ques¬ 

tions analyzed in each set of Chi square test of independence were both 

significant and not significant at the .05 level. 



CHAPTER I 

INTRODUCTION 

Today science and technology have provided many tools and media 

for sustaining life. Simultaneous to this knowledge explosion are the 

problems of overpopulation and longevity. The expertise of man's 

ingenuity has posed some areas for exploration beginning with man's 

opinions (attitudes) and knowledge of the realm of extraordinary means 

available to preserve life. U Thant1, Secretary-General of the United 

Nations, has proposed to study "whether there is a point beyond which 

intensive methods to keep incurably ill or very elderly people alive 

should no longer be applied," based on the effects of science and 

technology on human rights. In general conversation it has been 

observed that man questions the use of all the means available to 

sustain life. 

United Nations, New York, (AP), "U.N. Studies Euthanasia," 
Montana Standard, Butte, Montana, April, 1970, p. 1. 
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PROBLEM 

The problem is one of prolongation of life or of delaying 

2 3.. 
death. * This problem is closely related to a human right inherent 

in the person. 

The problem was to find out the knowledge and opinions of the 

public of medical care available and the practices used to preserve or 

sustain life. It was also fitting to find out from this implementation 

of extraordinary means if these means were acceptable to persons in all 

age groups in relation to "the self" and to "the significant others," 

i.e. members of one's family. 

HYPOTHESES 

1. There is no significant difference of opinion among the age 

groups toward the use of extraordinary means with regard 

to the self. 

2. There is no significant difference of opinion among the age 

groups toward the use of extraordinary means with regard to 

2 
Frank J. Ayd, M.D., "The Hopeless Case: Medical and Moral 

Considerations," Journal of the American Medical Association, 18:13: 
1099-1102. 

3 
Perrin H. Long, M.D., (Editor's Page), "On the Quantity and 

Quality of Life," I. "Fruitless Longevity," Resident Physician, 6:4, 
April, 1960, p. 70. 
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significant others. 

3. There is no significant difference of opinion among health 

professionals and the general population toward the use of 

extraordinary means with regard to the self. 

4. There is no significant difference of opinion among health 

professionals and the general population toward the use of 

extraordinary means with regard to significant others. 

All other data and responses accruing from the questionnaires 

will be treated as non-statistical generalizations, i.e., descriptive 

analysis. 

IMPORTANCE OF THE STUDY 

Medical care for the general population is a continuous concern. 

People today demand the best medical and nursing care available to them. 

Persons wish to maintain optimum assistance to function adequately 

according to the demands of the living. Remarks are made at the time 

of death of another that characteristically reflect the desire to 

remain functional and the desire to be relieved of additional burden of 

life when suffering and disability occur. This relief implies freedom 

from pain and long-term illness. The study pursued the question of 

opinions in the matter of the use of extraordinary means. 

There is a fine line between making one's choice in the matter 

of sustaining life at all costs and the tenets of euthanasia. This 
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involves opinions of whether persons, i.e., doctors, nurses, self and 

significant others, desire a part in determining the means used for 

maintaining health, choosing the extent of that maintenance, and the 

employment of extraordinary means. Reference to euthanasia, as defined 

in this study (the act or practice of painlessly putting to death per¬ 

sons suffering from incurable and/or distressing disease) was not 

implied in this study. Probing study has been emerging in the past 

decade on the quality and quantity of life.^ Likewise, the concept of 

prolongation of life and/or the delaying of death is on the horizons of 

man's current thought. Our need was to study the possibility of a shift 

in emphasis in this latter philosophy on the use of extraordinary means; 

to determine attitudes relative to their use; to clarify the extent to 

which persons in the population understand and think about themselves 

and their significant others. The encroaching costs related to the ad¬ 

ministration of extraordinary means to seriously ill and terminally ill 

persons was a factor of importance but beyond exploration of this study. 

PURPOSE OF THE STUDY 

The purpose of this study was to obtain an opinion survey of a 

population selected in terms of age and professional knowledge. The 

survey included additional opinions on the use of extraordinary means 

4 
ibid. 
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in serious illness with regard to significant others. It was posited 

that all age groups and professional persons did not want the use of 

extraordinary means employed in serious illness to sustain life. 

ASSUMPTIONS 

It was assumed that longevity is a desired goal of every living 

person today. Every person desires expert medical care today. Each 

person has ample knowledge of serious and terminal illness. 

METHODOLOGY OF THE STUDY 

A questionnaire of seventy (70) items was designed to obtain 

knowledge and opinion on medical practice in relation to the self 

(person answering the questionnaire) and members of this person*s 

family (significant others). Attitudes in this questionnaire hinged 

upon age and thoughts pertinent to death. Two hundred forty (240) 

questionnaires were submitted in the following manner: 

Nursing home dependent persons (ages 75-85) Total 20 

Active retired nursing home persons (ages 65-75) Total 20 

Male and female homogeneous business and 
professional persons (ages 40-65) Total 20 

Professional medical doctors (ages 29-64) Total 50 
* - 

Professional registered nurses (ages 21-58) Total 50 

Faculty on college campuses (ages 25-70) Total 20 
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College students (ages 25-40) Total 30 

High School students (ages 15-25) Total 30 

Total 240 

A return of two hundred thirty-four (234) questionnaires were returned 

for analysis, a return of ninety-seven and one half percent (97.5%). 

It was felt that this sampling gave a good cross-section of population 

for the study. The sampling was inclusive of all age groups who have 

assumed some life values of their own. Sampling, likewise, included 

population from rural and urban settings in each category listed above. 

LIMITATION OF THE STUDY 

This study did not pursue population-at-large citizens who are 

active in the community and who do or do not engage in "senior citizen" 

or "golden hour" activities. The questionnaire itself was vulnerable 

to negative evaluation in that responses could be subject to qualifi¬ 

cation of terminology and concepts by responding to the tool. Honesty 

of persons answering the questionnaire was hoped for. Bias of opinion 

and attitude are always inherent in past experience of medical-nursing 

management and care of patients. In the older age groups, disabilities 

hampering comprehension and practice in answering the questionnaire may 

have been a deterrent to the responses made. 
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DEFINITION OF TERMS USED 

The following terms as used in this study are defined as 

follows: 

Coronary Care Unit, Unit set aside for care, staffed with professional, 

skilled nurses and physicians, and equipped with monitors, defibrilla¬ 

tors and resuscitative equipment and instruments. 

Intensive Care Unit. Care unit set aside, staffed with professional, 

skilled nurses and physicians, and equipped with specialized equipment 

for exhaustive therapy, treatment and care. 

Terminal illness. Any illness which has a predictable outcome in 

death to the person. 

Serious illness. Any illness which has an unpredictive outcome of 

either death, or long-term permanent disability to return to normal 

functioning. 

Extensive surgery. Surgery involving extensive revision of a system 

or extensive removal of several parts of a system within the body. 

Mutilating surgery. Surgery involving the removal of a body part. 

Pacemaker. Mechanical stimulator to the heart muscle. 

Heart-revival care. The use of artificial respirations, cardiac 

massage, defibrillator and code 99 emergency resuscitation team for 

cardiac arrest. 

Cardiac arrest. The cessation of heart action. 
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Sustain life. Prolong life or provide support for life. 

Extraordinary means of care. Any medium of care used beyond good 

physical and supportive medical and nursing care. 

Preserving life. To keep from destruction or retard the act of dying. 

Delaying death. To detain or hinder or retard the act of dying. 

Euthanasia. The act or practice of painlessly putting to death persons 

suffering from incurable and/or distressing disease. 

Brain surgery. The use of the technique of trephine or craniotomy to 

alleviate cranial trauma and unconsciousness. 

After-life. The concept of a life beyond this present one. 

Medicare assistance. The monetary assistance by government for medical 

and hospital care. 

Urban. Designating or pertaining to town/city people. 

Rural. Designating or pertaining to country people. 

Metropolitan. Designating a capital city. 

Population. The whole number of people or inhabitants in a country, 

section, or area. 

Human right. A just claim of life vested in the person. 

Chronological age. The age of the person, irrespective pf his psycho¬ 

logical age. 
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ORGANIZATION OF THE REMAINDER OF THE STUDY 

The remainder of the study was arranged into three chapters. 

Chapter II contains the review of pertinent literature. Chapter III 

includes analysis of data derived from the questionnaire with inter¬ 

pretation thereof. Chapter IV consists of a summary, conclusions and 

recommendations for further study. 



CHAPTER XX 

THE REVIEW OF LITERATURE 

This study has set out to explore the literature pertinent to 

the use of extraordinary means in serious or terminal illness. Medi¬ 

cal practice employed in the act of living and/or dying hinges upon the 

use of extraordinary means. Medicine and its practitioners have striven 

diligently to assist man in the enjoyment of long life. Man is con¬ 

cerned with the good life and seeks every means to accomplish longevity. 

In this era there is found a rising concern for the quality as 

well as the quantity of life.** One author, Perrin H. Long, M.D., 

explores simultaneously the facets of the moral, religious, national, 

and legal responsibilities of physicians in the care of the incurably 

6 
ill and the dying." A further extension of his editorial work is 

Part III on "a discussion of the prolongation of life in the incurably 

ill and the dying.The literature reviewed pertaining to this study 

has pursued all the facets, and includes man's life until his demise, 

involving extraordinary means, scientific, legal,^religious, moral and 

5Perrin H. Long, M.D., Part I, "Fruitless Longevity," pp. 69-70, 
and Part II, "Moral, Religious, National and Legal Responsibilities of 
Physicians in the Care of the Incurably 111 or the Dying," pp. 53-59, 
Resident Physician, 6:4, April, 1960. 

6Ibid., Part II. 

^Ibid,, Part III, "A Discussion of the Prolongation of Life in 
the Incurably 111 and the Dying," pp. 51-53. 
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ethical contributions. 

Thought-content has been cited from the review of literature 

stemming from the pre-Christian era to the present day. The sequence 

of materials cited consistently indicates that there is evolutionary 

thought occuring in the use of extraordinary means and of who will 

determine their uses. 

To organize the literature in an orderly fashion, general pub¬ 

lications were cited and significant thought identified. The plan of 

organization included some consideration for chronological sequence in 

thought and publication dates. Chronology was evident in the areas of 

classical writing, general publications, modern ,,classicaln writing on 

the care of the aged, the dying and the dead, ethics publications, and 

professional literature. Thought genesis found in the exploration of 

literature followed the same sequential chronology to the present day, 

i.e., seminars, proceedings, colloquia, and research writings. 

The task, then, in writing a review of literature was to 

incorporate time sequence and evolutionary thought into a totality. 

Elaboration on, and citing of, thought content was used to establish 

a support for the thesis. 



-12- 

CLASSICAL LITERATURE 

In an address given at Stanford University Medical Center, 
g 

William McPeak, Vice President, Ford Foundation, New York City, cites 

Homer's fable: 

All of you know that I am far from the first to discuss the 
general point of view expressed here (quality versus quantity of 
life), but some of you may not know that I was anticipated in its 
expression about 3000 years ago. Homer alluded to it in the Fable 
of Aurora, the Goddess of the Dawn, and her husband Tithonus, who, 
though a highborn gentleman, was nevertheless a mortal. As Edith 
Hamilton tells it, "Tithonus had a strange fate. Aurora abked 
Zeus to make him immortal and he agreed, but she had not thought 
to ask also that he should remain young. So it came to pass that 
he grew old, but could not die. Helpless, at last, unable to move 
hand or foot, he prayed for death, but there was no release for 
him. He must live on forever, with old age forever pressing upon 
him more and more. At last in pity, the goddess laid him in a 
room and left him, shutting the door." 

9 
This speaker injects his thought with that of Homer in 

Even though I run the risk of seeming to argue with mystical or 
spiritual values, I am convinced that without realizing it we have 
become too preoccupied with the security and length of old age— 
with the quantity of life more than the quality of living. Further 
increments in the life span are not in and of themselves as impor¬ 
tant as what we accomplish and enjoy during life. 

It would be fatuous to suggest that people now live too long, 
but it is not impertinent to question the wisdom of a limitless 
expansion of research attention to further increase in longevity at 
the expense of other research of equal importance. 

Q 

William McPeak, "The Small, Frantic Voice of the Patient, 
Postgraduate Medicine, 27:1:123, January, I960. 

9Ibid., p. 122. 

M 
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Beecher,^ in his approach to "Ethical Problems Created by the 

Hopelessly Unconscious Patient," supports his thesis by reviewing 

Seneca,^ the Roman philosopher 

There is nothing that nature has made necessary which is more 
easy than death. What a shame, then, to stand in fear of anything 
so long that is over so soon. It is not death itself that is 
dreadful, but the fear of it that goes before....Death is sometimes 
a punishment, often a gift, and to many is a favor.12 

13 Epicurus was wont to say, "When I am, death is not; when death is, 

I am not; therefore, we can never have anything to do with death." 

14 Bean, "On Death," cites 

In Plutarch^ Lives there is an account of someone questioning 
Julius Caesar concerning the most desirable manner of dying, and 
he says that form which is not anticipated, namely, sudden death, 
is most desirable. 

He further cites from Montaigne "Essays" Lathem^ "The way of death is 

often smoother than the path of life; and great bodily anguish (there 

is reason to believe) does not often enter largely into the process of 

10Henry K. Beecher, M.D., "Ethical Problems Created by the 
Hopelessly Unconscious Patient," The New England Journal of Medicine, 
278:26:1425-1430, June 27, 1968. 

11Ibid., p. 1425. 

12 Quote: Journal of the American Medical Association, 197:10: 
131, September 5, 1966. 

13 Beecher, loc. cit. 

14 William B. Bean, M.D., "On Death," American Medical Associa¬ 
tion Archives of Internal Medicine, 101:2:199-202, February, 1958. 

15Ibid., p. 200. 
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16 dissolution." Bean refers to a book by L. Tucker, Death of a Man, 

written in 1957, at which time a simultaneous title appeared in 

London. Dr. Bean states: 

There can be no rigid set of rules for determining the action 
of physicians which would be appropriate in every dying patient. 
For those with deep religious convictions, death hardly constitutes 
a problem. Likewise those with a strong character and a firm con¬ 
viction that death is the final and inevitable part of life, the 
great pattern of nature which permits youth to be renewed peren¬ 
nially with the reiterated hope that each new generation may improve 
upon its predecessors. It might be generalized that death is more 
readily accepted by older people than by the young, although 
obviously there are exceptions. How then does a good physician 
help a patient to face death, and, accepting the ways of nature, to 
meet it? It is not done by all the busy paraphernalia of scientific 
medicine, keeping a vague shadow of life flickering when all hope 
is gone. If adjustment may be looked upon as the summum bonum of 
contemporary psychiatry, its failure is exhibited when this pattern 
of complete egocentricity breaks down utterly in the face of death. 
If man lives as a stranger in a lonely crowd, he dies utterly 
alone. Whereas his entry into the world is the first stage of the 
dissolution of an intimate partnership with his mother, his final 
departure is the ultimate of solitary procedures. 

19 20 In this same article he cites Keats and concludes : 

Conclusion: Thus it is the lot of a doctor always to be 

16Ibid., p. 202. 

17 David Sudnow, Passing On (The Social Organization of Dying), 
footnote, Ch. 4, p. 89 (Englewood Cliffs, N.J.: Prentice-Hall, Inc., 
1967): L. Wertenbaker, Death of a Man (London: Wm, Heinemann, Ltd,, 
1957). 

18 Bean, op. cit., p. 201. 

19 Ibid. 

20 Ibid., p. 202.. 
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defeated ultimately. His victories are at best reprieves. He can 

never finally conquer death. But the great terror of death is 

fear, and fear can be defeated. Not only small skirmishes but 

whole campaigns can be won in this cold war. If, as he needs must 
do, the physician accepts ultimate death as inevitable, if he re¬ 

lieves it of terror and pain, he has done all that should be 
expected and all he can do. 

21 
In the period of John Milton, 1652, the last line of his 

sonnet claimed medical reflection of today: "They also serve who only 

stand and wait." 

22 
An editorial, "Doctors and Dying," explores Milton's thought 

more fully. 

John Milton's famous words express an idea of subtle importance, 
especially when applied to the physician who has to deal with a 

dying patient. Death is, although is a very negative way, at the 

basis of all that is done by the medical profession. We physicians 

are proud of our scientific training and abilities, and present day 

society has expended much time and money to produce in each of us 

an excellent technician, facile in the ways of science. Many of 

us know some of the details of the physiology of dying both at the 

tissues and cellular level, most of us have pondered from a bio¬ 

logical standpoint the question "when is a human being actually 

dead?" Science, however, cannot help us in supporting a dying man 

in his death. It is a curious fact that, as medical students and 

physicians, we spend countless hours learning about life, how to 

preserve it, and learning about diseases, how they can kill, and 

yet, we can avoid thinking about death as well as the next fellow. 

21 
John Milton, "When I Consider How My Light Is Spent," 

Literature (A College Anthology), "The Renaissance," editors D.B. Clark, 

L.T. Dickinson, G.B. Pace, Univ. of Missouri (New York: The Macmillan 
Company, 1960), p. 257. 

22 
Roger J. Bulger, M.D., Editorial, "They Also Serve Who Only 

Stand and Wait," Archives of Internal Medicine, Vol. 112, September, 

1963, pp. 327-332. 
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In some senses, the death of a patient is an insult or a set¬ 

back to us as physicians; it means we may have failed in our duty. 

A successfully treated patient is a healthy patient; the most 

extreme example of an unsuccessfully treated patient is a patient 
no longer alive.... 

Above all, let us remember that our duty to our patients ends 

only with their death, and that in the preceding hours there is 

much that we can do for their comfort. At the very last, we can 

stand by them. 

23 
William Shakespeare, as cited by Beecher quotes from King 

Lear 

Vex not his ghost: 0, let him pass.' he hates him 

That would upon the rack of this tough world 

Stretch him out longer. 

Cowards die many times before their death; 

The valiant never taste death but once. 

Of all the wonders I yet have heard. 
It seems to me most strange that man should fear; 

Seeing that death a necessary end 

Will come when it will come. 

24 
Cavanagh interprets 

Shakespeare must have had something of this (dying with dignity) 
in mind when in King Henry IV, part II, Act III, scene 3, he has 

Salisbury say concerning Cardinal Beufort "disturb him not, let him 

pass peaceably." 

Beecher cites the English as having clear concepts of death. 

23 
Beecher, op. cit., p. 1425. 

24 
J. R. Cavanagh, "Bene Mori: The Right of the Patient to Die 

With Dignity," (reprint from Linacre Quarterly, May, 1963), The 

Catholic Nurse, XII:2:24-71, December, 1963. 
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25 
Harvey Cushing's biography of Sir William Osier, which the 

former acquaints us, relates Osier's ability as a physician to "help 

a patient 'mature' his own death" as he visited little Janet twice a 

26 day until her surmise. Beecher comments further: 

On the question before us (immortality) wide and far your 
hearts will range from those early days when matins and evensong, 
evensong and matins sang the larger hope of humanity into your 
souls.,..You will wander through all phases, to come at last, I 
trust, to the opinion of Cicero, who had rather be mistaken with 
Plato than be in the right with those who deny altogether the life 
after death; and this is my own confessio fidei.... 

27 
Sir William Osier's essay "Science and Immortality" writes: 

I have careful records of about five hundred death beds studied 
particularly with reference to the modes of death and the sensa¬ 
tions of the dying. The latter alone concern us here* Ninety 
suffered bodily pain or distress of one sort or another, eleven 
showed mental apprehension, two positive terror; one expressed 
spiritual exaltation, one bitter remorse. The greatest majority 
gave no sign one way or the other like their birth, their death 
was a sleeping and a forgetting. 

Sir Walter Raleigh and Sir Thomas More experienced comparable 

deaths at the hands of executioners. Both gave us "a glimpse of the 

28 
finest characteristics of both the Christian and the noble death." 

25 
Beecher, op. cit., p. 1427. 

26Ibid., p. 1429. 

27 
Bean, op. cit., pp. 200-201. 

28 
Beecher, op. cit., p. 1426. 
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29 
Long quotes from Sir Thomas More's writing Utopia: 

When any is taken with a torturing, lingering pain, so that 
there is no hope whether of cure or care, the priests and magis¬ 
trates come and exhort them, that, since they are no longer now 
able to go on with the business of life, are become a burden to 
themselves and all about them, and they should really outlived 
themselves, they should no longer nourish such a rooted distemper, 
but choose rather to die since they cannot live but in much 
misery. 

30 
and from New Atlantis, Long cites Francis Bacon "discussing the posi 

tion of the physician when faced with the problem of the hopelessly 

ill," said: 

I esteem it, the office of the physician, not only to restore 
health, but to mitigate the pain and dolours; and not only when 
such mitigation may conduce to recovery, but when it may serve to 
make a fair and easy passage. 

31 
In similar thought Beecher cites Leo Tolstoi and Ranier Maria Rilke 

for European thinking on dying, care and death. He also cites W. H. 

Auden, Benjamin Franklin, William James, Mark Twain, and H. Zinsser's 

thinking on dying, care and death from the American scene. 

32 
Poems on the aged include philosophy in the care of the 

29 
Long, op. cit.. Part II, p. 53. 

30Ibid., pp. 53-54. 

31 
Beecher, loc cit. 

32 
Sister Evangela, S.S.J., "Geriatrics" (Poems on Geriatrics), 

The Catholic Nurse, XVII:3:34, March, 1969. 
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33 geriatric patients most currently. Beecher summarized the New 

Testament and Christianity in the Western World thus: 

....the idea that dying was a happy event, because it meant the 
soul's blissful and everlasting union with God, (although it 
should be added that an opposite kind of eternity was also a 
distinct possibility). 

33 Beecher, loc. cit. 
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GENERAL PUBLICATIONS 

34 
In 1935 Worcester wrote his message, based on John Milton, in 

The Care of the Aged, the Dying, and the Dead. Subsequently this 

author was used as a springboard for considerable medical thinking in 

35 
this area. Alvarez, in 1952 refers to this work as a ^classic." He 

36 
also cites Cummings, 1919, referring to a book illustrating the 

. 37 
bitterness learned from a patient having a fatal disease; Zinnser, 

38 
1942, expressing approaching death in his poetry; and Myerson 

exploring the care of the elderly person with permissive treatment. 

Alvarez treats the subject of extraordinary means from a philosophical 

rather than a scientific point of view. Eissler, a psychiatrist, 

summarizes much of our national behavior: 

34 
A. Worcester, The Care of the Aged, the Dying, and the Dead 

(Springfield, Illinois: Charles C. Thomas, 1935). 

35 
W. C. Alvarez, M.D., "Care of the Dying," Journal of the 

American Medical Association, 150:2:86-91, September 13, 1952. 

36 
B. F. Cummings, (W.N*P. Barbellion pseud.), Journal of a 

Disappointed Man (Garden City, New York: Doubleday, Doran Company, 

Inc., 1919). 

37 
H. Zinnser, Spring, Summer and Autumn: Poems (Alfred H. 

Knopf, Inc,, 1942). 

38 
A. Myerson, Speaking of Man (Alfred H. Knopf, Inc., 1950). 

39 
K. R. Eissler, The Psychiatrist and the Dying Patient (New 

York: International Universities Press, Inc., 1955). 
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Present day American culture is remarkable by the fact that a 
bereaved person does not make his state externally noticeable.... 
There is a denial of the meaningfulness of death....and modern man 
is expected to maintain the aggregate of his social functions 
undisturbed by the occasional accident of losing a beloved person 
just as he is expected to depart from life without causing a 
disturbance. 

40 
Bulger's editorial cites Eissler and ponders 

It is conceivable that many of us can see our own reflection in 
these words (i.e. K. R. Eissler) and perhaps gain through them some 
perspective on any particular manifestations of our own denial of 
death in our relations with preterminal and terminal patients. It 
does seem symptomatic that few words, if any, are directed to medi¬ 
cal students about how to help a patient die. House staff members 
may be criticized for failing to carry out some relatively minor 
test or procedure, but seldom is there any evaluation of the care 
accorded the terminal patient's psyche during the last days. We 
all believe in ”treating the whole patient" and work hard at en¬ 
hancing his physical and psychic comfort in small ways, which may 
have no influence on the final outcome of his illness—and yet it 
is not always noticed that the dying man very often seems to have 
less attention paid to him than to the patency of the multiplicity 
of tubes that are entering him from every direction and which will 
enable us to study his last, hopefully balanced chemistries. Oc¬ 
casionally it seems that more real effort is expended to get autopsy 
permission than to see to it that the patient does not die alone. 
It is as though, as doctors, we sometimes express our denial of 
death by focusing our attention upon the tubes, the chemistries, 
and the autopsy. 

It is clear that we ought to be familiar with the concept that 
death is a cruel and utter end to some people, while only a transi¬ 
tion to something better or worse to others. Any consideration of 
death does become philosophical, and theological, and is therefore 
rather subjective, although Eissler, for example, looks forward to 
the day when the psychology of dying will be "scientifically" under- 

‘ stood. In the meantime, one fruitful approach to the subject is to 
try to digest some of the concepts of death held by certain cul¬ 
tures and individuals. 

40 Bulger, op. cit., p. 328. 
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Xt is possible that in attempting to appreciate and understand 
sympathetically some of these various views, we might be better 
able to help a wider variety of patients in their last hours, 

41 . 
Ayd in 1957 calls attention to concern of the laity from an essay in 

Atlantic Monthly about death and use of extraordinary means 

There is a new way of dying today. It is the slow passage via 
modern medicine. If you are very ill modern medicine can save you. 
If you are going to die it can prevent you from so doing for a 
very long time. 

We cannot inquire from the dead what they have felt about this 
deterrent. As they fight for spiritual release, and are constantly 
dragged back by modern medicine to try again, does their agony 
augment? To those who stand and watch, this seems like a ghastly 
imposition against God's Will be done--this incredible battle 
between spirit and medicine. 

42 The New England Journal of Medicine editorializes on the Atlantic 

Monthly essay 

The modern physician has the immaculate, aseptic skill that 
can keep a diseased,' half-dead, cancerous body alive so long that 
the doctor may emerge in the eyes of the kin with little resem¬ 
blance to the wise, understanding, family physician of yesteryear. 
Decrease in modern professional dignity and rapport with the 
bereaved seems in inverse proportion to the efficiency of the 
medical sciences to prolong life. 

In reviewing literature in general publications a growing con¬ 

cern in the matter of the act of dying and/or the delaying of death is 

41 Frank J. Ayd, M.D., "The Hopeless Case: Medical and Moral 
Considerations," Journal of the American Medical Association, 18:13: 
1100. 

42 Ibid. 
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43 
evident. Liberty magazine published an article on "The Tranquillity 

of Death” which was later condensed in Reader*s Digest. Together^ 

magazine accompanies a nurse's concern of how long life should be 

prolonged and here the dignity of dying lies. The Oath of Hippocrates 

is cited and Wylie states 

There is nothing in the Oath of Hippocrates that says you 
shall endeavor to prolong life beyond the normal limits. There 
is nothing that says you shall artificially keep old bodies alive 
after the mind has ceased to function, after cerebral hemorrhages 
and paralysis have inactivated the once normal actions. 

Nurse Wylie concludes 

....I have already drawn up a statement that I intend toihave 
properly witnessed and inserted into my health record when I grow 
old and tired. It says: When my hour of death approaches, no 
doctor, neither my own personal physician, nor any doctor who is 
relieving him, is to take any measures whatsoever to artificially 
preserve or stimulate life in my body that is ready to die. 
Neither oxygen nor any stimulant drugs shall be administered by 
mouth, by means of a hypodermic needle, nor in the vein. My 
reason, dear doctor, is simple. I want to die with dignity. 

I am a Christian, and I do not believe in suicide nor in 
euthanasia. I fully believe in letting the laws of .nature perform 
according to the plan of God. 

The Oath of Hippocrates is referred to in medical literature frequently 

and is becoming a matter of further question and interpretation today. 

Hospital Topics, magazine related to hospital functioning. 

43 
J. D. Ratcliff, "The Tranquillity of Death," Liberty, 

February, 1950, p. 14. (Reader's Digest - condensed article). 

44 
H. S. Wylie, R.N., "How Long Should Life Be Prolonged?" 

Together, August, 1965, pp. 26-28. 
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45 
carried Filbey and Reed's article in which new terminology emerged. 

Three forms of ’’merciful release” were delineated: 

1. Eugenic euthanasia — refers to cases of birth monsters, 

defective children, incurable mental patients, and the like. 

2. Active medical euthanasia — refers to administration of a 

drug or other modality to induce death. 

3. Passive medical euthanasia — refers to withholding a 

treatment which will prolong life. 

In active and passive medical euthanasia the authors clarify "there is 

also the possibility of a voluntary and involuntary situation. Volun¬ 

tary means with the consent of, or at the initiation of the patient. 

Involuntary means without consent.”^ Dr. Joseph Fletcher^ uses the 

term "antidysthenasia" to refer to "indirect” or "passive" form, but 

even this can take three forms as he uses the term: 

1. Administering pain killers (which generally have to be 

increased in dosage to remain effective) to the point of 

lethal dosage. 

45 
Edgar E. Filbey, Ph.D., Kenneth E. Reed, Ph.D., "Some Over- 

Tones of Euthanasia," Hospital Topics, 43:9:55-61, September, 1965. 

46Ibid., p. 56. 

47 
Ibid. (Joseph Fletcher, "The Problem of Prolonging Death," 

Journal of Pastoral Care, Vol. 18, Summer, 1964, pp. 77-84)) 
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2. Stopping treatments altogether, simply not doing anything 

which prolongs the patient's dying (e.g. use of respira¬ 

tors, and some extraordinary measures when there is no hope 

of return to renewed vitality or comfort for the patient). 

"Pulling the plug" on some life-sustaining, or perhaps more 

accurately, death-delaying machine. 

3. Withholding treatment altogether. Simply not doing any¬ 

thing to keep the patient alive, such as failing to aspirate 

a baby. 

48 
Fletcher justifies his term 

Maybe the term antidysthenasia as a more delineating phrase 

would be more acceptable to the Roman Catholic church. Physicians 

are to use ordinary means to preserve life, but are not obligated 

to use "extraordinary" means to prolong dying. 

The concept that life must be viewed more from the point of 

view of quality than quantity seems to be distinctly in keeping 

with the Judean-Christian tradition and belief. Unfortunately, it 

is true that the terminally-ill are notably abandoned—by hospital 

staff, friends, relatives and the church. 

49 
Blaker, Academic Dean and Presbyterian of Brandon Hall, Atlanta, 

Georgia, in the Christian Century, refers to a Dr. Hepburn's50 letter 

^°Ibid., p. 57. 

49 
Dr. Charles W. Blaker, "Thanatopsis: What is Life? When is 

Death? When is Man Justified in 'Tampering' with the Tradition Between 
the Two?" Christian Century, December 7, 1966, pp. 1503-1506. 

50 
Ibid., p. 1504. 
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in which he illustrates medical concern 

....it can scarcely be considered either kind or comforting to keep 
him alive, but I recognize the professional obligation. X may add 
that for many years I have doubted the correctness of the idea that 
a hopeless, uncomfortable life should be prolonged indefinitely. 
However, I recognize the evils that might develop out of an unre¬ 
stricted reversal of the accepted policy. 

Blaker simultaneously illustrates Time’s^ concern 

To decide just when the human spirit is gone, just when the 
intricate machinery should be turned off and the heart allowed to 
stop is far more than a legal problem. If involves the doctor as 
it does the patient or his anguished kin. Trained from his first 
day in medical school that his duty is to save and prolong life, 
the physician may not only resort to extraordinary measures, but he 
may continue them even after....there can be no real hope of 
recovery. 

His conclusion is thus 

Actually this whole discussion is joined in an ethical environ¬ 
ment infinitely more complex that it first appears. It is a 
composite of religious and sociological evolution, psychological 
conditions and philosophical confusion. The Judeo-Christian tradi¬ 
tion still dominates the ethical framework of Western culture. 

As a conclusion he quotes from Ecclesiastes (3:1,2a), na time for every 

matter under heaven: a time to be born and a time to die." 

52 Sir George W. Pickering of Oxford University told an American 

audience on May 26, 1966, that the medical profession is leading man¬ 

kind to a future of overpopulation and senility. 

51 Ibid. 

52 Ibid., p. 1505. 
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I find this a terrifying prospect and am glad that I shall be 
dead and will have ceased to make my own contributions to this 

catastrophe long before it happens. 

He pleaded with the medical profession to consider revising its accepted 

goal of simply preserving and extending life. Dr. Michael E. DeBakey,53 

pioneer in artificial-heart development, has said the use of this 

device and others now in the experimental stage to prolong physical 

existence 

will entail considerations which will impinge upon the mind and 

conscience of not only physicians but also philosophers, theolo¬ 

gians, sociologists, jurists, and many others. 

54 
William Kitay, in Today’s Health, published by the American 

Medical Association, in 1966 explored the question for the public con¬ 

cerned with good medical care. He quotes Dr. Gotthard Booth,55 

psychiatrist, as saying 

People today are on a cure-all kick. They believe implicitly 

that every disease known to man will soon be conquered. They're 

full of good ideas about living forever. The fact that death is 

inevitable is completely ignored. 

Booth believes that voluntary health agencies are responsible for the 

widespread denial of death so prevalent today. He further believes that 

53Ibid., p. 1506. 

54 
William Kitay, "Let's Retain the Dignity of Dying (Evading the 

truth and postponing death often is not the patient's best interest), 

Today's Health, 44:5:62-69, May, 1966. 

55 
Ibid., p. 62. 
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Physicians, too, have contributed to the growing belief in 
eventual eternal life on earth. They've done this not by promising 
miracles, but by paying little attention to the act of dying, 
though dying is far more certain than the act of conception and 
far more critical than the act of birth. Medical schools do not 
offer any courses in the care of the dying, though this is one 
medical responsibility that every physician must face sooner or. 
later. But modern medicine is concerned with the drama of 
recovery, with the exciting challenge of man against disease. 
A cured patient means success. A dying patient means failure. 

56 
Wainwright, in Life, enlightened the reading public by intro- 

it 

ducing Dr. Elizabeth Kubler-Ross, and her work on death and dying as a 

University of Zurich psychiatrist, now working at the University of 

Chicago. She has done extensive work writing (On Death and Dying, 

Macmillan, 1969) and through film interviews in hospitals (Network for 

u 57 
Continuing Medical Education). Dr. Kubler-Ross lists five basic 

findings; i.e., five emotional stages along the way to death: 

1. denial—unwilling or unable to accept the real nature of the 
predicament. 

2. anger--physical indications make denial impossible. 

3. ’’bargaining"—for extension of life or a short period without 
pain. 

4. depression--the above three are of no use and there is reali¬ 
zation of what is happening. 

56London Wainwright, "A Profound Lesson for the Living," Life, 
67:21:36-43, November 21, 1969. 

"^Ibid., pp. 40-41. 
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5. acceptance--ready to let go--in need of the touch of companion¬ 

ship with little conversation and much patient silence. 

and in her "indirect findings" has these contributions to make: Death 

is "taboo." Discussion is "morbid," They wish exclusion of children 

"too much for them." The patient becomes lonely and impersonal. The 

patient is taken out of his environment. "He may cry for rest, peace 

and dignity, but he will get infusions, transfusions, a heart machine, 

or tracheostomy, if necessary. He may want a single person to stop for 

one single minute so that he can ask one single question--but he will 

get a dozen people around the clock, all busily preoccupied with his 

heart rate, pulse, E.K.G., or pulmonary functions, his secretions or 

n 
excretions--but not with him as a human being." Dr. Kubler-Ross 

questions "our increasingly mechanical, depersonalized approach".... 

"Is this our way to cope with and repress the anxieties that a termi¬ 

nally and critically ill patient evoke in us?" She lastly notes "our 

lack of omnipotence, our own limits and failures, and last but not 

least, our own mortality." 

The article in Scientific American by Peter M. Winter, M.D., 

and Edward Lowenstein, M.D., entitled "Acute Respiratory Failure" 

generated these practical questions by Dr. Freeman J. Dyson58 in 

Letters: 

58 
Freeman J. Dyson, "Letters," Scientific American, 222:3:6-7, 

March, 1970. 
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I should like to give the authors of the article an opportunity 
to answer a few practical questions to set the record straight: 

1. To what extent are patients given a free choice before they 
begin the treatment? 

2. How large a fraction of the patients not only survive the 
treatment but also return to some more or less normal and 
useful life? 

3. Does the doctor who makes the crucial decisions have any 
personal contact with the patient, and does he have time to 
get acquainted with him as an individual human being? 

59 
The Great Falls Tribune, of January 28, 1970 (AP) cites the 

widow, Mrs. Philip Blaiberg, stating that her husband as the world's 

first successful heart transplant received little pleasure out of the 

time added to his life. 

The magazine Bellezza quoted Mrs. Blaiberg as saying that of 
his 594 days with the transplanted heart, Blaiberg spent 248 in 
the hospital and 95 entirely in bed at home at Capetown, South 
Africa. She was quoted as adding that Blaiberg took 32 to 100 
pills a day and usually was "able only to rise from bed, shave, 
shower and dress." 

60 
Ann Landers, syndicated in many newspapers across the United 

States, receives queries on extraordinary means and in the November 23, 

1970 issue of the Montana Standard of Butte, Montana, answers one such 

problem in this fashion: 

59 
Great Falls Tribune, January 28, 1970, Rome, (AP), "Added 

Time Not Happy, Widow Says," p. 3. 

60 
Montana Standard, Monday, November 23, 1970, Ann Landers, 

"The Dignified Way?" p. 14. 
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DEAR DAUGHTER: The doctor has an obligation to sustain life as 
long as possible. If, however, there is no hope and the family 
says, "Please leave her in God's hands, and forego extraordinary 
measures," the doctor will follow the family's wishes. Hy advice 
reflects the thinking of many distinguished physicians and theo¬ 
logians, including Dr. Irving Page, editor of Modern Medicine, and 
Pope Pius XII. 

Daily and weekly newspaper publications currently contain articles which 

tangle with today's medical, legal and moral problems of ethical nature. 

61 The Tidings, Los Angeles, California, is an example of a two part 

article entitled "Heart Transplants Raise Vital Moral, Medical, Legal 

Questions," since the first heart transplant as an example of extra- 

ordinary means. Montana Catholic Register of October 23, 1970, 

quoted Pope Paul VI as reiterating the position taken by Pope Pius XII, 

his predecessor, on prolonging a sick person’s life. The article 

states that 

While doctors have the duty to fight against death with all the 
resources of science, they are not obliged to use all the survival 
techniques developed by science. Mere prolongation of life could 
be "useless torture." 

61 Judy Edinger, Part I. "Heart Transplants Raise Vital Moral, 
Medical, Legal Question," and Part II. "When Does a Man Really Die?" 
The Tidings, Los Angeles, California, January 6, 1970 and January 23, 
1970. 

62 Montana Catholic Register, Western Edition, Denver, Colorado, 
October 23, 1970, "Pope condemns Abortion, Mercy Killing," p. 2. 
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Publications, common to the reading public, as Time's^ 

’•Behavior" section explores "The Old in the Country of the Young," 

64 
while Newsweek1s "Religion" section probes "How America Lives With 

Death." From today’s press it is apparent that the public has the 

means of being informed on vital issues pertaining to extraordinary 

means and of the sick and dying and the aging population. 

63 
"The Old in the Country of the Young," Behavior Section, 

Time, August 3, 1970, pp. 49-54. 

64 
"How America Lives With Death," Religion Section, Newsweek, 

April 6, 1970, pp. 81-88. 
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PUBLICATIONS ON ETHICS 

Dr. Karl A. Menninger, M.D., in 1954, writes a forward to a 

book, Morals and Medicine, ^ written by Joseph Fletcher, professor of 

pastoral theology and Christian ethics at Episcopal Theological Semi¬ 

nary, Cambridge, Massachusetts, and considered the leading Protestant 

spokesman on morals and medicine. The forward introduces the author 

Dr. Fletcher has examined the ethical problems and the value 
systems of physicians, in the light of our Judaeo-Christian 
culture. In addition to certain broad general considerations, 
five practical problems in the ethics of medical practice are 
analyzed; These are the truthful communication of findings to the 
patient, regulation of conception, artificial insemination, steri¬ 
lization, and euthanasia. Dr. Fletcher has limited himself to these 
questions of the physician's responsibility in matters of life and 
death in the course of medical practice, carefully eliminating such 
secondary problems as the tolerance of medical incompetence, the 
sadistic destruction of hope and the various complications involved 
in setting a monetary value on the techniques of saving life. He 
has tried--and, I think, successfully--to formulate a philosophy 
for the practical guidance of the physician. 

66 Dr. Fletcher, in his Preface states this, his book, ....is 

at the most only a modest contribution to the ethics of medicine, not 

to its theology...." This author's contribution is referred to con¬ 

sistently in medical publications and is considered a classic. Of 

significance to this thesis are his Chapter I "Human Rights in Life, 

65Joseph Fletcher, "Forward," Morals and Medicine (Princeton, 
New Jersey; Princeton University Press, 1954), pp. vii-viii. 

^Ibid., "Preface," p. xi. 
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Health and Death;" Chapter II "Medical Diagnosis: Our Right to Know 

the Truth;" Chapter VI "Euthanasia: Our Right to Die."67 Fletcher's 

concluding remarks in his book summarize: 

There is urgent reason for trying to develop our understanding 
of medicine and morals, and for deepening our ethical insights. 
Were medical workers and non-Catholics to expend the care and con¬ 
cern we have seen in the studies of the Roman theologians, how much 
might be gained for man's moral stature and for the claims of 
mercy and well-being.' With the one stellar exception of Catholic 
moralists there is a strange blindspot about the ethics of health 
and medicine in almost all ethical literature. Volume after volume 
in general ethics and in religious treatises on morality will cover 
almost every conceivable phase of personal and social ethics except 
medicine and health. It is high time that we brought our ethical 
and spiritual experience, and its new dimensions of understanding, 
to bear upon the care of the sick in the same deliberate and crea¬ 
tive way that psychology has been explored and applied for the sake 
of those who are ill and in need of counsel and treatment.68 

69 In 1958 Dr. Fletcher was called upon in a Seminar to cite his 

views again on direct and indirect euthanasia and what he calls 

"dysthanasia." 

Fletcher's reference to the work done by Catholic moralists is 

68Ibid., pp. 224-225. 

69 
Joseph Fletcher (S.T.D.), et al., "When Should Patients Be 

Allowed to Die? -- Some Questions of Ethics," Postgraduate Medicine, 
ed. Dr. Charles K. Hofling (Seminar 2, Part 2), 3:5:222-225, May, 1968. 
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70 71 72 73 74 
significant. McAllister, Healy, O'Donnell, Marshall, Kenny, 

75 76 
and McFadden were active in this ethical pursuit. Long cites 

^Joseph B. McAllister, Ethics (2d ed.; Philadelphia, Pa.: 
W. B. Saunders, 1955). 

^^Edwin F. Healy, S.J., Medical Ethics, Ch. I. "Fundamental 
Ethical Practices," pp. 1-12; Ch. III. "Further Application of General 
Principles," pp. 59-82; Ch. X. "The Physician as Counselor and Care of 
the Aged," pp. 350-352, (3d ed.; Chicago, Illinois: Loyola University 
Press, 1963). 

^Thomas O'Donnell, S.J., Ch. III. "The Inviolability of Human 
Life," Morals in Medicine (2d ed.; Westminster, Maryland: Newman Press, 
1959), pp. 53-72. 

73 
Dr. John Marshall, M.D., Ch. I. "The Nature of Man," pp. 9-17; 

Ch. IX. "The Prolongation of Life," pp. 97-110; Ch. X. "The End of 
Life," pp. 111-128, Medicine and Morals, (Vol. 129 of Twentieth Century 
Encyclopedia of Catholicism and Science), (also the 52nd Volume in order 
of publication) (New York: Hawthorne Books Publishing, 1960). 

74 
John P. Kenny, O.P., Ph.D., Ch. V. "Questions Arising from 

Man's Right to Life," Principles of Medical Ethics (2d ed.; Westminis¬ 
ter, Maryland: Newman Press, 1962), pp. 113-127. 

75 
Charles J. McFadden, O.S.A., Ph.D., Ch. I. "The Nature and 

Value of Ethics," pp. 1-9; Ch. XI. "Man's Life--His Duty to Preserve 
It," pp. 239-270; Ch. XII. "Man's Body—Respect for its Integrity," 
pp. 271-285; Ch. XIV. "The Rights of the Patient—in the Spiritual 
Order," pp. 335-342, Medical Ethics (6th ed.; Philadelphia, Pa.: F.A. 
Davis Company, 1967). 

^Long, loc. cit. 
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Kelly,^ Sullivan,and Rabbi Dr. Immanuel Jakobovitz^ on extra¬ 

ordinary means and care of the incurably ill or the dying. In Jewish 

80 Medical Ethics Jakobovitz states that relative to the care of the 

incurably ill or the dying 

....any form of active euthanasia is strictly forbidden....At the 
same time, Jewish law sanctions and perhaps even demands, the with¬ 
drawal of any factor—whether extraneous to the patient himself or 
not--which may artificially delay his demise in the final phase. 
It might be argued that this modification implies the legality of 
expediting the death of the incurable patient in acute agony by 
withholding from him such medicaments as to sustain his continued 
life by unnatural means...it is therefore altogether clear whether 
they would tolerate this moderate form of euthanasia, though that 
cannot be ruled out....Jewish teachers were not out of sympathy 
with every effort to deliver incurables from their agony.... 

81 Linacre Quarterly published a summary article by Cavanagh in 

its May, 1963 issue (and reprinted in Catholic Nurse) listing defini¬ 

tions contributing to a better understanding of the problem; 

1. reversible illness—one from which recovery is possible. 

77 Ibid., Part II., p. 57, (Gerald Kelly, S.J., Medico-Moral 
Problems, Catholic Hospital Association, June, 1950, p. 128). 

78 Ibid., Part II., p. 56, (Joseph V. Sullivan, Catholic Teach¬ 
ing on the Morality of Euthanasia, Washington, D.C., 1954). 

79 Ibid., Part II., p. 60, (Rabbi Immanuel Jakobovitz, Jewish 
Medical Ethics, Philosophical Library, New York, New York). 

^Ibid., pp. 60-61. 

81 Cavanagh, op. cit., pp. 31-32. 
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2. irreversible illness—an incurable illness, one from which 

there is no possibility of recovery. 

3. dying process—the time in the course of an irreversible 

illness when treatment will no longer influence it and death 
is inevitable. 

4. act of dying—the final phase of the dying process, frequently 

referred to as the ’’death agony." 

5. agathanasia-Greek-a good death" - death with dignity. 

6. bene mori-Latin—"a good death" - allowing the patient to die 

peaceably and in dignity. 

This article summarizes the aforementioned ethical moralists on extra¬ 

ordinary means and questions which need to be asked. 

Moralists make a distinction between different classes of 

therapy. These are classified as natural, ordinary, and extra¬ 

ordinary. Natural means of preserving life include normal nursing 

care, feeding by mouth, giving fluids by mouth,by spoon feeding if 

necessary, the relief of pain, insomnia and mental anguish. For 

practical purposes ordinary means would seem to be a slight exten¬ 

sion of this so as to include common artificial procedures. Father 

O'Donnell states that the most commonly artificial technics of 

modem surgery and medicine should be classified as ordinary 

means.82 Both of these statements of O'Donnell will need clarifi¬ 

cation in practice. As a matter of fact, he himself states that all 

these terms are relative. In practice the I.V. fluid might be a 

useless means. We would have to ask ourselves many questions con¬ 

cerning its use, e.g., why is this fluid being given? Is there any 

chance it will reverse the process? Is the process reversible? Are 

there veins to be used? Must he cut down on the veins? Is it being 

done merely to prolong life when there is no hope of recovery? 

Does the physical condition of the patient warrant its use? How 
long will it prolong the life of the patient? What is the state of 

consciousness of the patient? What is the diagnosis? Father 

82Ibid., p. 32. 
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83 
Kelly agrees that I.V. feeding, in itself, is an ordinary means, 
but states "the mere prolonging of life in the given circumstances 
.seems to be relatively useless." He point out that merely because 
a means is in the medical sense ordinary it is not necessarily 
obligatory. 

.Kelly further stated that all extraordinary means are those not 
readily available; they may be of an experimental nature; they are 
not likely to cure; they are unlikely to reverse the dying process; 
they are expensive; they are painful and may be repugnant to the 
patient or his family. All modern moralists would agree that means 
which would involve extreme pain, danger to death, excessive expense 
or great subjective repugnance would be classified as extraordinary. 
In the dying patient only ordinary means of treatment need to be 
employed. 

84 
Dr. J. A. Perrone, in Linacre Quarterly, defends the use of 

extraordinary means until the patient refuses such means stating that 

patients "have the responsibility and the authority of the physician 

ends." 

Pivotal, in the finding of research literature, is the often 

quoted Allocution delivered to the International Congress of 

Anesthesiologists, November 24, 1957, by Pope Pius XII.85 Again, in 

86 
1957, Pius XII wrote on the morality of pain prevention. Further. 

83Ibid., p. 33. 

84 
J. A. Perrone, M.D., "The Right to Live,” Linacre Quarterly, 

34:4:334-336, November, 1967. 

85 
Pope Pius XII, "Allocution Delivered to the International 

Congress of Anesthesiologists," Acta Apostolicae Sedis, Vol. 49, 
November 24, 1957, pp. 1027-1033. 

86 
Pope Pius XII, "Morality of Pain Prevention," Catholic Mind, 

May-June, 1957, pp. 260-278. 
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elucidation of that Allocution was made in an address in 1958 on the 

87 
prolongation of life. Reference to these pronouncements are included 

in references from the professional publications in the next section. 

Speaks 

87 
Pope Pius XII, Address "The Prolongation of Life," Pope 

4:4:393-398, 1958. 
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PROFESSIONAL PUBLICATIONS 

Professional publications have been cited only in relation to 

the problem and references have been made contributory to the develop¬ 

ment of the study. Of major importance is the national publication of 

the American Medical Association, the Journal of the American Medical 

Association. This national journal will be treated later because of 

an important section of its publication subsequently organized. In 

88 
1961, The Lancet, London medical publication, carried a research study 

on terminal illness in the aged listing anxieties, pain, awareness of 

dying and death wishes expressed. Exton-Smith, the author, notes 

that nconstant medical attention and a high standard of nursing care 

are needed for patients whose illnesses have reached the terminal 

90 
stage.” Bean wrote for the Archives of Internal Medicine in 1963. As 

early as 1964 nurses raised questions about extraordinary means in the 

91 
R»N. publication. The nurse Shields describes an "86 year old's 

desire to die, yet filled, against his will with vitamins and 

88 
A. N. Exton-Smith, "Terminal Illness in the Aged," The 

Lancet, Vol. 2, August 5, 1961, pp. 305-308. 

89 
° ibid., p. 308. ' 

90 
William B. Bean, M.D., Editorial: "The Hopeless Case," 

Archives of Internal Medicine, Vol. 112, September, 1963, pp. 66-67. 

91Daisy Shields, R.N., "The Right to Die," RJfl,, 27:5:80-86, 
May, 1964. 
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92 
antibiotics." She states 

The medical profession has an honorable goal: to help give 

life and health to all. This goal is served well today by the 

power of Science. But Science is impersonal and does not recognize 

that every man and woman must some day die. If given a chance, 

it often prolongs life beyond all need and all reason. 

93 
and concludes 

This is one of the most pressing moral questions we in the hospitals 

face today. Does the very old and tired patient have the right to 

die, in peace and dignity? I think he does. 

94 
Jean Quint, R.N., writes for the official organ of the nurs¬ 

ing profession, the American Journal of Nursing, reviewing nursing 

difficulty with the dying. She has been working under the aegis of 

B.G. Glaser and Anselm L. Strauss researching the dying process. Quint 

makes these significant statements: 

Present concepts of dying need to be reassessed and their . 

influence over attitudes and practices in providing nursing care 
to patients recognized.... 

It is common practice for the nursing staff to protect them¬ 

selves from awkward situations by minimizing contact with patients 

who are not told they are dying.... 

Since dying is a social experience as well as biological one, 
it behooves us to consider seriously the consequences for patients 
who are not informed. 

92 
Shields, op. cit., p. 84. 

93Ibid., p. 85. 

94 
Jean Quint, R.N., "Obstacles to Helping the Dying," American 

Journal of Nursing, 66:7:158-1571, July, 1966. 
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The A.J,N. has carried articles on the question of the seriously ill, 

the dying, extraordinary means and machine medicine consistently 

through its publishing years. 

95 
Laforet, in the Archives of Internal Medicine, compiles 

96 
opinions of eminent physicians and surgeons. Whipple justifies 

radical cancer surgery with the following considerations: 

1. threat of the disease 

2. operative risk 

3. probability of cure and long-term survival 

4. assurance of relief of symptoms, even though palliative or 

temporary 

5. the ability of the patient to adapt to the dysfunction or 

deformity that may result. 

97 
Stone refutes the above with "feasability of technical success does 

not per se justify these operations and factors of patient comfort and 

98 
expense must be considered.,l Collins concludes that "no physician is 

obligated to institute extraordinary measures to save life, especially 

under impossible circumstances." 

95 
E. G. Laforet, M.D., "The 'Hopeless' Case," Archives of 

Internal Medicine, Vol. 112, September, 1963, pp. 314-326. 

96 
Ibid,, p. 316. (Whipple, Stone, Collins) 

97Ibid., p. 317. 

98Ibid., p. 316. 
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99 
Collins qualifies his conclusions however, in this opinion with 

reasons for the same: 

1* The physician is fallible, and the case may not be medically 
"hopeless." 

2. The physician by tradition has been committed to active conten¬ 

tion with disease. 

3. The physician is not competent to determine fully the "quality" 

of a given life or whether longevity is "fruitless." 

4. Even if with positive act, the physician who arrogates to him¬ 

self the prerogative of determining whether life shall continue 

or terminate by default is in an uncomfortable moral position. 

5. The discovery of new curative agents is an ever present possi¬ 

bility. 

6. Spontaneous regression of malignancies in apparently "hopeless" 

patients has been documented. 

7. Miraculous intervention is possible. 

8. The physician may find that self-recrimination at errors of 

omission is harsher than at errors of commission. 

9. Even a brief moment of mental lucidity in a moribund patient 

may be all-important for his spiritual welfare. 

10. "Extraordinary" means of treatment may result in cure. 

The Shavian couplet "Thou shalt not kill but need not strive 

Officiously to keep alive"100 

is a way of saying this succinctly but greatly oversimplified the issue. 

"ibid., p. 317. 

^^Ibid., p. 316. (Arthur Hugh Clough) 
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From the Annals of Internal Medicine Longcope^* reiterates the 

102 
thinking of previously cited publications. Elkinton for the same 

publication, notes 

The public is becoming much more aware and wants to know about 
these problems; after all, they not only are the final arbiters of 

the moral standards operative in our society—they are the 
patients.103 

and lists four main categories of dying patients in whose cases pro¬ 

longation of life is a problem; 

1. the patient with acute cardiac or respiratory arrest who 

required instant resuscitation. 

2. the patient whose prognosis is hopeless and who is being 

maintained on supportive therapy. 

3. the dying patient who is a potential cadaveric donor of an 

organ - (kidney, liver or heart) - to another. 

4. this last patient--he who is dying of an intractable disease 

but whose life may be prolonged and indeed rehabilitated by 

the transplantation of a living organ or the use of an artifi¬ 

cial organ. 

The problem of the first two types of patients are the ones 

most frequently met by physicians in their day-to-day practice. 

There are far fewer patients in the last two categories, but their 
problems currently are presenting dramatic examples of the moral 

101W. T. Longcope, "Methods and Medicine,” Annals of Internal 
Medicine, (Bull. Hopkins Hospital, 1932), "Not Strive Officiously to 

Keep Alive," 68:3:709, March, 1968. 

102 
J. Russell Elkinton, M.D., Editorial: "When Do We Let the 

Patient Die?" Annals of Internal Medicine, 68:3:695-670, March, 1968. 

103Ibid., p. 695. 
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and ethical dilemmas being posed by the rapid advances in bio¬ 

medical science. The fourth and last category, however, differs 

from the other three in that survival for a much longer period, 

and even rehabilitation, is under consideration, and hence grave 

socio-economic problems are raised as well.104 

Rhoadswrites for the Journal of the South Carolina Medical 

Association from a convocation address at Goshen College, Indiana, 

May 10, 1968. He refers to the resolution adopted by the World Medical 

Association^^ that 

under no circumstances is a doctor permitted to do anything that 

would weaken the physical or mental resistance of a human being 

except from therapeutic or prophylactic indications imposed in the 

interest of the patient. There is no right to risk an injury to 

one person for the benefit of others. 

Rhoads also speaks of ablative surgical procedures. He reinforces our 

107 
premise when he states 

Each generation seems to have problems compounded by the ever 
enlarging body of knowledge and skills at our disposal to prolong 

life a little longer. What we consider artificial and extra¬ 

ordinary measures today may be commonly accepted practice tomorrow. 

108 
Beecher, previously quoted, writes for the New England 

104Ibid., p.'696. 

105 
Paul S» Rhoads, M.D., ’’Moral Considerations in Prolongation 

of Life,” Journal of the South Carolina Medical Association, October, 

1968, pp. 422-428. 

106 
Ibid., p. 426. (Declaration of Helsinki: World Medical 

Association, 1964) 

107 iU/Ibid., p. 422. 

^^Beecher, loc. cit. 
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Journal of Medicine. State Medical Societies explore ethical problems 

through their State official publications. 

Two publications exploring the aging population and the 

problems of the aged are the American Psychological Association's 

109 110 official publication, The Clinical Psychologist and Geriatrics, 

which investigates government. Medicare, and the geriatric population. 

Science has compounded our medico-moral problems in the light 

of the use of extraordinary means and the foremost explorer is the 

Committee on Medicine and Religion section established in the Journal 

of the American Medical Association in 1966, although numerous articles 

are published outside of this section as well. Frequent reference of 

111 
Pope Pius XII Allocution are made throughout this publication from 

time to time as a basis and/or assistive proclamation in the use of 

extraordinary means. 

One question that looks on the later horizon of this publica¬ 

tion is whether only the physician enters into decision-making in the 

use of extraordinary means of treatment and care of the patient. 

109 
Sidney L. Pressey, "Clinical Psychology and the Older 

Person," The Clinical Psychologist, XXIs4;180-184, Summer, 1968. 

^Editorial: "Government and Geriatrics," Geriatrics, 24:6: 
24-28, June, 1969. 

Ill 
Pope Pius XII, loc. cit. 
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112 
Beecher qualifies 

Vested interests impinge on most moral choices. This situation 
is not different. It will be best to consider whence these pres¬ 
sures come. Their presence calls for caution. 

In the first place, from the patient's point of view, if 
conscious, he is not obliged to avail himself of extraordinary 
means of survival. A good case in point is the use of intermittent 
hemo-dialysis for the man with kidney failure. At a recent sym¬ 
posium, "Ethics in Medical Progress," (Ciba) considerable discussion 
was devoted to the question of whether it is suicide for a man who 
has the opportunity to avail himself of intermittent hemo-dialysis 
to reject it. The answer is surely no: the procedure is still 
experimental, and the subject has the right to withdraw it. It is 
an extraordinary process for maintaining life, and, therefore not 
obligatory.... 

Secondly, the family of the patient very often want to terminate 
their agonizing death watch; they urge that extraordinary measures 
be discontinued. 

Thirdly, some of those who have an interest in organ trans¬ 
plantation press for a new appraisal of what constitutes death so 
the organ sought may be taken while circulation continues. 

Fourthly, the hospital and society in general have a vested 
interest in terminating the appallingly costly and useless proce¬ 
dure of hopeless cases. Occupance of such a bed jeopardizes the 
salvageable. 

The presence of vested interests, however correct, raises the 
possibility of selfish rationalization, and is a warning of the need 
for caution. Then, too, a new definition of death, when there are 
those who have a vested interest in it, could lead to public 
questioning and doubt and an unfortunate blurring of the line 
between this and euthanasia. 

The unconscious patient with overwhelming brain damage can be 
maintained only by extraordinary means. When it becomes evident 
that the brain is dead, there is an obligation to discontinue 

112 Beecher, op. cit., pp. 1428-1429. 
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extraordinary supports. But one must remember that the termination 
of extraordinary care even for just reasons, with death to ensue, 

can have a shocking effect on observers. They must be made to 

understand the considerations present before the termination. 

113 
Cavanagh goes a step further involving decision-making 

We must recognize that the choice of further treatment may not 

be that of the physician. The patient has the first claim on what 

is to be done and if he indicates that his choice is to employ 

every possible means to prolong life as long as a spark remains, 

his wishes must be given every consideration. It is unlikely that 

he will do so. The second choice will be with the family who may 

wish to pursue treatment vigorously as long as life remains. If 

this is their desire, it must also be given serious consideration. 

The family, however, will usually be guided by the advice of the 

attending physician, who should bear in mind that the prolongation 

of life in the dying patient in extraordinary means is neither 

morally nor medically indicated. 

114 115 
Ford and Drew use Kelly in their determination of ordin- 

116 
ary versus extraordinary means. Laforet refers to the Ford-Drew 

article citing the following factors that must be weighed by the 

physician-counsellor: 

1. The patient's spiritual well-being: While not a prime 

responsibility of the physician, this element must be con¬ 
sidered when advising radical surgery. "Is the patient 

113 
Cavanagh, op. cit., p. 32. 

114 
J. C. Ford, and J. E. Drew, "Advising Radical Surgery: A 

Problem in Medical Morality," Journal of the American Medical Associa¬ 

tion, Vol. 151, February 28, 1953, pp. 711-716. 

115 
Gerald Kelly, S.J., "The Duty to Preserve Life," Theological 

Studies, Vol. 12, December, 1951, p. 550. "The Duty of Using Artificial 

Means to Preserve Life," Ibid., Vol. 11, June, 1950, p. 203. 

116 
Laforet, op. cit., p. 316. 
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prepared to die?” and "Would he be prepared, or better prepared 

if his life were prolonged?" are queries of importance. 

2. The patient's own desire to continue his life by extraordinary 

means; The balanced judgment of the patient must be con- * 

sidered. 

3. The expected length of survival and the degree of comfort ex¬ 

pected; These should be commensurate with the procedure-con¬ 

templated, 

4. The effect of the patient's survival on his associates; mem¬ 

bers of the family and the cost of continuous medical expenses 

and care. 

5. The advancement of science; This; is considered an important 

reason for advising radical surgery only when the patient 

wishes to contribute to science in this manner, or when it 

does not conflict in any way with his personal,interest. 

Increasingly, the medical profession is calling together, 

through its Department of Medicine and Religion, the resources of men 

of all religions and medical men from every part of the country. Many 

of these medical men have been already cited in this study. The titles, 

and names of participants, indicate considerations undertaken since the 

establishment of the Department. The most important aspect of their 

debates are the frequent reference, quoting and acceptance of the 

Pius XII Allocution message and the acceptance of participation of 

patient and family in decision-making at times of critical, debilitat¬ 

ing illness in which death is anticipated. 
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The pertinent article for 1966 in the JAMA cites Williamson. 

118 The year 1967 explored medical issues by Goff, Becker and 

119 120 121 Weisman, Reid and Williamson, and Whitlow. Significant contri¬ 

butions for 1968 included clarification of issues by George P. Fletcher 

122 123 (lawyer) and by Peeke, Monroe and Hulit. 

Manuscripts from a Program on Medicine and Religion for the 

Annual American Medical Association Convention of June 16, 1968 in 

San Francisco, California, were reprinted for the Journal of the 

117 
William P* Williamson, M.D., "Life or Death--Whose Decision?” 

Journal of the American Medical Association, 197:10:793-795, September 
5, 1966. ■■ ; ■"1 . ; ■ —7— 

^■^Willard F. Goff, M.D., "How Can a Physician Prepare His 
Patient for Death?” JAMA, 201:7:280, July 24, 1967. 

119 Arthur H. Becker, Ph.D., and Avery D. Weisman, M.D., "The 
Patient With a Fatal Illness,” JAMA, 201:8:646-648, August 21, 1967. 

120 Fred W. Reid, Jr., (Chaplain), and W. P. Williamson, M.D., 
"Prolongation of the Act of Dying,” JAMA, 202:2:162-163, October 9, 
1967. 

121 
Very Rev. Brian Whitlow, and Fred Rosner, M.D., "Extreme 

Means to Prolong Life,"JAMA, 202:4:373-376, October 23, 1967. 

122 George P. Fletcher, M.D., "Legal Aspects of the Decision 
Not to Prolong Life," JAMA, 203:1:65-68, January 1, 1968. 

123 A. P. Peeke, M.D., C. W. Monroe, M.D., and Bob E. Hulit, 
M.D., "The Physician's Obligation to His Patients," JAMA, 204:1:88-90, 
April 1, 1968. 
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124- 125 126 
American Medical Association with Moore, Lewis, and Collins 

127 
as contributors. Collins succinctly states the dilemma 

A dilemma in the area of medical practice concerns the recog¬ 
nition of life on the one hand and the decision to diagnose death 
conclusively on the other. Guided by the ethical principle 
inherent in the Hippocratic oath is the doctor's obligation to 
benefit his patient and at the same time do no harm. Adherence to 
the two parts of this oath is often the principle dilemma. 

Pastoral roles in the hospital are becoming ancillary to the 

medical profession particularly in the management and the care of the 

128 
terminally ill and the dying. Hughey cites the contribution that 

can be made in this area. 

124 
Francis D. Moore, M.D., "Medical Responsibility for the Pro¬ 

longation of Life," JAMA, 206:2:384-386, October 7, 1968. 

125 
Howard P. Lewis, M.D., "Machine Medicine and Its Relation 

to the Fatally 111," JAMA, 206:2:387-388, October 7, 1968. 

126 
Vincent J. Collins, M.D., "Limits of Medical Responsibility 

in Prolonging Life," JAMA, 206:2:389-392, October 7, 1968. 

127Ibid., p. 389. 

128 
Wilbur Lewis Hughey, "The Pastoral Significance of Relations 

in the Care of the Terminal Cancer Patient," (unpublished thesis, 
Indianapolis, Indiana, Butler University, Irwin Library, 1963). 
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MEDICAL-ETHICAL DISCOURSES 

London, according to the literature pursued, leads in dis¬ 

course on ethical research in the care of the terminally ill. Pro- 

129 ceedings of the Royal Society of Medicine labored over the problem 

of palliation in cancer which involved the areas of pain, informing the 

patient, radical surgery, use of radiotherapy and ablative procedures 

130 following radical surgery. Dr. Gavey, as panelist for these pro¬ 

ceedings, is the author of the book The Management of the hopeless* 

' 131 Case in 1952. The same Proceedings, in 1967, again explored extra¬ 

ordinary means, their use in relation to the “cost of life.1’ Fore¬ 

going considerations were all part of the papers and discussions on 

human dignity in death, the Allocution, professional ethics, use of 

ordinary means and shared decisions of doctor, patient and family. 

129 “T 

C. J. Gavey, M.D., "Discussion on Palliation in Cancer," 
Section on Surgery, Proceedings of the Royal Society of Medicine, 
Vol. 48, January 5, 1955, Sectional pages 35-42, London. 

13°Ibid., p. 38. 

^Proceedings of the Royal Society of Medicine. Published by 
the Royal Society of Medicine, 1 Wimpole Street, London, W 1, Vol. 60, 
No. 11, Part 2, November, 1967, "Symposium Number 9," "The Cost of 
Life," June 9, 1967. 
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lOO 
Proceedings of the Staff Meetings of the Mayo Clinic reveal 

contributions made to the philosophy of the use of ordinary means, 

particularly in informing the patient of cancer. Dr. Rynearson, 

active in 1960, as in the present day, states 

There can only be a physician with a heart--a physician who, 
as a person wants to be of service to another human being.... 

The truth is to be preferred to subterfuge, and an informed 
person is almost always more cooperative.... 

134 
Litin reinforces with this statement: n...the power of human beings 

to adapt themselves to the inevitable should never be underestimated." 

A colloquium ("a talking together") was held in Philadelphia, 

Pennsylvania, in September, 1967, whose set purpose was "an attempt to 

explore some of the factors that are good and right, bad or wrong in 

the following areas: 

1. scientific experimentation on human subjects 

2. the choice of who is to live and who is not to live 

3. the artificial prolongation of life (by means of dialysis, 
transplantation of organs) 

132 
E. M. Litin, E. H. Rynearson, G. A. Hallenbeck, G.B. 

Stickler, M. B. Dockerty, C. F. Gastineau, H. P. Rome, G. J. Thompson, 
and F. J. Heck, Symposium: "What Shall We Tell the Cancer Patient?" 
Proceedings of the Staff Meetings of the Mayo Clinic, Rochester, 
Minnesota, 35:10:239-257, May 11, 1960. 

133Ibid., p. 243. 

134Ibid., p. 250. 



-54- ... 

4. the patient's right to die with dignity (prolonged resusita- 
tion and euthanasia) 

5. the psychochemical manipulation of human intelligence. 

6. the genetic effect of medical advances and possible planned 
manipulation of the genetic basis of the human race 

7. the effect on human beings of overpopulation, environmental 
pollution and testing of nuclear weapons. uiis 

The term "biomedicine" looms clear in medical publication and discus- 

136 
sion. Dr. Leake in the aforementioned colloquium observes that 

"this fourth problem, concerning the right of a' patient to die" comes 

137 
from a non-medical participant. A Medical Times Special Article 

reports on Duke Medical Center, Durham, North Carolina, in a gathering 

of representative members of the community which included chaplain and 

supervisor of clinical training in the medical center, professor of 

surgery and two professors of medicine. The assembly was piloted by 

the editor of Medical Times and associate editor of Resident Physician, 

138 
J. T. Cleland. He writes: "each was to ask himself about the Why? 

135 
Annals of Internal Medicine, Supplement 7, Vol. 67, Septem¬ 

ber, 1967, No. 3, Part II, "The Changing Mores of Biomedical Research," 
(A Colloquium on Ethical Dilemmas from Medical Advances), pp. 1-83. 

136 
Chauncey D. Leake, Ph.D., "Technical Triumphs and Moral Mud¬ 

dles," Annals of Internal Medicine, Supplement 7, Ibid., p. 44. 

137 
Medical Times Special Article, "The Right to Live and the 

Right to Die," Medical Times, Vol. 95, No. 11, November, 1967, pp, 1171 
1196. 

8 
J. T. Cleland, Medical Times, Ibid., "Prologue," p. 1172. 
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and the What? and the How? of his own attitude to the enlarged issue of 

'The Right of the Patient to Live and to Die.,u This assignment was 

given to each participant, written independently, and is summarized in 

the editor's words 

brings to our attention the new problem of dying and death which 
medicine, by its amazing scientific ingenuity, has forced all men 
to acknowledge and with which all men must come to terms. 139 

In his ’’Epilogue" Cleland140 quotes Carl Sandburg's "Finish" - "Death 

comes once, let it be easy." 

141 
Dr. Eugene Stead, Jr., M.D., in his paper at Duke University 

presented a position paper on the subject of the right to die. The 

paper reinforces all previous citations in this chapter. The same 

article carries a summary of the entire symposium. 

Another significant seminar was held in Cincinnati, Ohio, in 

139 
^Ibid., p. 1172. 

140 
Ibid., "Epilogue," p. 1196./ 

141Eugene A. Stead, Jr., M.D., "The Right to Live and the Right 
to Die," Resident Physician, 14:3:62-66, March, 1968. 
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which Joseph Fletcher, S.T.D.^^ contributed. Postgraduate Medicine^** 

(Magazine of Applied Medicine), carries the Seminar reports which 

updates Fletcher's thinking and includes his term "dysthansia,'1 the 

omission of something that might prolong life. 

A report of the American Medical Association's Second National 

Congress on Medical Ethics: "Who Will Decide?" appeared in A.M.A. 

144 
News, October 28, 1968. Three doctors' articles were reviewed as 

follows: Bogdonoff, Morton D., "To Be the Patient's Advocate, the New 

Medical Students;" Leake, Chauncey D., "To Use Technical Triumphs, a 

Collective Responsibility;" and Ayd, Frank J., "To Guard Rights of the 

145 
Dying, New Death Criteria." 

146 
The Catholic Nurse likewise carried a review of each contri¬ 

butor's article from A.M.A. News. 

To date two significant declarations have been made which are 

142 • • • ••• “• . •* •-?: 
Joseph Fletcher, Morals and Medicine, loc. cit. 

143 ; 

Joseph Fletcher, S.T.D,, (Social Ethics) Faculty Members of 
University of Cincinnati, C. K. Hofling, C. R. Sowle, M. Levine, J. H. 
Vaughan, Ph.D., E. V. Hess, D.P, Graf, Seminar 2, Part 1, "When Should 
Patients Be Allowed to Die? — Some Questions of Ethics," Postgraduate 
Medicine, 43:4:197-200, April, 1968. 

144 
Report on the A.M.A.'s Second National Congress on Medical 

Ethics: "Who Will Decide?" A.M.A, News, October 28, 1968, pp. 12-13. 

146 
"Who Will Decide? (To Use Technical Triumphs)," The Catholic 

Nurse, XVII:3:29-35, March, 1969. 
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agreed upon. The first is a "Definition of Irreversible Coma"147 

prepared by Henry K. Beecher, as Chairman for the Ad Hoc Committee of 

the Harvard Medical School. Criteria again was based on Pius XII "The 

Prolongation of Life." The characteristics of irreversible coma in¬ 

cludes: 1) unreceptivity and unresponsivity, 2) no movements or 

breathing, 3) no reflexes, and 4) flat electroencephalogram. 

148 
The second edict stems from the World Medical Association 

"Declaration of Sydney" of August 7, 1968, which refers to the study 

of time of death. 

147 
Report of the Ad Hoc Committee of the Harvard Medical School 

to Examine the Definition of Brain Death, JAMA, 205:6:85-88, August 5, 
1968. 

148 
The World Medical Association, "Declaration of Sydney," 

(On Study of Time of Death), August 7, 1968. (Reprint from Files of 
the Journal of the American Medical Association), Chicago, Illinois. 
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AVENUES OF RESEARCH 

Senator Fred R. Harris, Oklahoma, upon request, sent the 

Hearings entitled "Research in the Service of Man." The first volume. 

Research in the Service of Man; Biomedical Knowledge, Development and 

149 
Use was the result of the Senate Committee on Government Research 

which is a fund of information of current biomedical achievement. 

Throughout this treatise there appears consistent probings into bio¬ 

medical application to man in illness, ethical uses and costs. The 

second volume. Research in the Service of Man: Biomedical Development, 

150 
Evaluation of Existing Federal Institutions, lists eminent public 

officials, physicians, public health officers, government researchers, 

et al., who contributed "prepared statements" to the assembly subcom- 

151 
mittee on biomedicine and use in institutions. Dr, Kline, President 

149 
Research in the Service of Man: Biomedical Knowledge, De¬ 

velopment and Use, A Conference sponsored by the Subcommittee on 
Government Research and the Frontiers of Science Foundation of Oklahoma 
for the Committee on Government Operations, U.S. Senate, October 24-27, 
1966, U.S. Government Printing Office, Washington, D.C., 1967, pp. 246. 

^^Research in the Service of Man: Biomedical Development, 
Evaluation of Existing Federal Institutions, Hearings before the sub¬ 
committee on Government Research of the Committee on Government Opera¬ 
tions, U.S. Senate, 90th Congress, First Session on Biomedical Develop¬ 
ment, Evaluation of Existing Institutions, February 28, March 1, 2, 3 
and 16, 1967, U.S. Government Printing Office, Washington, D.C., 1967, 
pp. 273. 

^^Kline, op. cit., p. 232. 
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of the American Academy of Neuropsychopharmacology concludes his state 

ment by quoting Alexander Pope, which fittingly sums up a large part 

of this literature: 

The proper study of mankind is Man. 
Placed on this isthmus of a middle state, 

A being darkly wise, and rudely great; 

With too much knowledge for the sceptic side, 

With too much weakness for the stoic's pride. 

He hangs between; in doubt to act or rest; 
In doubt to deem himself a god, or beast; 

In doubt his mind or body to prefer; 

Born but to die, and reasoning but to err; 

Sole judge of truth, in endless error hurl'd 

The glory, jest and riddle of the world.' 

In the introductory data, reference was made to Secretary- 

152 
General of the United Nations, U Thant and his research study pro¬ 

posal. Request returns from the United Nations Economic and Social 

152 . 
United Nations, New York, (AP), ”U.N. Studies Euthanasia,” 

Montana Standard, Butte, Montana, April, 1970, p. 1. 
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153 Council provided four publications from the Twenty-sixth Session 

’’Commission on Human Rights" Item 18 of the provisional agenda. This 

vast resource is a report of the Secretary-General and its contents 

are abridged in summary title "Human Rights and Technological Develop¬ 

ments." Some of the publication's content is based on the Final Act of 

the International Conference on Human Rights, Teheran, April 22 and 

May 13, 1968. Justification for the research is contained in the 

154 
Introduction which states 

The explosion of scientific knowledge and its technological 
application which has taken place has not been accompanied by an 
equally urgent and profound consideration of the implications 
thereof for human rights. 

United Nations Economic and Social Council, Commission on 
Human Rights, Report of the Secretary-General, "Human Rights and Scien¬ 
tific and Technological Developments," E/CN.4/1028, 26 Feb. 1970, pp.1-9 

United Nations Economic and Social Council, Commission on 
Human Rights, Report of the Secretary-General, "Human Rights and Scien¬ 
tific and Technological Developments," (cont.), E/CN.4/1028/Add. 3, 
4 March 1970, pp. 1-29. 

United Nations Economic and Social Council, Commission on Human 
Rights, Report of the Secretary-General, "Human Rights and Scientific 
and Technological Developments," E/CN.4/1028/Add. 2, 19 March 1970, 
pp. 1-37, 

United Nations Economic and Social Council, Commission on Human 
Rights, Report of the Secretary-General, "Human Rights and Scientific 
and Technological Developments," (cont.), E/CN.4/1028/Add. 1, 5 March 
1970, pp. 1-71. 

154 
Report of the Secretary-General, op. cit., E/CN.4/1028, 

February 26, 1970, p. 5. 
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155 Among other considerations which Teheran requested is "the balance 

which should be established between scientific, and technological pro¬ 

gress and the intellectual, spiritual, cultural and moral advancement 

of humanity." 

In connection with the consideration on organ transplants, 

We are faced in the world of today with an enormous population 
explosion. By the end of this century, the inhabitants of the 
earth will have doubled, and already more than half of the present 
population are living below the "bread line." Some part of this 
difficulty has been created by medical and para-medical advances-- 
for example, the control of malaria, and other epidemic diseases 
in various parts of the world. Is it justifiable to keep on trying 
to salvage, at great cost, more and more victims of chronic and 
irremediable diseases? Perhaps the doctor standing in a personal 
and emotional relationship to individual patients is not the right 
person to supply the answer. 

156 
The March 17, 1970 Report contains considerations on extra¬ 

ordinary means, i.e., renal dialysis, mutilating and radical surgery, 

cytotoxic drugs, irreversible coma, transplants, resuscitation, et al., 

157 
and sets forth "proposed further survey:'1 

It is suggested that studies may be called for in relation to 
the following questions; 

155 
Report of the Secretary-General, op. cit,, E/CN.4/1028, 

February 26, 1970, p. 6;- 

X56 
Report of the Secretary-General, op. cit., E/CN.4/1028/ 

Add. 3, March 4, 1970, p. 28. 

157Report of the Secretary-General, op. cit,, E/CN.4/1028/ 
Add. 2, March 19, 1970, pp. 21-22. 
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(i) Whether advanced medical techniques for the prolongation of 

_ . life should be applied to some patients as long as the cost 

involved curtails the provision of less sophisticated medi¬ 
cal care for the many; 

(ii) The criteria which should apply to the choice of recipients, 

if any, of such advanced medical attention and to the choice 
of recipients of transplanted organs while these are scarce; 

(iii) Whether there is a point beyond which intensive methods to 

keep incurably ill or very elderly patients alive should no 

longer be applied; 

(iv) Whether there is a point beyond which surgical technology 

should not be applied, for the prolongation of life or the 

relief of symptoms, if the result is severely to handicap 

the patient. 

This review of literature illustrates graphically that consider 

ations on extraordinary means has not been exhausted but is indicative 

of a continuous search for truth in the matter of man and his life. 



CHAPTER III 

ANALYSIS OF DATA 

INTRODUCTION TO THE ANALYSIS OF DATA AND INTERPRETATION 

This study was taken from the sampling of a population of 

two hundred thirty-four (234) persons answering a seventy (70) item 

questionnaire. The sampling included 61 percent female and 39 percent 

male population from the following areas: rural 48.5 percent, urban 

39.5 percent and metropolitan 12 percent. The questionnaire was com¬ 

puted according to classified information to include the general popu¬ 

lation and professional persons (physicians and registered nurses). 

Areas of concern included knowledge (experiential), questions of in¬ 

fluence, questions of age, questions of opinions (conjectures), ques¬ 

tions of philosophy of life (convictions), questions of extraordinary 

means and the self, and questions of extraordinary means and the sig¬ 

nificant others. 

The Chi square test of independence was used to compare the 

responses of professional persons with the general population on 

questions directed to the use of extraordinary means with regard to the 

self and the significant others. Questions 22 through 39 dealt with 

the areas pertaining to the self. Questions 40 through 49 and question 

70 dealt with the areas pertaining to the significant others. 

The Chi square test of independence was also used to compare 
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the responses of seven different age groups on questions concerning 

the use of extraordinary means with regard to the self and the signifi¬ 

cant others. Questions 22 through 38 and question 49 dealt with the 

areas pertaining to the self. Questions 40 through 48 and question 70 

dealt with the area pertaining to the significant others. 

Chi square provided the measure of discrepancy between the 

observed frequencies and those expected on the basis of independence. 

Where Chi square was significant at the 5 percent level, the null 

hypothesis was rejected, as a difference existed between the observed 

and expected values. The alternative hypothesis was then accepted that 

the two variables were associated. These statements of acceptance and 

rejection of the null hypotheses refer to Tables VIXX, IX, X, and XI. 

ANALYSIS AND INTERPRETATION OF QUESTIONS 1 THROUGH 20 
AND QUESTION 39: KNOWLEDGE (EXPERIENTIAL) 

This area related to knowledge (experiential) of respondents 

in the general population only in the grouping of questions 1 through 

20, and question 39. The professional persons, physicians and registered 

nurses were not used as comparative respondents on the premise that 

their knowledge in this area was exhaustive and did not merit compara¬ 

tive study with the general population. 

A review of Table I identifies the questions asked of the 

general population; the number of '’yes" responses made; and the 
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percentage of responses; and the number of "no" responses made, and the 

percentages of responses. 

Question 1; "Have you ever been sick?" Illness was experienced 

by 92 percent of the general population. Question 2: "Have you ever 

been a hospital patient?" Hospitalization was indicated by 78 percent 

of the general population. Knowledge of hospitals and medical exper¬ 

ience affected the response to question 39: "Does your hospital and 

medical knowledge make a difference in your answers?" 74 percent of 

the general population responded affirmatively to this question. 

Though 95 percent of the same population knew what a "coronary" was, 

(question 10), 70 percent did not know what a "monitor" was (question 

11). Knowledge beyond 80 percent response was noted on coronaries, 

coronary care units, extensive surgery, organ transplant, pacemaker, 

and respirator in questions asked on these aspects of medical care. It 

was assumed that present-day audiovisual media has contributed to wide¬ 

spread knowledge of current medical practice. Question 15: "Do you 

know what an organ transplant is?" indicated that 98 percent of the 

general population are cognizant of this procedure. Question 14: "Do 

you know what ^tilating surgery' is?" shows the general population's 

knowledge as only 59 percent. Serious illness and the witnessing of 

death have been experienced by 73 percent to 70 percent sequentially. 

A high degree of knowledge is evident about coronary and intensive 

care units. 



-66- 

Table I lists the number of responses and the percentages for 

questions 1 through 20 and question 39. The questions, as they 

appeared on the original questionnaire appear in this Table. 

TABLE I 

RESPONSES TO QUESTIONS 1 THROUGH 20 AND QUESTION 39: 
KNOWLEDGE (EXPERIENTIAL) 

General Population 

Question Yes Responses No Responses 

# % # % 

1. Have you ever been sick? 216 92 17 7 

2. Have you ever been a 
hospital patient? 184 78 49 20 

3. Did you ever have an intra¬ 
venous feeding? 84 35 150 64 

4. Did you ever have a blood 
transfusion? 39 16 194 82 

5. Did you ever have an 
abdominal operation? 72 30 160 68 

6. Did you ever have a heart 
attack? 10 4 223 95 

7. Did you receive care in a 
coronary unit? 77 2 224 95 

8. Have you ever experienced 
being with a seriously ill 
relative in the hospital? 171 73 62 26 

9. Have you ever witnessed 
death? 164 70 69 29 

10. Do you know what a 
ucoronary" is? 224 95 9 3 

11. Do you know what a 
"monitor" is? 164 70 69 29 
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TABLE I (continued) 

General Population 

Question Yes Responses No Responses 

# % % 

12. Do you know what a "coronary 
care unit" is? 188 80 43 18 

13 V Do you know what "extensive 
surgery" means? 197 84 35 14 

14. Do you know what 
"mutilating surgery" is? 139 59 86 36 

15. Do you know what an "organ 
transplant" is? 231 98 3 1 

16. Do you know what a 
"pacemaker" is? 203 86 30 12 •" 

17. Do you know what a 
"respirator" is? 217 92 15 6 

18. Do you know what an 
"intensive care unit" is? 225 96 6 2 

19. Do you know that visitors 
are restricted in a 
"coronary care unit"? 194 82 37 15 

20. Do you that visitors are 
restricted in an "inten¬ 
sive care unit"? 217 92 15 6 

39. Does your hospital and 
medical knowledge make a 
difference in your answers? 174 74 50 21 
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ANALYSIS AND INTERPRETATION OF QUESTIONS 68 AND 69: INFLUENCES 

Question 68 ’’Does your church belief about an 'afterlife' 

influence (affect) your responses to these questions?” was answered 

in the negative consistently for the general population, physicians and 

registered nurses. 

Question 69 ’’Does Medicare assistance make a difference in your 

outlook on extraordinary means to prolong life?” returned likewise in 

the negative. It is postulated that religious belief and cost were not 

considerations of significance in this study. 

Table II indicates the number of responses and percentages for 

questions 68 and 69. The questions, as they appeared on the original 

questionnaire appear in this Table. 

ANALYSIS AND INTERPRETATION OF QUESTIONS 50 THROUGH 55, 
QUESTION 66 AND QUESTION 37: AGE 

Concern throughout this study has dealt with the facet of age 

in relation to extraordinary means, disability and independence. 

Responses in these areas are consistently affirmative in the general 

population and with the ranks of doctors and nurses. The latter groups, 

i.e., doctors and nurses, respond with higher percentages than the 

general population. Age does influence responses for the affirmative 

when the question (50) was asked "Would age, especially advanced age. 
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change your answers to any of these questions?” 

Question 51 ’’Would the age of eighty (80) be undesirable if 

you were sick and could not care for yourself?” indicated that 76 

percent of the general population would find age eighty (80) undesir¬ 

able under these circumstances. Doctors and nurses responding to this 

same question answered with 82 percent and 84 percent sequentially in 

the affirmative. Knowledge and experience in the care of the sick 

and aged with incapacity of the same affects professional persons* 

responses. 

Question 52 referred to competence and age in "Do you con¬ 

sider the age of eighty (80) old, if you had the ability to care for 

yourself?" In lieu of independence at the age of eighty (80), all 

categories responding affirmed by negative response that age and 

independence are desirable. 

Physicians and nurses exceed the general population in the 

question of extraordinary means in which questions 37, 55, and 66 were 

investigated. Question 37 asked "Would age, especially advanced age, 

change your answer to any of the above questions?" Question 55 asked 

"If * extraordinary means' prolonged your life, but made the days 

'difficult,' would you still choose these techniques and treatments?" 

Question 66 inquired "Were your reflective thoughts on 'extraordinary 

care* revised by consideration of old age?" 
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Reference to revised responses in question 37 and question 66 

affirmatively agree in all categories that old age could make a dif¬ 

ference in choosing the use of extraordinary means. Doctors and nurses 

were again significantly higher in their responses. Question 55 sub¬ 

stantiates the above responses when the qualifying condition "difficult 

days" is introduced as a condition for accepting of extraordinary means 

of care. 

Table III illustrates the number of responses and percentages 

for questions 50, 51, 52, 55, 66 and 37. The questions, as they 

appeared on the original questionnaire appear in this Table. 

ANALYSIS AND INTERPRETATION OF QUESTIONS 53, 54 AND 56: 
QUESTIONS 63, 64 AND 38: OPINIONS (CONJECTURES) 

Questions 53, 54 and 56 have been grouped for analysis and 

interpretation on the basis of opinion, i.e., conjectures expressed 

in the tool. 

Questions 53 and 54 asked: "Could you stand to be 'sick' for 

a long time? (many years?)" and "Could you stand to be ’in pain' for a 

long time? (many years?)." The general population responded to both 

questions with a "no" response of 62 percent and 63 percent sequen¬ 

tially. The medical professionals, i.e., doctors, responded negatively 

with 45 percent and 43 percent sequentially on the two questions. This 

makes their responses less disparate than that of the general population. 
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Nurses* responses on the same questions were in greater unison with 

80 percent and 78 percent sequentially. 

Question 56 nDo you want to be dependent on others in old age?" 

tabulated responses in the negative thus: General population 96 per¬ 

cent; physicians 93 percent; and nurses 100 percent. Nurses ultimately 

project their experience and observations into their own thinking and 

life style. 

Question 63 "Do you find the thought of death fearful to you?" 

commanded a negative response consistently. 61 percent of the general 

population does not find thought of death fearful to them. 65 percent 

of the physicians questioned and 50 percent of the nurses likewise 

questioned do not find this thought fearful. 

Question 64 asked if the thought of death is comforting in the 

event of serious illness, and tabulated the general population at 

64 percent, doctors at 54 percent, in the affirmative. Nurses, for the 

same question 64, responded differently with 70 percent "yes" and 21 

percent "no" answers. This nurse response indicated a consistent higher 

response to ordinary means, opinions and conjectures than the other 

groups concerned. 

Question 38, though treated in the Chi square correlation 

analysis, is reviewed here in terms of percentages as a question of 

conjecture also. The question asked was "Did you ever think of the 

possibility of a serious illness or accident and its consequences?" 
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Here the general population and nurses responded affirmatively with 

88 percent each, and physicians responded "yes” with 95 percent 

affirmative answers. 

Table IV illustrates the number of responses and percentages 

for questions 53, 54 and 56; and question 38. The questions, as they 

appeared on the original questionnaire appear in this Table. 

ANALYSIS AND INTERPRETATION OF QUESTIONS 57 THROUGH 62; 
QUESTIONS 65, 67 AND 70: PHILOSOPHY OF 

LIFE (CONVICTIONS) 

Questions 57, 58 and 62 are grouped; questions 59 and 60 are 

considered individually; questions 65 and 67 are grouped; and ques¬ 

tions 61 and 70 are grouped for considerations. This grouping facili¬ 

tated an analysis and interpretation on the basis of philosophy of 

life, i.e., convictions expressed through the questionnaire by parti¬ 

cipating respondents. As previously, the general population and the 

professional groups were cited. 

Question 57 "Do you believe we should always make every effort 

to prolong life?" returned in the negative with 77 percent saying 

"no," for the general population. Doctors and nurses likewise re¬ 

sponded in the negative with a higher percentage of 84 percent and 86 

percent sequentially. 

Question 58 "Do you believe it is enough to give ordinary 

medical and nursing care to all age groups?" obtained response from the 
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general population with 24 percent "yes" and 71 percent "no;” doctors 

responded "yes” 19 percent and ’'no" 78 percent; and nurses responded 

9 percent "yes" and 88 percent "no." 

Question 62 "Do you believe we spend too much time and effort 

in preserving life?" was considered in this grouping because it indi¬ 

cated some inconsistency in responses to questions 57 and 58. The 

general population indicated 31 percent feel we do spend too much time, 

and 59 percent feel we do not spend too much time and effort in pre¬ 

serving life. Nurses*responses to the question fit more closely to 

the general population than do the physicians' responses. Nurses say 

"yes" 25 percent and "no" 60 percent, while physicians say "yes" 43 

percent and "no" 50 percent. Doctors perhaps would be inclined to 

spend less time and effort to preserve life if their Hippocratic oath 

responsibility did not hold them to the obligation. As indicated in 

the review of literature, there is now a shift of interpretation of 

the oath in recent years. 

Question 59 asked "Do you believe it is enough to give ordinary 

medical care to age groups beyond seventy (70) years of age?" In this 

question evidence showed that the general population expects more than 

ordinary medical care to age groups beyond the age of seventy (70) with 

24 percent response in the affirmative and 71 percent in the negative. 

Doctors responded with 19 percent f,yes" and 78 percent "no" responses, 

while nurses responded with 9 percent in the affirmative and 88 percent 
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in the negative. 

Question 60 asked in this manner nDo you believe that life 

must be saved at all cost and effort?1* The consensus in all three 

groups that cost and effort need not be used to save life: general 

population 72 percent; physicians 78 percent; and nurses 80 percent. 

Questions 65 and 67 were considered as comprehensive thought 

questions. Question 65 asked "Have you had previous reflective 

thoughts on what your desires are for maintaining a long life through 

medical care?" This question examined previous thought on the sub¬ 

ject and all groups indicated previous thinking in the matter: general 

population 65 percent; doctors 71 percent and nurses 70 percent in an 

affirmative "yes" response. Question 67 explored thus "Will this list 

of questions stimulate you to look more realistically at 'extraordi¬ 

nary means' to prolong life and health?" This question viewed the 

influence the questionnaire might have on future thinking. The general 

population and nursesranked higher in positive responses with 47 per¬ 

cent "yes" and 48 percent "no;" and 54 percent "yes" and 41 percent 

negative answers. 

In a somewhat different category are questions 61 and 70 in 

that they considered expressions of choice in the amount of care 

desired and adherence to these decisions. Question 61 inquired "Do 

you believe that you should express your desire for the amount of care 

you wish, and have that wish respected (and adhered to)?" All 
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categories of respondents agreed to this question and affirmed expres¬ 

sion of the degree of care desired and wishes respected. Question 70 

indicated that significant others are not consistently informed of 

convictions on the use of extraordinary means as the question asked 

"Is your family aware of your belief on what kind of care and treatment 

you would want in case of accident, illness or old age?" Returns from 

the general population was 54 percent "yes" and 42 percent "no"; 

doctors 73 percent "yes" and 26 percent "no"; nurses 60 percent "yes" 

and 37 percent "no." Consequently, the professional ranks informed 

significant others of their desires more frequently than has the 

general population. 

Table V illustrates the number of responses and percentages 

for questions 57 through 62, and questions 65, 67 and 70. The questions, 

as they appear on the original questionnaire appear in this Table. 
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ANALYSIS OF QUESTIONS 26 THROUGH 36 AND QUESTION 55: 
EXTRAORDINARY MEANS AND THE SELF 

Table VI was a definitive Table which illustrated the responses 

to questions 26 through question 55. Questions 26 through 38 were 

given the Chi square interpretation only. 

ANALYSIS OF QUESTIONS 40 THROUGH 49: EXTRAORDINARY MEANS 
AND THE SIGNIFICANT OTHERS 

Table VII was a definitive Table which illustrated the 

responses to questions 40 through 49. Questions 40 through 49 were 

given the Chi square interpretation only. 
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ANALYSIS AND INTERPRETATION OF QUESTION 22 THROUGH 38 AND 
QUESTION 49: AGE GROUPS AND USE OF EXTRAORDINARY 

MEANS AND THE SELF 

The responses made to Questions 22 through 38 and Question 49 

by both the professional groups and the general population with re¬ 

spect to age were analyzed by use of the Chi square test of independence. 

These questions measured opinions of the groups toward the use of 

extraordinary means with relation to the self. The hypothesis for this 

is stated: Hypothesis 1: There is no significant difference of 

opinion among the age groups toward the use of extraordinary means 

with regard to the self. The Chi squares as depicted in Table VIII 

indicated that significant differences of opinion existed between health 

professionals and the general population in age groups toward the use 

of extraordinary means and the self. Questions 22, 26, 27, 28, 29, 

30, 31, 32, 34, 35, 37 and 49 were found to be of significance at the 

.05 level. 

Reference to the full statement of the question can be found 

in Appendix B, pages 103, 104, and 105. 

The significant areas of concern (significant data) refer to: 

Question 22: visitor restrictions 

Question 26: revival care in cardiac arrest 

Question 27: electrical heart stimulation in cardiac arrest 
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Question 28: 

Question 29: 

Question 30: 

Question 31: 

Question 32: 

Question 34: 

Question 35: 

Question 37: 

Question 49: 

second electrical heart stimulation in cardiac 
arrest 

brain surgery for malignant tumor 

brain surgery for serious accident injury 

lung surgery for lung cancer 

abdominal surgery for abdominal cancer 

blood transfusions allowed 

intravenous feedings allowed 

advanced age would change responses 

knowledge of medicine would make a difference 
in response to the use of extraordinary means 

TABLE VIII 

ANALYSIS OF CHI SQUARE TEST OF INDEPENDENCE FOR RESPONSES TO 
QUESTIONS 22 THROUGH 38 AND QUESTION 49: AGE GROUPS 
AND THE USE OF EXTRAORDINARY MEANS AND THE SELF 

Question # Chi Square Significant Question # Chi Square Significant 

22 14.51 * 31 22.30 * 

23 9.34 32 36.17 * 

24 5.67 33 4.60 

25 7.92 34 19.80 k 

26 16.85 * 35 17.58 k 

27 19.73 * 36 5.04 

28 29.88 * 37 12.98 k 

29 41.22 •k 38 2.26 

30 22.45 -k 49 17.66 k 

Critical value of ^ (degrees of freedom) df = 1 
(Alpha) CPC * *05 is 12.59. 
^Significant at the .05 level. 
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ANALYSIS AND INTERPRETATION OF QUESTIONS 40 THROUGH 48 AND 
QUESTION 70: AGE GROUPS AND THE USE OF EXTRAORDINARY 

MEANS AND THE SIGNIFICANT OTHERS 

The responses made to Questions 40 through 48 and Question 70 

by both the professional groups and the general population with respect 

to age were analyzed by use of the Chi square test of independence. 

These questions measured opinions of the groups toward the use of 

extraordinary means with relation to the significant others. The 

hypothesis for this is stated: Hypothesis 2: There is no significant 

difference of opinion among the age groups toward the use of extra¬ 

ordinary^ means with regard to significant others. The Chi squares as 

depicted in Table IX indicate that the significant differences of 

opinion existed between health professionals and the general popula¬ 

tion in age groups toward the use of extraordinary means and the sig¬ 

nificant others. Questions 42, 43, 44, 45, 4b, 47 and 70 were found 

to be of significance at the .05 level. 

Reference to the full statement of the questions can be found 

in Appendix B, pages 104, 105 and 107. 

The significant areas of concern (significant data) refer to: 

Question 42: brain surgery for malignant tumor 

Question 43: brain surgery for serious accident injury 

Question 44: lung surgery for lung tumor 

Question 45: revival care in cardiac arrest 
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Question 46: 

Question 47: 

Question 70: 

blood transfusions allowed 

intravenous feedings allowed 

knowledge of medicine would make a difference 
in response to the use of extraordinary means 

TABLE IX 

ANALYSIS OF CHI SQUARE TEST OF INDEPENDENCE FOR RESPONSES TO 
QUESTIONS 40 THROUGH 48 AND QUESTION 70: AGE GROUPS AND 

THE USE OF EXTRAORDINARY MEANS AND THE 
SIGNIFICANT OTHERS 

Question # Chi Square Significant 

40 7.49 

41 7.25 

42 46.39 * 

43 19.68 * 

44 16.06 * 

45 25.70 * 

46 30.12 * 

47 25.70 * 

48 3.87 

70 23.12 * 

Critical value of , (degrees of freedom) df = 1 
(Alpha) <?<_ ~ .05 is 12.59. 

*Signifleant at the .05 level. 
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ANALYSIS AND INTERPRETATION OF QUESTIONS 22 THROUGH 38: 
EXTRAORDINARY MEANS AND THE SELF 

The responses made to Questions 22 through 38 by both the pro¬ 

fessional groups and the general population were analyzed by use of 

the Chi square test of independence. These questions measured opinions 

of the groups toward the use of extraordinary means with relation to 

the self. The hypothesis for this is stated: Hypothesis 3: There is 

no significant difference of opinion among health professionals and the 

general population toward the use of extraordinary means with regard 

to the self. The Chi squares as depicted in Table X indicated that 

significant difference of opinion existed between health professionals 

and the general population toward the use of extraordinary means with 

regard to the self. Questions 23, 25, 29, 33, 34, 35, and 37 were 

found to be of significance at the .05 level. 

Reference to the full statement of the questions can be found 

in Appendix B, pages 103, 104. 

The significant areas of concern (significant data) refer to: 

Question 23: regular hospital visitors and regular hospital 
care 

Question 25: regular hospital care for a heart attack 

Question 29: brain surgery for a malignant tumor 

Question 33:. use of the respirator 

Question 34: allowing blood transfusions 
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Question 35: allowing intravenous feedings 

Question 37: factor of age making a difference in responses 

TABLE X 

ANALYSIS OF CHI SQUARE TEST OF INDEPENDENCE FOR RESPONSES TO 
QUESTIONS 22 THROUGH 38: EXTRAORDINARY 

MEANS AND THE SELF 

Question # Chi Square Significant Question # Chi Square Significant 

22 .567 31 .224 

23 5.66 * 32 .154 

24 2.11 33 6.84 * 

25 8.63 * 34 4.81 * 

26 .287 35 64.13 * 

27 .352 36 2.86 

28 2.02 . 37 7.65 * 

29 8.73 * 38 3.12 

30 1.73 

Critical value of , (degrees of freedom) df <■* 1 

(Alpha) (p<^ « .05 is 3.84. 

^Significant at the .05 level. 

ANALYSIS AND INTERPRETATION OF QUESTIONS 40 THROUGH 49 AND 
QUESTION 70: EXTRAORDINARY MEANS AND 

THE SIGNIFICANT OTHERS 

The responses made to Questions 40 through 49 and Question 70 

by both the professional groups and the general population were 

analyzed by use of the Chi square test of independence. These 
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questions measured opinions of the groups toward the use of extra¬ 

ordinary means with relation to the significant others. The hypothesis 

for this is stated: Hypothesis 4: There is no significant difference 

of opinion among health professionals and the general population toward 

the use of extraordinary means with regard to significant others. The 

Chi squares as depicted in Table XI indicated that significant dif¬ 

ferences of opinion existed between health professionals and the general 

population toward the use of extraordinary means and the significant 

others. Questions 46, 48, 49 and 70 were found to be significant at 

the .05 level. 

Reference to the full statement of the questions can be found 

in Appendix B, pages 104, 105 and 107. 

The significant areas of concern (significant data) refer to: 

Question 46: allowing blood transfusions 

Question 48: thoughts on consequences of serious illness or 
accident 

Question 49: family awareness with regard to care and treat¬ 
ment in case of serious illness, accident and 
old age 

Question 70: knowledge of medicine would make a difference 
in response to use of extraordinary means 
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TABLE XI 

ANALYSIS OF CHI SQUARE TEST OF INDEPENDENCE FOR RESPONSES TO 

QUESTIONS 40 THROUGH 49 AND QUESTION 70: 

EXTRAORDINARY MEANS AND THE 

SIGNIFICANT OTHERS 

Question # Chi Square Significant 

40 2.66 

41 2.56 

42 .826 

43 2.28 

44 .469 

45 1.10 

46 9.40 * 

47 1.66 

48 6.05 * 

49 29.52 * 

70 12.20 * 

Critical value of X : , (degrees of freedom) df = 1 

(Alpha) <7^ 0 .05 is 3.84. 

^Significant at the .05 level. 

CONCLUSIONS 

Chi square test of independence: Chi square test of indepen¬ 

dence provided the measure of discrepancy between the observed fre¬ 

quencies and those expected on the basis of indepencence. 

Where Chi square was significant at the .05 level, the null 

hypotheses were rejected and the alternative 1 hypotheses were'-adcepted 
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that the two variables were associated. 

This interpretation applied to Tables VIII, IX, X, and XI, and 

generally applied to the four null hypotheses posited in this study. 



CHAPTER IV 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

SUMMARY 

The problem undertaken was one of concern in the use of extra¬ 

ordinary means in the aged, the critically ill and the dying. It was 

conjectured that people today hold different opinions in the use of 

extraordinary means. The population at large (general population) and 

professional groups (physicians and registered nurses) were surveyed 

through the use of a questionnaire exploring seven areas of concern: 

knowledge (experiential), questions of influence, questions of age, 

questions of opinions (conjectures), questions of philosophy of life 

(convictions), questions of the use of extraordinary means with regard 

to the self and with regard to the significant others. The sampled 

groups included high school students, college students, college faculty 

members, business and professional women's group. Rotary organization, 

physicians and registered nurses, active*^independent nursing home 

residents, and inactive-dependent nursing home residents. Question¬ 

naires (two hundred and forty) were submitted and two hundred and 

thirty-four (97.5 percent) were returned for analysis. Sampling, with 

regard to age, included ages fifteen to ninety-one; sex included male 

and female; distribution of population included metropolitan, urban 

and rural areas. 
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Null hypotheses were used. Within each category of items 

referring to the hypotheses, questions were both,accepted and rejected 

in part. The null hypotheses were: 

Hypothesis 1: There is no significant difference of opinion among the 

age groups toward the use of extraordinary means with 

regard to the self. 

Hypothesis 2: There is no significant difference of opinion among the 

age groups toward the use of extraordinary means with 

regard to the significant others. 

Hypothesis 3: There is no significant difference of opinion among 

health professionals and the general population toward 

the use of extraordinary means with regard to the self. 

Hypothesis 4: There is no significant difference of opinion among 

health professionals and the general population toward 

the use of extraordinary means with regard to the 

significant others. 

Questions in some areas were analyzed comparatively by per¬ 

centages of responses by groups and questions in other areas were 

analyzed by the use of the Chi square test of independence. Analysis 

was illustrated in the tables with interpretations for each set of 

questions evaluated. The hypotheses were tested at the .05 level of 

significance in this study. 
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CONCLUSIONS 

Conclusions made from the study, on the basis of data obtained, 

revealed evidence supportive of the use of ordinary means when ques¬ 

tions of age, dependence, pain, and the possibility of difficult days 

qualified the questions asked. There was evidence of a high degree of 

knowledge of medical and nursing techniques and treatments and care 

of an extraordinary nature, in the general population. 

158 
Contrary to Brantner who stated that "as a society we fear 

death and through our fear we foster it," the study indicated a high 

percentage in all groups not fearful of death. It was likewise found 

that death was a comforting thought in lieu of serious illness. - 

Age does affect responses with regard to extraordinary means, 

particularly advanced age of eighty and beyond that age. No group 

considered itself "old" at eighty years if active and independent. 

Significance on questions asked regarding the self and the 

significant others in the use of extraordinary means was high and 

comparable in all groups surveyed in many areas. This was evidenced 

in the Chi square tests of independence at the .05 level of significance. 

A review of tables, as set forth in this study, have multiple 

implications and warrant further study. 

*“^John P. Brantner, Ph.D., "’U1 Psychologist Decries Fear of 
Death," Minneapolis Star, Minneapolis, Minn., January 16, 1971, p. 8. 
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RECOMMENDATIONS 

The following recommendations appear to be indicated: 

1. Deletion of some of the items in the questionnaire used. 

2. Larger sampling of the population in the sixty-five to 

ninety year groups. 

3. Comparative studies within religious denominations on the 

use of extraordinary means in the care of the critically ill and the 

dying. 

4. Studies related to age and resuscitative measures. 

5. Studies which involve the physician with regard to the 

patient and relatives' wishes and decisions. 

6. Studies which explore nurses' involvement in extra¬ 

ordinary means to include attitudes and feelings experienced would 

be of value. •- 
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APPENDIX A 

AUTHORIZATION FOR USE OF THE QUESTIONNAIRE (TOOL) 

Montana State University 
714 Hedges North Hall 
Bozeman, Montana 59715 
14 April 1970 

TO WHOM IT MAY CONCERN: 

Sister Mary Gerald Maiers, OSB, R.N., is a Master's student at the 
Montana State University. 

This student is pursuing information dealing with attitudes and the 
use of extraordinary means of care in serious illness in the form 
of a questionnaire. She is authorized to use this tool in partial 
fulfillment of the requirement for her Master's Degree in Medical- 
Surgical Nursing. 

The responses from this questionnaire are not individually identified 
in any way. We would appreciate your cooperation in completing the 
questionnaire to be used as an informational tool. 

Thank you for attention to this request. 

Very sincerely. 

Laura C. Walker, Ph.D. Director 
Montana State University 
School of Nursing 
Bozeman, Montana 
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APPENDIX B 

INSTRUCTION SHEET FOR QUESTIONNAIRE 

THIS LIST OF SEVENTY (70) QUESTIONS IS PRESENTED TO YOU.AS A 

RESEARCH (INVESTIGATIVE) STUDY AS PART OF THE REQUIREMENT OF THE 

MASTERS DEGREE IN NURSING. 

IT IS PRESENTED TO YOU TO EXPLORE YOUR ATTITUDES AND KNOWLEDGE 

ON MEDICAL/NURSING CARE AND TREATMENT WITH CONSIDERATION OF "EXTRA¬ 

ORDINARY MEANS." 

APPRECIATION IS EXPRESSED TO YOU FOR YOUR SINCERE ANSWERS TO 

THIS QUESTIONNAIRE. 

IN THE FOLLOWING BOX PLEASE STATE: 

AGE IN YEARS: (YOUR LAST BIRTHDAY) / / 

IN THE FOLLOWING BOXES PLEASE CHECK: 

SEX: MALE ! / 

FEMALE / / 

PROFESSION: DOCTOR / 

NURSE EZ / 

ON THE FOLLOWING PAGES, PLEASE ANSWER EACH QUESTION BY CHECKING YOUR 
RESPONSE: 

EXAMPLE YES NO 

TAKE AS MUCH TIME AS YOU NEED TO ANSWER THE QUESTIONS. 

MAKE YOUR RESPONSES QUICKLY AND THOUGHTFULLY. 

BEGIN ON THE NEXT PAGE NOW. 

COMPLETE ALL PAGES. 

THANK YOU 
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QUE STIONNAIRE 

RESPONSES-CHECK ONE 

YES NO 

1. HAVE YOU EVER BEEN SICK? 

2. HAVE YOU EVER BEEN A HOSPITAL PATIENT? 

3. DID YOU EVER HAVE AN INTRAVENOUS FEEDING? 

4. DID YOU EVER HAVE A BLOOD TRANSFUSION? 

5. DID YOU EVER HAVE AN ABDOMINAL OPERATION? 

6. DID YOU EVER HAVE A HEART ATTACK? 

7. DID YOU RECEIVE CARE IN A CORONARY UNIT?' 

8. HAVE YOU EVER EXPERIENCED BEING WITH A 

BERIOUSLY ILL RELATIVE IN THE HOSPITAL? 

9. HAVE YOU EVER WITNESSED DEATH? 

10. DO YOU KNOW WHAT A "CORONARY” IS? 

11. DO YOU KNOW WHAT A "MONITOR" IS? 

12. DO YOU KNOW WHAT A "CORONARY CARE UNIT" IS? 

13. DO YOU KNOW WHAT "EXTENSIVE SURGERY" MEANS? 

14. DO YOU KNOW WHAT "MUTILATING SURGERY" IS? 

15. DO YOU KNOW WHAT AN "ORGAN TRANSPLANT" IS? 

16. DO YOU KNOW WHAT A "PACEMAKER" IS? 

17. DO YOU KNOW WHAT A "RESPIRATOR" IS? 

18. DO YOU KNOW WHAT AN "INTENSIVE CARE UNIT" IS? 
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RESPONSES-CHECK ONE 

YES NO 

19. DO YOU KNOW THAT VISITORS ARE RESTRICTED 
IN A "CORONARY CARE UNIT?" 

20. DO YOU KNOW THAT VISITORS ARE RESTRICTED 
IN AN "INTENSIVE CARE UNIT?" 

21. DO YOU HAVE SUFFICIENT KNOWLEDGE ABOUT 
HOSPITAL TECHNIQUES, MEDICAL CARE AND 
TREATMENTS? 

22. WOULD YOU FIND VISITOR RESTRICTION DIFFI¬ 
CULT TO ACCEPT IN SERIOUS ILLNESS? 

23. WOULD YOU PREFER REGULAR HOSPITAL VISITORS 
AND REGULAR HOSPITAL CARE FOR ALL ILLNESS? 

C
M

 WOULD YOU PREFER RESTRICTED HOSPITAL 
VISITORS AND RESTRICTED UNIT CARE FOR 
SEVERE ILLNESS? 

25. WOULD YOU CONSIDER REGULAR HOSPITAL CARE 
ENOUGH IF YOU HAD A HEART ATTACK? 

26. WOULD YOU EXPECT REVIVAL CARE IF YOUR 
HEART STOPPED BEATING? 

27. WOULD YOU EXPECT ELECTRICAL HEART STIMU¬ 
LATION IF YOUR HEART STOPPED BEATING? 

28. WOULD YOU EXPECT ELECTRICAL HEART STIMU¬ 
LATION A SECOND TIME, IF YOUR HEART 
STOPPED BEATING? 

29. WOULD YOU ACCEPT BRAIN SURGERY IF YOU 
HAD A CANCEROUS (MALIGNANT) TUMOR? 

30. WOULD YOU ACCEPT BRAIN SURGERY IF YOU 
WERE IN A SERIOUS ACCIDENT? 

31. WOULD YOU HAVE A LUNG REMOVED IF YOU 
HAD A LUNG CANCER? 
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RESPONSES-CHECK ONE 

YES NO 

32. WOULD YOU SUBMIT TO EXTENSIVE ABDOMINAL 
SURGERY IF YOU HAD ABDOMINAL CANCER? 

33. WOULD YOU AGREE TO THE USE OF A RESPIRA¬ 

TOR-TO KEEP YOU ALIVE? ■ 

34. WOULD YOU ALLOW BLOOD TRANSFUSIONS TO BE 
GIVEN TO YOU TO PROLONG LIFE IF YOU HAD 
A TERMINAL ILLNESS? 

35. WOULD YOU ALLOW INTRAVENOUS FEEDINGS TO 
BE GIVEN TO YOU TO PROLONG LIFE IF YOU 
HAD A TERMINAL ILLNESS? 

36. WOULD YOU AGREE TO ALL TECHNIQUES AND 
TREATMENTS POSSIBLE TO SUSTAIN YOUR LIFE? 

37. WOULD YOUR AGE, ESPECIALLY ADVANCED AGE, 
CHANGE YOUR ANSWER TO ANY OF THE ABOVE 
QUESTIONS? 

38. DID YOU EVER THINK OF THE POSSIBILITY OF A 
SERIOUS ILLNESS OR ACCIDENT AND ITS 
CONSEQUENCES? 

39. DOES YOUR HOSPITAL AND MEDICAL KNOWLEDGE 
MAKE A DIFFERENCE IN YOUR ANSWERS? 

40. WOULD YOU WANT A MEMBER OF YOUR FAMILY IN 
A ’’CORONARY CARE UNIT,” IF A HEART ATTACK 
OCCURRED? 

41. WOULD YOU WANT A MEMBER OF YOUR FAMILY IN 
AN "INTENSIVE CARE UNIT,” IF SERIOUS 
ILLNESS OCCURRED? 

42. WOULD YOU WANT A MEMBER OF YOUR FAMILY TO 
HAVE BRAIN SURGERY, IF A BRAIN TUMOR 
OCCURRED? 



-105- 

RESPONSES-CHECK ONE 

YES NO 

43. WOULD YOU WANT A MEMBER OF YOUR FAMILY TO 
HAVE BRAIN SURGERY, IF A SERIOUS ACCIDENT 
OCCURRED? 

44. WOULD YOU WANT A MEMBER OF YOUR FAMILY TO 
HAVE A LUNG REMOVED, IF A LUNG TUMOR 
OCCURRED? 

45. WOULD YOU WANT A MEMBER OF YOUR FAMILY TO 
HAVE HEART REVIVAL PROCEDURES PERFORMED, 
IF A "CARDIAC ARREST" OCCURRED? 

46. WOULD YOU WANT A MEMBER OF YOUR FAMILY TO 
HAVE BLOOD TRANSFUSIONS IN THE EVENT OF 
TERMINAL ILLNESS TO PROLONG LIFE? 

47. WOULD YOU WANT A MEMBER OF YOUR FAMILY TO 
HAVE INTRAVENOUS FEEDINGS, IN THE EVENT 
OF TERMINAL ILLNESS, TO PROLONG LIFE? 

•
 

00 DID YOU EVER THINK OF A SERIOUS ILLNESS OR 
ACCIDENT AND ITS CONSEQUENCES FOR A MEMBER 
OF YOUR FAMILY? 

49. DOES YOUR HOSPITAL AND MEDICAL KNOWLEDGE 
MAKE A DIFFERENCE IN YOUR ANSWERS WHEN CON¬ 
SIDERING A MEMBER OF YOUR FAMILY? 

50. WOULD AGE, ESPECIALLY ADVANCED AGE, CHANGE 
YOUR ANSWERS TO ANY OF THE ABOVE QUESTIONS? 

51. WOULD THE AGE OF EIGHTY (80) BE UNDESIRABLE 
IF YOU WERE SICK AND COULD NOT CARE FOR 
YOURSELF? 

52. DO YOU CONSIDER THE AGE OF EIGHTY (80) OLD, 
IF YOU HAD THE ABILITY TO CARE FOR 
YOURSELF? 

53. COULD YOU STAND TO BE "SICK?' FOR A LONG 
TIME? (MANY YEARS?) 
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RESPONSES-CHECK ONE 

54. COULD YOU STAND TO BE "IN PAIN" FOR A 
LONG TIME? (MANY YEARS?) 

YES NO 

55. IF "EXTRA-ORDINARY MEANS" PROLONGED YOUR 
LIFE, BUT MADE THE DAYS "DIFFICULT" WOULD 
YOU STILL CHOOSE THESE TECHNIQUES AND 
TREATMENTS? 

56. DO YOU WANT TO BE DEPENDENT ON OTHERS 
IN OLD AGE? 

57. DO YOU BELIEVE WE SHOULD ALWAYS MAKE 
EVERY EFFORT TO PROLONG LIFE? 

58. DO YOU BELIEVE IT IS ENOUGH TO GIVE 
ORDINARY MEDICAL AND NURSING CARE TO 
ALL AGE GROUPS? 

59. DO YOU BELIEVE IT IS ENOUGH TO GIVE 
ORDINARY MEDICAL CARE TO AGE GROUPS 
BEYOND SEVENTY (70) YEARS OF AGE? 

60. DO YOU BELIEVE THAT LIFE MUST BE SAVED 
AT ALL COST AND EFFORT? 

61. DO YOU BELIEVE THAT YOU SHOULD EXPRESS 
YOUR DESIRE FOR THE AMOUNT OF CARE YOU 
WISH, AND HAVE THAT WISH RESPECTED 
(AND ADHERED TO)? 

62. DO YOU BELIEVE WE SPEND TOO MUCH TIME 
AND EFFORT IN PRESERVING LIFE? 

63. DO YOU FIND THE THOUGHT OF DEATH 
FEARFUL TO YOU? 

64. WOULD THE THOUGHT OF DEATH BE COMFORTING 
TO YOU IN THE EVENT OF SERIOUS ILLNESS? 
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RESPONSES-CHECK ONE 

65. HAVE YOU HAD PREVIOUS REFLECTIVE THOUGHTS 
ON WHAT YOUR DESIRES ARE FOR MAINTAINING 
A LONG LIFE THROUGH MEDICAL CARE? 

YES NO 

66. WERE YOUR REFLECTIVE THOUGHTS ON "EXTRA¬ 
ORDINARY CARE" REVISED BY THE CONSIDERATION 
OF OLD AGE? 

67. WILL THIS LIST OF QUESTIONS STIMULATE YOU TO 
LOOK MORE REALISTICALLY AT "EXTRA-ORDINARY 
MEANS" TO PROLONG LIFE AND HEALTH? 

68. DOES YOUR CHURCH BELIEF ABOUT AN "AFTER-LIFE" 
INFLUENCE (AFFECT) YOUR RESPONSES TO THESE 
QUESTIONS? 

69. DOES MEDICARE ASSISTANCE MAKE A DIFFERENCE 
IN YOUR OUTLOOK ON "EXTRA-ORDINARY MEANS" 
TO PROLONG LIFE? 

70. IS YOUR FAMILY AWARE OF YOUR BELIEFS ON WHAT 
KIND OF CARE AND TREATMENT YOU WOULD WANT 
IN CASE OF ACCIDENT, ILLNESS AND OLD AGE? 

NOTE: DID YOU FILL OUT THE AGE, SEX, AND PROFESSION RESPONSES ON THE 
INSTRUCTION SHEET? 
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