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Disconnecting a Ventilator at the Request of
a Patient Who Knows He Will Then Die:

The Doctor’s Anguish

Recent]y we assisted in withdrawing life support from
a patient who had repeatedly asked to have his venti-
lator disconnected, even after being informed that he
would then die. We found little in the medical literature
to guide us, especially at the feeling level, so we are
sharing our experience with the hope that others will
find our emotional responses, reasoning, and proce-
dures useful.

The Case

Mr. Larson was a 67-year-old, obese white man. At
23 years of age he developed poliomyelitis and ““spent
six weeks in an iron lung.”” His neurologic recovery
was virtually complete, and he resumed a reasonably
normal life.

In November 1990, he noted the onset of rapidly
progressive dyspnea and weakness in his extremities. A
month later, he was hospitalized. He was endotrache-
ally intubated and then underwent a tracheostomy to
provide continuous mechanical ventilation. Numerous
attempts to wean the patient from the ventilator always
failed within 1 to 2 minutes. He was alert and frustrated
by his ventilator dependence and demonstrated some
symptoms of situational depression. After careful pul-
monologic and neurologic evaluation, his condition was
attributed to ““post-polio syndrome.”

When the patient asked if he would ever be able to
live without the ventilator, pulmonary and neurology
consultants told him that he would always be ventilator
dependent. One consultant felt that he might improve
enough to be taken off the ventilator during the day but
that he would probably continue to need it at night. All
consultants concurred that he would never become to-
tally ventilator independent. The patient listened and,
after thinking it over, asked to have ventilatory support
discontinued. He stated that he realized he would die
without such support.

A psychiatrist evaluated the patient and agreed that
he was somewhat depressed, although not severely
enough to affect his decision-making capacity. After
some initial reservations, the patient’s family (one
grown daughter and two grown somns) showed strong
support for his decision. The patient consistently made
it clear that living on continuous mechanical ventilation,
with the comnsequent inability to speak, rendered the
quality of his life unacceptable. He continued to express
his wish to discontinue ventilation over a 2-week period
and asked to be heavily sedated in the process. Because
of his unwavering request, we were called in as ethics
consultants.
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Ensuring That Ventilator Withdrawal Is Right for the
Patient

We believe that after careful consideration in selected
cases, withdrawal of the ventilator from an awake pa-
tient, allowing a natural death to occur, is the right
thing to do. We object to the term ‘‘passive euthana-
sia”; it is not killing the patient. It is instead stepping
aside and allowing the disease to take its natural course
when that course is the consistent choice of a compe-
tent patient. The question then is whether that choice is
ethically supportable in a particular patient. What do we
need to consider before making this decision? And if we
do decide to disconnect the ventilator, how can that be
done with compassion to minimize or eliminate the pa-
tient’s suffering?

We accept the ethical and legal principles that pa-
tients have the right to refuse medical treatment, even
when they may die as a result. However, we have an
obligation to verify that the refusal of life-sustaining
treatment is the durable request of a mentally compe-
tent, well-informed patient. In Mr. Larson’s case, we
needed more information before we could respond to
his request. We identify seven actions that must be
addressed before such a request should be acted on.

1. Clarify the prognosis.

2. Be assured of the patient’s decision-making capac-
ity (and of the absence of a medically significant
depression that might temporarily affect his or her
judgment).

3. Assure durability of the patient’s wish.

4. Identify any coercive influences, either personal or
financial.

5. Explore concurrence of all family members.

6. Explore concurrence of all members of the health
care team.

7. Consider legal mandates.

During the 1 week of our consultation, we talked
repeatedly to the patient, separately to all three chil-
dren, and also to some close friends of the family. One
son appeared to have some misgivings, but they really
represented, as further inquiry revealed, his great un-
happiness about his father’s condition. After coming to
terms with those feelings, he agreed with his father’s
decision. We continued to explore the attitudes of all
family members. From an ethical perspective, the pa-
tient’s wishes should be respected, -and unanimous
agreement from the family is not necessarily required.
However, we did obtain unanimons agreement from the
family in support of our patient’s decision.

‘We concluded that for Mr. Larson, withdrawal of the
ventilator was both legally and ethically supportable,
recognizing the right of competent, informed adults to
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refuse medical treatment. Then came the particularly
difficult question: How could this be done with compas-
sion and with a minimum of suffering?

Discontinuing Mechanical Ventilation in a Conscious
Patient

The Patient’s Right to Sedation

Discontinuing mechanical ventilation is a uniquely
difficult process for the patient, the family, the physi-
cian, and other members of the health care team.
Regardless of how strongly the patient may wish to
have this done, the sudden feeling of suffocation that
results leads to a visceral panic. This sensation consti-
tutes the greatest of suffering. Therefore, we believe
that it is mandatory to provide sedation to awake pa-
tients before ventilation is withdrawn. Any use of sed-
ative or narcotic analgesic medication to relieve the
unwanted sensations would also reduce respiratory
drive; the two are inseparable. It is a physiologic real-
ity, then, that sedating the patient probably accelerates
death by some small measure of time. However, it had
been determined through multiple previous attempts to
wean this patient from the ventilator that death would
occur anyway, so sedating the patient would not in
itself cause the death.

In Mr. Larson’s case, we did not advise on the types
or doses of sedatives, but we did encourage adequate
sedation. We suggested that the attending physician
consult with an experienced pulmonologist-intensivist
on the details of ventilator withdrawal, including dosing
of sedation. We acknowledge that titrating sedation is
difficult when the goal is relief of suffering without de-
liberately inducing a respiratory arrest. Marked variabil-
ity in both individual needs and drug tolerance further
complicates these estimates. Ideally, the patient will be
heavily sedated but will continue to maintain his or her
respiratory efforts.

Our Planning

We submitted our ethics consultation report to the
team and were informed by the intern that the discon-
nection was to be done 3 days later, on 25 February
1991 at 10:00 a.m. We suggest selecting a particular
time for several reasons: It allows further time to assure
durability of the patient’s request, and it allows the
patient and family to say final good-byes, decide who
will be present, arrange last rites, and so forth; in ad-
dition, selecting a time early in the day ensures that the
physician and primary nurses are available in case the
patient does not die right away and needs further com-
fort and support. A disadvantage of setting a specific
time is that any delay will be a further stress for the
patient and family.

Final details were planned with the patient and the
health care team. The patient requested that several
members of his family be present (they wanted to be
there), while others would wait in an adjoining room.
The primary care team discussed who would do the
disconnection and decided that the pulmonary consult-
ant and attending staff physician would administer sed-

atives and disconnect the ventilator. We saw our role as
ethics consultants finished.

The Disconnection

Loving family had been present throughout Mr.
Larson’s stay, and their numbers increased as the time
of disconnection approached. By 9 a.m., 25 Febrmary,
13 family members and close friends were at the pa-
tient’s bedside awaiting the disconnection. All antici-
pated that this would lead to the patient’s death. We
were not in attendance. At 9:30 a.m., we received a call
from a distraught intern telling us that the family was
there and all were ready. However, both the pulmono-
logist and the attending physician would not be avail-
able until 5 hours later, at 3 p.m. The intern felt that
she alone would have to disconnect the wventilator,
something she was not technically or emotionally pre-
pared to do and had never done before. The primary
care team had not verified the pulmonary consultant’s
availability when the disconnection was planned. The
attending physician had been called away unexpectedly
and had delegated this job to the intern. We believed
very strongly that this would not be an appropriate
procedure for the anxious intern to do alone. Although
we were both technically qualified as pulmonologist-
intensivist and internist to perform the disconnection,
we felt that being involved this way was beyond our
role as ethics consultants. (We believe that an experi-
enced pulmonologist-intensivist should always be in-
volved.) Nevertheless, the patient had already waited a
week while we had undertaken the seven actions out-
lined earlier, and we felt it would be cruel for him and
his family to wait any longer. So with much trepidation,
we decided that we would provide sedation and discon-
nect the ventilator ourselves. After this experience, we
conclude that the attending physician shouwld be the
main player, with a pulmonologist-intensivist in atten-
dance to provide necessary technical expertise. This is
not a job for interns or inexperienced physicians.

We talked with the patient again to see if he still
wanted this to be done and informed him that we would
be performing the disconnection. He said ‘‘yes” em-
phatically. The family and other members of the health
care team agreed. We told the patient we could not
know exactly what dose of medication would be ideal
and that we might err in either direction. We explained
that if we judged low in our estimate, he would suffer
from dyspnea. We asked his permission to reconnect
the ventilator briefly if that happened, so that we could
calmly administer additional medication. We would then
disconnect again. He hesitated, but agreed. We again
reminded him and the family that he might not die
immediately. We told them that although we did not
expect it, there was a slight chance he might continue
to breathe for 24 hours or more. Our tests indicated he
would not be able to breathe on his own, but occasion-
ally patients live longer than we expect. If such was the
case, we planned to start an intravenous drip of mor-
phine to ensure his comfort.

A venous line was placed. We looked into the face of
an alert man who we knew would soon die. Our more
rational intellects told us that his disease, not us, would

1 August 1992 + Annals of Internal Medicine » Volume 117 + Number3 255




be the cause of his death. Deep feelings, on the other
hand, were accusing us of causing death. From deep
within us, feelings were speaking to us, making accusa-
tions, ““You are really killing him, practicing active eu-
thanasia, deceptively rationalizing with your intellects
that there is a difference.” These were not new feelings,
but they were now greatly intensified as we stood there
next to the patient, preparing to use syringes containing
midazolam and morphine. Both are known respiratory
depressants, which at high doses would be effective in
active euthanasia and even at therapeutic doses would
at least cause some respiratory depression and perhaps
an earlier death. Nevertheless, midazolam and mor-
phine were medically indicated to provide comfort to
withdraw the ventilator in compliance with his request.
We respected his right to refuse further life dependent
on the ventilator. A heavy feeling of intense emotion
consumed both of us as we slowly injected midazolam
and morphine, watching the patient closely so we could
produce the desired level of drowsiness. He reached
what we thought was the correct end point, and one of
us disconnected the tube to the ventilator while the
other was poised at the catheter in case more medica-
tion was necessary. We stood frozen as Mr. Larson
continued to take shallow but regular breaths. We felt
some relief; at least we had not sedated the patient so
heavily that this alone would cause his immediate
death.

Within a minute or so, the patient turned slightly
cyanotic and began to struggle. With trembling hands,
we pushed more midazolam and morphine, reaching
final total doses of 15 mg midazolam and 30 mg mor-
phine sulfate. (These doses apply directly to this patient
and are not recommended for anybody else; people
differ greatly in their tolerances.) Mr. Larson seemed
comfortable, breathing shallowly at a rate of 28/minute.
He exchanged smiles with his daughter, who stood
holding his hand across the bed. He appeared reason-
ably comfortable and relaxed. We both felt a great
heaviness and deep sense of anxiety. To facilitate com-
munication among the 13 friends and family, we re-
quested further support by the patient advocate (who
had also been involved throughout the earlier discus-
sions). Several family members provided regular up-
dates to family members in the adjoining room. His
daughter, the primary nurse, the intern, and the two of
us remained at his bedside. Mr. Larson did not struggle
further. About 30 minutes passed, although it seemed
like hours. The patient then gradually slipped into a
coma. Forty-five minutes after the disconnection, his
breathing became irregular and stopped. He was not
attached to any monitors, which probably reduced the
strain on the family during the final minutes. His heart
continued to beat for several minutes, first regularly,
then with pauses. We took turns listening and waited
until we were certain that he had died. Fifty-three min-
utes after he was disconnected from the ventilator, we
pronounced him dead.

Although we received grateful hugs from the family
and thanks from the health care team, we were struck
by the gravity of what we had done. Doubts kept creep-

ing into our minds. We each experienced a wave of
disquieting emotion, feelings that we had killed this
patient who would have otherwise continued to live
connected to the ventilator. We knew intellectually that
he had the legal and ethical right to refuse this medical
treatment, but the gravity of his decision and our par-
ticipation haunted us. We returned to our immediate
commitments of caring for other patients, one of us
responding next to the need of a patient who wanted
medical help for a pulmonary problem to prolong his
life. Both of us remained preoccupied throughout the
afternoon thinking about Mr. Larson and what we had
done. Our respective medical careers have generally
been devoted to responding to patient wishes to post-
pone death and to prolong life. We’ve seen our patients
die of their various diseases, but now our acquiescence
in allowing his death caused us much anguish. This
anguish continued in both of us for several days. One of
us sought counsel from a psychiatrist who reinforced
our belief that we did the right thing, counteracting
those deep feelings that somehow we had killed this
patient. Gradually we came to terms with what had
happened. We had been in a complicated situation in
which technology was sustaining life artificially, and we
had acted on this patient’s choice to refuse that treat-
ment. Our consciences were clear, but we were left
feeling very impressed with how difficult it had been to
honor this man’s request.

It is beyond the usual role of ethics consultants to
take over patient care responsibilities and actually per-
form ventilator withdrawal. We do not intend to make it
our practice to do this because it is really the appropri-
ate role of the care-providers, who should enlist the
help of a pulmonary-intensivist. We appreciate what we
have learned from this unusual experience. After a pe-
riod of reflection, we are no longer anxious about this
decision, and we believe that we did the right thing in
respecting Mr. Larson’s request. Having witnessed
from the bedside the suffering and the determination of
this patient and his family, we feel better equipped to
counsel other physicians whose patient care responsi-
bilities will require them to grapple with similar end-of-

life dilemmas.

Miles J. Edwards, MD

Susan W. Tolle, MD

Oregon Health Sciences University
Portland, OR 97201

Annals of Internal Medicine. 1992;117:254-256.

The name of our patient was changed to protect patient confidentiality,
and the family granted permission to share his story.
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be surprising for two different, although well-accepted, statis-
tical techniques to produce strikingly different results when
performing the same calculation.

Andrea Messori, PharmD
Giovanna Scroccaro, PharmD
Nello Martini, PharmD

Hospital Pharmacy

Ospedale Policlinico Borgo Roma
Verona, Italy
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In response: Messori and colleagues are correct that, as
editors, we must be wary of results from non-validated, home-
grown statistical programs. However, the possibility of calcu-
lation errors is not the only reason for this caution. Ironically,
the authors of the letter may have provided an excellent ex-
ample of the other reason.

Hommes and associates did not indicate what kind of soft-
ware they used. This may have been an editorial oversight,
since we usually ask that all software be cited or its source
described. However, their published results are confirmed ex-
actly by a reanalysis using two commercial programs (Egret [1]
for logistic regression and StatXact [2] for Mantel-Haenszel
analyses). The disparity noted by Messori and associates prob-
ably occurred because they used the Hauck (3) estimator of
the log odds ratio variance, which has been superseded by the
Robins-Breslow-Greenland (4) estimate. The Hauck formula is
not used in commercial programs because it gives inaccurate
results when there are small cell sizes and few tables, both of
which occurred here. Thus, while Messori and colleagues are
correct to warn that nonvalidated software can have computa-
tional errors, of equal concern is that such programs often do
not use formulae chosen by experts.

Finally, Messori and colleagues’ assumption that various
“well-accepted™ methods should produce similar outcomes is
not always correct. Even with commercial software, different
assumptions underlying various analytical approaches can pro-
duce quite different results. Statistical expertise is necessary to
understand why. This raises the wider issue of the problems
posed by having powerful statistical techniques widely avail-
able on personal computers to researchers not familiar with
their nuances or limitations. But that is a subject for a future
commentary.

Steven N. Goodman, MD, PhD. MHS
Associate Editor
Annals of Internal Medicine
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Reflections on the D'octor’s Anguish

To the Editors: 1 read with interest the article by Edwards
and Stolle (1) and felt great sympathy for the physicians. To

usher people comfortably out of life is an important part of the
physician’s job. This ideal is often agreed to in principle but is
often not fulfilled in practice.

It appears that, after careful planning, the specialist and the
attending physician delegated this delicate task to an intern.
There is no one to whom such a responsibility should be
shifted, especially an unattended trainee.

The authors appeared to require the concurrence of all fam-
ily members in the decision to disconnect the ventilator. It is
in no way incumbent upon a competent patient refusing to
accept further medical treatment to convince all his family
members that his is the right choice. It is more convenient if
everyone agrees and perhaps, if disagreement had been
present, appropriate counseling might have been offered. Phy-
sicians do “‘have an obligation to verify that the refusal of
life-sustaining treatment is the durable request of a mentally
competent, well informed patient.” It is all too common in
geriatrics that a competent person has taken the trouble to
make known his or her wishes in the form of advance direc-
tives. Most such directives ask that certain types of invasive
therapies be foregone; however, when the person is no longer
able to speak for him- or herself, these wishes may be coun-
termanded by a family member (known in the east as “‘the son
from California Syndrome™’).

The law appears to support compliance with the patient’s
directives, whereas practice often does not. 1 hope that your
article will not be misconstrued as supporting requirement of
family consensus in these decisions.

Joan Weinryb, MD

Temple University

Albert Einstein Medical Center
Philadelphia, PA 19141
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To the Editors: We applaud Drs. Edwards and Tolle for their
frankness and sincerity. Their article highlights the real differ-
ence between making an ethical decision as an ethicist and
carrying out such a decision as a doctor.

Our experience with similar cases of “‘postpolio syndrome™
using an ‘‘iron-lung™ for overnight ventilatory assistance
prompts us to suggest that the list of options also include:

8. Obtain hospital ethics committee approval in order to
include lay people who represent the common nonprofes-
sional opinion.

9. Insist that specialist medical staff who are to be involved
are informed and agree to do sedation and disconnection.
(This seems to have been neglected in the reported case.)

It emphasizes the need to maintain respect for the patient’s
autonomy, to help with important clinical decisions when the
patient is able to indicate his or her wishes, and to provide
relief from suffering in all stages of an illness.

A. B. Baker

John Stokes

D. R. Bowie
University of Otago
Dunedin, New Zealand

To the Editors: It is a physician’s first obligation to ensure
that the diagnosis, prognosis, and options are properly evalu-
ated before making a recommendation to the patient and be-
fore responding to a patient’s request. If the diagnosis of
impending respiratory failure had been made promptly in No-
vember 1990, when the patient had progressive dyspnea, per-
haps he could have explored his options before emergency
hospitalization and intubation. After he stabilized in the hos-
pital, experienced respiratory care could have helped him to
re-establish speech using a cuffless tracheostomy or by deflat-
ing the cuff (2), possibly adding a Passy-Muir tracheostomy
speaking valve (Irvine, California) if needed. Alternatively,
mouth-positive or nasal-mask positive ventilation are noninva-

78 1 January 1993 + Annals of Internal Medicine » Volume 118 + Number 1

b




sive options that are particularly important to consider for
someone without swallowing or aspiration problems. Peer
counseling should not be overlooked. The opportunity to dis-
cuss the pros and cons with someone with a similar condition
who is using a ventilator at home should be encouraged. The
International Ventilator Users Network and the International
Polio Network can be of assistance. The case as presented
suggests that this 67-year-old man might easily have progressed
to many hours a day of “*free time” off the ventilator, with
ability to speak while on and off the ventilator.

The literature on withdrawal of ventilator life support is
large, and citing some references would be useful to the reader
(3-5).

Edward Anthony Oppenheimer, MD
Southern California Permanente Medical Group
Los Angeles, CA 90027
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To the Editors: Drs. Edwards and Tolle (1) describe the
emotional and ethical issues in withdrawing mechanical venti-
lation. They emphasize the conflict between the value of se-
dation to patient comfort and the medical concern about the
decrease in respiratory drive and possible hastening of death.

We have found a variation of the ““terminal weaning” de-
scribed by Grenvik (2) to be valuable. Ventilatory support,
withdrawn gradually over a few hours using decreasing levels
of mechanical ventilation or pressure support, plus small doses
of intermediate-duration narcotics and benzodiazepines, allow
minimal sedation and respiratory depression consistent with
patient comfort. In the fully conscious patient, patient-con-
trolled analgesia devices allow the patient to initially balance
sedation and relief of dyspnea. However, unlike Dr. Grenvik’s
procedure, we do not routinely check arterial blood gases,
because the sole goal of our therapy is patient comfort in
dying. In our experience, several patients have been able to
achieve conscious extubation, allowing them valuable time in
the company of their families.

This difference in sedation techniques remains contingent on
an appropriate and considered process of decision making as in
any withdrawal of life-sustaining therapy.

Michael J. Buran, MD
Methodist Hospital of Indiana
Indianapolis, IN 46202
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To the Editors: It was most heartening to read an account by
two medical doctors who are obviously compassionate, caring,
and insightful. 1 hope that their courageous action on behalf of
their dying patient will open up this heretofore taboo subject
area of medicine. .

Fortunately, Drs. Tolle and Edwards did the only humane
thing possible, given the circumstances, and honored their
patient’s last request that he die quietly and with dignity. The
doctors are to be congratulated on this very brave step into the

unknown world of the future. 1 hope that other doctors and
health care workers will be able to divorce themselves from
the present technology, which dictates that the patient keep
breathing and suffering, despite the fact that the soul has
already gone ahead.

Dorothy R. Stewart
305 West 16th Street
Vancouver, WA 98660

To the Editors: Edwards and Tolle are to be congratulated
for bringing this sensitive issue to the forefront for discussion.
However, 1 was struck by the absence of the nurses in the
description.

In my ongoing study of nursing care of dying patients, crit-
ical care nurses describe a common scenario in which a phy-
sician writes an order for extubation and sedation and then
leaves the unit. The nurse is left to deal with the technical
aspects of discontinuing life-sustaining technology, providing
comfort, and supporting the patient or family as the patient
dies. Evidence suggests that nurses initially experience some
of the same feelings as the authors express but may come to
see this responsibility not as difficult or depressing, but as a
caring act focused on the relief of suffering. This comes from
repeatedly touching death by ministering to the patient at the
bedside during the last minutes or hours of life.

Although nurses sometimes express anxiety or anger at phy-
sicians for leaving them alone with the task of withdrawing the
life support and dealing with the family, they do not want to be
excluded from the situation. This would rob the patient and
family of the best possible care. Often the patient may live for
an undetermined time after life support is withdrawn.

The authors suggest that the pulmonologist-intensivist and
attending physician be in attendance and provide the technical
expertise; however, this appears to be unusual. Understand-
ably, physicians may not be able to linger at the bedside
waiting for the patient to die. However, nurses express the
wish that they be supported either by the physician’s presence
or availability as the patient goes through the process of dying.

Perhaps the best approach would be to treat each situation
individually, drawing on the strengths and nature of the estab-
lished relationship of each health professional, regardless of
their discipline. The goal would be to make dying the best
possible experience for patient and family. Nurses are likely to
see death not as a failure of cure but as a ‘‘once-in-a-lifetime™
experience that is of the utmost significance for each individual
and should be treated with respect and caring attention. In this
context, the comprehensive care of a dying patient should be a
priority for all concerned.

Peggy L. Wros MSN, RN
Oregon Health Sciences University
Portland, OR 97201

To the Editors: We are grateful to Drs. Edwards and Tolle,
two caring, competent physicians who wrote of their anguish
in disconnecting a fully competent, ventilator-dependent pa-
tient from the ventilator at the patient’s request (1). Their
courageous and candid presentation has given us much cause
for thought, reflection, and some consternation.

What are the limits of patient autonomy? The patient did not
appear to suffer from a terminal illness except for ventilatory
insufficiency of neuromuscular cause. After a week of intense
and time-consuming consideration, the physicians were satis-
fied that their patient wished to die rather than be ventilator-
dependent. How was this decision made? It is relatively easy
to present material to gently guide patients or their health care
proxies along the pathways of our own biases. Did this partic-
ular patient know that there are many patients with neuromus-
cular disorders (for example, quadriplegics) who live chroni-
cally on ventilators in which an uncuffed endotracheal tube
allows for speaking during expiration? These patients often live
at home and are cared for by family members after a period of
training. Would meeting some of these patients have lifted the
patient out of his depression? Depression and suicide ideation
are not uncommon in the initial phases of rehabilitation after a
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serious illness. How does one decide that a request for with-
drawal of life support constitutes a ‘“‘durable request of a
mentally competent, well-informed patient?”” How long is du-
rable? It is the common experience of psychiatrists that many
mentally competent, even “‘well-informed”” patients who have
attempted suicide feel quite different about ending their lives
after appropriate treatment.

When does terminating a nonterminally ill patient’s life sup-
port become routine? Edwards and Tolle (1) tell us that the
‘‘disconnection’ was scheduled to occur at a certain time. If
these disconnects become more frequent, do we risk the dan-
ger of lessening the thought and consideration given to any
particular case? Could not the next logical step be to admin-
ister heavy sedation and concentrated potassium chloride just
before the patient is to be disconnected? Why do physicians
need to be involved at all? Disconnecting a patient from a
ventilator is comparatively easy and does not require any par-
ticular expertise. An appropriate ““discontinue ventilation’” or-
der, with all the requisite forms and signatures, could make the
matter of ending life a part of hospital practice with no more
emotional content than the writing of an antibiotic order.

What is the effect on the physician of withdrawal of life
support in these circumstances? This (1) issue has received
little attention in the ethical literature and may be the most
bothersome of all. We are members of a profession whose
credo has been ‘‘above all do no harm.” The original oath of
Hippocrates stated ““I will give no deadly medicine if asked,
nor suggest any such counsel . . .”” (2). Since antiquity, we and
the public we serve have defined us as sustainers of life and
comfort. Thus, the effect on the physician who deliberately
terminates life must be profound, as Edwards and Tolle testi-
fied. Might the practice be limited to only those physicians
who are “‘tough enough to take it’? Although Edwards and
Tolle are adamant that they no longer experience any anxiety,
it is an axiom of psychotherapy that the unconscious mind may
experience feelings of which the conscious self is not aware.

Steven M. Scharf, MD, PhD
Harry N. Steinberg, MD

Harly Greenberg, MD

Long Island Jewish Medical Center
New Hyde Park, NY 11042
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In response: Dr. Weinryb is absolutely correct. A competent
patient’s wishes to refuse life-sustaining treatment should be
respected, even if family members object. Because survivors
usually benefit so much from coming to peace with their loved
one’s decision (1), we encourage and facilitate open communi-
cation with family members. In ““Mr. Larsen’s” case, he un-
derstood the potential benefit to his family and agreed to the
delay needed to reach consensus.

Dr. Baker and colleagues suggest that in New Zealand a
hospital ethics committee should approve the disconnection of
the ventilator in a case like the one we described. In the
United States, competent patients like ‘“Mr. Larsen’ have
repeatedly been affirmed to have the right to refuse medical
treatment. We hold that “Mr. Larsen,” not an ethics commit-
tee, had final decision-making authority.

“Mr. Larsen’s” prognosis for independent function off the
ventilator has been overstated by Dr. Oppenheimer. Nonethe-
less, he is correct in emphasizing the importance of providing
detailed information and options to all patients refusing life-
sustaining treatment.

We endorse Dr. Buran’s appeal for greater sharing of meth-
ods to assure patient comfort in the process of ventilator
withdrawal. Physicians are often reluctant to do so because of
concern over charges that sedation may depress respiratory
drive. We concur with the American College of Physicians’
position in the third edition of the ethics manual: ““ethically
and legally there is strong support for gradually increasing the
dose of pain medication in terminal iliness to levels that relieve
pain, even if the side effect is to shorten life”” (2).

Mrs. Stewart expresses the fears of many patients and fam-
ilies about a prolonged existence on life support but perhaps
misunderstands the sentiments of physicians, many of whom
express frustration in their struggle to respect patient wishes to
withdraw life-sustaining treatment under restrictive state stat-
utes.

Ms. Wros highlights the vital role of nursing in a patient’s
terminal care and indeed a nurse ethicist is a member of our
hospital ethics consult team. In the case of “Mr. Larsen,” the
primary nurse was with us at the bedside providing comfort
and support to the patient during ventilator withdrawal and to
the family after the patient’s death.

Dr. Scharf and colleagues make the important point that
some physicians find it morally unacceptable to withdraw a
ventilator or other life-sustaining treatment from a patient who
is not terminally ill. ““Mr. Larsen” was not terminally ill, and
medical treatment was expected to extend his life for a pro-
longed period. After being informed of the many options for
optimizing his quality of life at home, he refused further life-
sustaining treatment. His refusal was based on his own judg-
ment (rather than that of the physicians) of what was an
acceptable quality of life for him. Although most physicians
respect patients’ rights to refuse life-sustaining treatment when
they are terminally ill and treatment is futile, some find the
withdrawal of a ventilator in a patient like ‘““Mr. Larsen’ in
conflict with their personal values. The values and moral con-
science of these physicians should be respected, but in the
process, the patient’s right to refuse life-sustaining treatment
should not be diminished. Arrangements should be made to
transfer the patient’s care to another provider who does not
find the patient’s request to be in violation of their personal or
professional values.

Miles J. Edwards, MD

Susan W. Tolle, MD

Center for Ethics in Health Care
Oregon Health Sciences University
Portland, OR 97201
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Correction
Internal Medicine Curriculum Reform

A letter (1) contained an incorrect reference. The correct ref-
erence is as follows:

5. Wolf S. The medicine of the lateral pass. Perspectives in Biology
and Medicine. 1992;35:189-99.
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