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Active euthanasia
and assisted suicide:

Medical progress or

human rights atrocity?

What is meant by active eutha-
nasia and assisted suicide? Is it le-
gal to cause the death of patients?
Is it ethical? How do physicians
feel about intentionally causing
death? What if the patient re-
quests it? Who would be the most
likely candidates subjected to
either active euthanasia (with or
without the patient’s consent) or
assisted suicide?

These are questions being raised
today as society grapples with ris-
ing health care costs; a burgeon-
ing population of older people;
high numbers of people without
health insurance; patient desire for
medical self-determination; and
growing acceptance of the notion
that some individuals are too old,
too ill, or too disabled to be al-
lowed to live.

This Life Cycle deals with the
emerging debate over whether so-
ciety can say some lives are not
worth living, and who has the
power — real or potential — to di-
rectly kill a patient through active
euthanasia and assisted suicide. Af-
ter a description of what these
terms mean, we hope to bring to
readers an in-depth perspective on
active euthanasia and assisted sui-

by Robert Powell
as told to Mark Torinus

One day while I was play-
ing in my crib, my parents
noticed that I had a problem.
I no longer was standing up.
My mom would pick me up
and put me on my feet, and I
would fall down.

So she took me to the doctor
because I also started to cry a
lot, more than normal. He did
some diagnostic x-rays and
saw a mass in my chest.

cide historically, ethically, legally,
and medically. The availability of
positive alternatives will be dis-
cussed along with personal stories
about people with conditions mak-
ing them high risk potential vic-
tims of active euthanasia or
assisted suicide.

We want to alert readers to the
very real danger which exists to-
day for many vulnerable people,
and, ultimately, for us, of having
our lives ended by the decision of
others.

They did surgery on an exploratory basis, and when they opened
me up, found a tumor that was located between my heart and my
lungs. It had already consumed my right lung and had attached it-
self to the spinal cord, thereby making me a paraplegic.

The doctors at that point determined that my quality of life had dimin-
ished so much, there was no point in trying to do anything. So they
closed me up without taking out the tumor. They told my parents, “He is
not going to live, we're not going to do anything. Just take him home to
die.”

continued...



They sent me home to die...

Well, my parents refused to accept
that prognosis and began to talk to other
physicians. Another physician said he
was doing some research in radiation
therapy and would like very much to
have me as a patient. The irony is that
this physician was also a paraplegic.

I had in excess of 30 radiation treat-
ments within a one month period. What
he did was literally burn the tumor out
of me. The other physicians kept telling
him, “Well, he is not going to live six
months.” But I did.

When I went in after six months for a
checkup, they continued to say, “Oh,
well, he’ll never live to be a year old,
he’ll never see his first birthday.” Well, I
was there on my first birthday.

It just continued. They'd set a new
length of time, and I would still be
there! It was almost comical because I'd
keep showing up, and they’d keep pro-
nouncing me a dead person.

Now I continue to be told by physi-
cians, ‘“You're not going to reach your
65th birthday, so you might as well en-
joy yourself now."” So, they’re still label-
ing this death sentence on me before I'm
really convinced it’s my time, I have an-
other goal, that I am going 1o visit this
same doctor, if he’s still alive, on my
65th birthday to say, ““Wrong again!”

1 was one of those cases where somge
doctors felt I was better off dead than
disabled. I am a paraplegic. I am not
sick. I walk with the assistance of braces
and crutches; sometimes I use a motor-
ized wheelchair if I want to go places
faster than I can walk. But I attended
public and private schools that were not
really designed for people with disabili-
ties. People with no disabilities hold the
same type of job I do. I travel exten-
sively, and I have gone to Europe.

What my history really made me real-
ize is that in dealing with medicine and
doctors, you have to make your own de-
cisions. A doctor tells me one thing, and
if I really don’t think it’s a good idea, I
talk to another doctor. I make my own
decisions. Period. Nobody makes them
for me, not my family, not my friends,
but me.

It’s not really bitterness [ feel toward
doctors, it’s outrage. They don’t see the
capabilities of people who have physical
limitations.

The current attitude, it seems, in hos-
pitals and among physicians, is how to
help people die rather than how to help
people live. So I am in the process,

along with a number of disability rights
activists I know, of drawing up medical
directives that say, ““Yes, I want food
and water; yes, I want a respirator.” So
it’s perfectly clear to anyone who tries to
go into court to decide whether or not I
want to live or die, that I want to live.

There’s an attitude out there in soci-
ety that really bothers me when we talk
about euthanasia and disabilities. Let’s
say we have two individuals; one has a
disability, perhaps a quadraplegic, and
has come to a point in his life where he
feels like, “I'm tired. I'm hurting. I have
all these medicines I don’t want to take
anymore. I may want to take advantage
of euthanasia.”

Then we have another person who is
nondisabled, but is maybe going through
a bad marital experience or who might
be depressed, and is also thinking about
euthanasia.

Well, the reaction in society toward
the person who has the disability is,
“We ought to help the poor guy out of
his pain.”” But to the other person who is
not disabled the reaction is, “‘Oh, he’s in
a depression. We've got to help this guy.
We've got to talk him out of it. He really
doesn’t want to do this.”

The current attitude out there is that
society sees people with disabilities as
persons to be pitied rather than valued.
What our society should be moving to-
wards is eliminating certain barriers Lo
people with disabilities, not helping us
die.

Robert Powell, 41, is an insurance under-
writer in Galvesion, Tex, At a very early age
he experienced a tumor predicted by doctors
to be fatal. Powell beat the predictions, how-
ever. He is active in local, state and national
disability rights groups, including ADAPT
(Americans Disabled for Access Power To-
day). Powell was invited to the White House
fo witness the recent signing of the Ameri-
cans With Disabilities Act. He has been ac-
tive in the leadership of the Texas Right to
Life Conunittee, and is now vice-president of
the National Right to Life Commitiee.

Mark Torinus, the writer who completed the
personal interviews for this issue of Life Cy-
cle, is a college graduate with degrees in gov-
ernment and urban studies, Torinus has a
background as a newspaper circulation man-
ager, reporter and general manager of a fam-
ily-owned newspaper. Most recently he was
managing editor of the Janesville Gazette of
Janesville, Wis. He is now a self-employed
businessman.

Sope

by Burke Balch

Burke Balch, 1.D., is medical ethics
director for the National Right to Life
Conunittee. He formerly was chief staff
counsel for the National Legal Center for
the Medically Dependent and Disabled,
Inc., a federally funded, legal services
program that protects the right of poor
people, especially older people and people
with disabilities, to be free of discriminatory
denial of medical treatment, food and fluids.
Balch has co-authored legal articles on
abortion, infanticide and suicide,



Years ago, a principal argument used
against euthanasjia~—one much derided
by those who support euthanasia—was
the “slippery slope.” If we accept the
denial of lifesaving medical treatnent Lo
someone in a “‘hard case” situation, it
ran, what logical or social barrier would
prevent us, down the line, from direcily
killing someone with a disability, even
against that person’s will? The tragic re-
ality is that the pro-life and disability
rights advocates, who made those argu-
ments years ago, are now seeing those
predictions coming true.

The trends in euthanasia have moved
along two lines:

1. The extent to which a decision for
death would have to be voluntary.

2. The method that would be used to
cause death.

The debate began, in the first in-
stance, with an argument for voluntary
euthanasia, where a competent adult spe-
cifically expressed the wish to die.
From there, it moved rapidly to cases in
which someone else made a death deci-
sion for an individual who was unable to
speak for himself or herself, and who
had left no clear indication of treatment
desires. But the debate has moved even
further, as evidenced by the Helga Wan-
glie case in Minnesota. Prior to becom-
ing incompetent, Mrs. Wanglie clearly
expressed a desire to have all life-saving
treatment continued. But her physicians
attempted to obtain a court order allow-
ing them to remove the treatment, argu-
ing that giving it to her was a poor use
of resources given her perceived “‘low
quality of life.”

Secondly, in the method of death, the
debate initially centered around the cir-
cumstances when life-saving medical
treatment could be withheld or with-
drawn. In the 1970s, proponents of the
withholding or withdrawal of life-saving
treatment were quick to offer assurances
that there was no intention of taking
away such basic care as food and water.
But the 1980s witnessed the rapid evolu-
tion of a consensus that “artificially pro-
vided,” even spoon-fed, food and fluids
should be withdrawn as readily as medi-
cal treatment. Death by starvation and
dehydration, now looked upon as a
*“‘good” death, will eventually be re-
garded as slow and inhumane. This will
fuel the current debate which has

reached the final stages, to promote di-
rect killing through lethal injection or
other means.

These two euthanasia trends cannot
really be separated — in fact, their con-
vergence was inevitable,

As a matter of law, it is already estab-
lished in nearly every state where courts
have addressed the issue, that if compe-
tent individuals have a right to reject
medical treatment or food and water, the
same right can be exercised ‘‘on behalf
of” an incompetent individual by a
court or guardian deciding it is in the
person’s “‘best interests” to die. Like-
wise, if direct killing of a competent in-
dividual at his or her own request
becomes a legal right, the simple appli-
cation of these now accepted legal prin-
ciples will legalize direct killing of
those who have made no such request.
This will occur without any further pol-
icy decision by voters or legislators—
simply by the action of the courts when
an appropriate case is heard. In short,
given current legal realities, if voluntary
active euthanasia is legalized, it will, as
a practical matter, directly bring about le-
galization of non-voluntary active eutha-
nasia.

And how long would euthanasia be
confined o private, rather than public,
decisions? Already the Oregon legisla-
ture has adopted a health care rationing
plan which denies Medicaid funding for
medical treatment if the outcome does
not change a perceived “‘low quality of
life”” for the patient. If active euthanasia
gains the acceptance now accorded de-
nial of lifesaving medical treatment, can
government-mandated active euthanasia
be far behind?

Why should there be concern about
killing those who have made no such re-
quest? Dr. Pieter Admiraal, the success-
ful leader of the euthanasia movement in
the Netherlands, has predicted, “[Soci-
ety] will start asking, “Why have that
burden? Why have all those psychiatric
patients and mongoloid patients, for in-
stance, and the elderly?” We can esti-
mate that by 2020 or 2030, there will be
the highest proportion of old people and
the smallest amount of young people the
world has ever known. We know al-
ready about the ratio of Alzheimer’s dis-
ease in such an old population. We
realize there will be demented patients

by the tens of thousands. So I'm a little
bit afraid. I really think that [by then)
we may accept that for purely economic
reasons, they can stop Lfe after a period
of three years of complete dementia, for
ins(fmce....l don’t believe we can prevent
"

When Dr. Admiraal, e leader of the
first successful, contemporary move-
ment to legalize active euthanasia, pre-
dicts that it will become non-voluntary,
and when an “emerging consensus’’ al-
ready supports denial of lifesaving medi-
cal treatment to people against their
will, can there be serious doubt that non-
voluntary or involuntary active euthana-
sia of older people and people with
disabilities is close at hand?

Those now dying because of these
trends are people with disabilities that
prevent them from being able to speak
for themselves. Those most imminently
at risk in the near future are those de-
pressed individuals whose suicidal at-
tempts will no longer be met with the
counseling and assistance that a cry for
help deserves, but rather with the indif-
ferent response, “‘It’s your right.”” But
the ones who come next are sure to be
ourselves—when we become disabled
enough, or old enough, to be “burdens.”

It was a man sent to the concentration
camps, Minister Martin Niemoeller,
who said, “In Germany they came first
for the Communists, and I didn’t speak
up because I wasn’t a Communist. Then
they came for the Jews, and I didn’t
speak up because I wasn’t a Jew. Then
they came for the trade unionists, and I
didn’t speak up because I wasn't a trade
unionist. Then they came for the Catho-
lics, and I didn’t speak up because I was
a Protestant. Then they came for me,
and by that time no one was left to
speak up."2

Let Niemoller’s words be a warning
and spur lo action for us, together with
the words of George Santayana: ““Those
who cannot remember the past are con-
demned to repeat it.””>

Notes
1 Allan Parachini, **The Controversy,” Los Angeles

Times, 5 July 1987, p. 1.

2 Emily Morison Beck, ed., Bartlett’s Familiar

Quotations, 15th ed. (Boston: Little, Brown

and Company, 1980}, p. 824.
3 Ibid., p. 703.



What is euthanasia?

In keeping with the root definition of “euthanasia”—literally “good
death”—contemporary proponents of euthanasia insist they are talking
about helping a terminally ill patient in insufferable pain die a dignified
death—at the patient’s request.

But this description bears no resemblance to the true picture of the actual
practice of euthanasia in the United States and elsewhere.

As currently practiced, euthanasia often involves withholding food and
water from a patient whose death is caused by starvation or dehydration
rather than the patient’s underlying disease. This topic was extensively dealt
with in the April 1991 edition of Life Cycle titled “Withhaolding food and flu-
ids.”

Our focus in this edition is on other types of killing — active euthanasia
and assisted suicide.

Two dimensions to euthanasia

To what extent, if any, the decision to be killed is made “voluntarily” by
the patient.

The degree of involverment by a second party in actually killing the pa-
tient.

How “voluntary” is the decision to be killed?
Voluntary - The patient specifically requests to be killed.

Non-voluntary - The patient’s wishes are unknown and another person
requests that the patient be killed.

Involuntary - The patient is killed even though the patient has expressly
stated that he or she does not want to be killed.

Second-party involvement in killing
I. Active euthanasia (direct killing)

1 Definition: An affirmative action to directly kill a patient.
I Examples:

1 A physician directly injects a patient with a lethal substance.
(A current cutting-edge proposal known as “physician-assisted sui-
cide” would legalize a doctor killing the patient. This practice is not
really an “assisted suicide” because the patient does not kill himself
or herseif.)

Legal Status: lllegal in all fifty states.

[1 Aperson shoots, smothers, or otherwise causes the death of
another, allegedly for reasons of “mercy,” for such conditions as a
prolonged iliness or perceived suffering.

Legal Status: Considered homicide and prohibited by law in all
fifty states.

Either stopping or never starting food and fluids for the pa-
tient and the patient dies of starvation or dehydration rather than the
underlying disease.

Legal Status: No universal legal standard with state courts reach-
ing differing conclusions on who can make decisions when the
patient is incompetent.

Il. Assisted suicide
m Definition: Intentionally providing the means for someone to kill himself
or herself.
o Example:

[ A physician prescribes sleeping pills to a patient and instructs
the patient on how much to take to kill himself/herself.
Legal Status: Prohibited by law in most states, but not all.




ods of killing begun under this program,
and the actual equipment and staff em-
ployed, were later put to use in the more
extensive programs under which mil-
lions of persons deemed politically or ra-
cially “undesirable™ were put to death ®

When revelation of the extent of the
Nazi atrocities and killings during the
Holocaust produced ontrage in the
world community, euthanasia became a
dormant issue for several decades.

Many factors account for the reap-
pearance of support for enthanasia.
Much of it stems {rom acceptance of the
principle that some categories of people
can be killed for the convenience of oth-
ers. By the 1970s, bills attempting to le-
galize active euthanasia appeared in
several of our United States. One “right
to die” bill introduced in Wisconsin
would have allowed any person aged
seven or older to request death, and al-
low any person aged fourteen or older to
“terminate the life of the requestor.™’

In Montana, a bill was introduced allow-
ing an adult to request death by lethal
means, and providing protection for the
person fulfilling that request. The indi-
vidual requesting death could change
his or her mind once, but could not pre-
vent death from being carried out if a
second request was followed by a
change of desire.®

Society was not ready for measures
such as these, regarded as too extreme,
s0 many state legislatures and “right-to-
die” groups focused very successfully
in the 1980s on the recognition of ad-
vanced documents (or directives) to give
legal authority to withholding or with-
drawing life support systems from an in-
dividual when that individual became
incompetent. These documents vary
greatly from state (o state and cannot
automatically be considered ‘‘euthana-
sia’” documents. But what they have
done is fuel the progression from with-
holding or withdrawing medical treat-
ment, to withholding or removing basic
food and fluids. This has resulted in le-
gal sanctioning of death by starvation
and/or dehydration.

In recent years, assisted suicide and
active euthanasia have been openly advo-
cated in the United States by groups
such as the Hemlock Society. Featured
stories have appeared in some of the
most prestigious medical journals. For
example, the January 8, 1988 issue of
the Journal of the American Medical As-
sociation featured an anonymous ac-
count of a gynecology resident who
gave a lethal overdose of morphine to a
young woman with cancer named “Deb-
bie.”” Debbie was described as

“sleepy’’ when she allegedly made her
vaguely-worded request to “‘end it all”
to the resident, who had never seen or
cared for her before the incident.'® In
the March 7, 1991 issue of the New Eng-
land Journal of Medicine, Dr. Timothy
Quill described his role in assisting a
woman suffering from leukemia to com-
mit suicide by advising her as to how
many sleeping pills to take.!! Although
his actions were illegal, a grand jury
failed to indict Quill,

In Michigan, Dr. Jack Kevorkian, in-
ventor of the so-called “svicide ma-
chine,” assisted a woman recently
diagnosed with Alzheimer’s disease to
commit suicide in June of 1990.!2 He
was not criminally prosecuted because
Michigan has no specific law against as-
sisting suicide, but he was ordered by a
civil court not to use his “suicide ma-
chine™ again. Nevertheless, he assisted
itwo more women, neither with a termi-
nal illness, to commit suicide in October
of 1991, again in Michigan."® In early
1992, Kevorkian was charged with mur-
der in connection with the latter two
deaths.

In 1988, the Hemlock Society at-
tempted to place a referendum question
on the ballot in California which would
have legalized active cuthanasia.'* The
effort failed when the required number
of signatures was not obtained. How-
ever, the Hemlock Society successfully
gained enough signatures to place a pro-
posal 1o legalize euthanasia on the No-
vember, 1991 ballot in the state of
Washington. Initiative 119, called “aid
in dying,” attempted to amend the
state’s living will law to create a ‘‘funda-
mental” right to be assisted to die if the
person was terminally ill, had signed a
death request or made an oral request,
and was conscious and mentally compe-
tent.! Since the right was to be consid-
ered “fundamental,” legal observers
were certain that a proper case brought
to court would extend this perceived
“benefit” for competent patients to
those that were incompetent.

Despite seemingly heavy initial sup-
port in the polls, Initiative 119 failed by
a 54% - 46% margin. Supporting the
pro-euthanasia measure were the Hem-
lock Society, the State Democratic party,
the American Civil Liberties Union of
Washington, and others. Opposing In-
itiative 119 were the Washington State
Medical Association, the Washington
State Hospice Organization, the Wash-
ington State Hospital Association, the
Washington Catholic Conference, the
Evangelical Lutheran Church of Amer-
ica, Human Life of Washington, the As-

sociation for Retarded Citizens, and oth-
€r5.

Fueling the impetus for such meas-
ures to be enacted are heavily- biased
docudramas, produced by the major tele-
vision networks, which portray those in
favor of active death decisions as caring,
humane individuals. Those opposed are
invariably portrayed as harsh, rigid, and
ignorant.

The concept of suicide as a “‘good™
reached a low point when Derek Hum-
phry, the head of the Hemlock Society,
saw his book “Final Exit,” become a
best seller in 1991. In this book, Hum-
phry teaches his readers various means
by which they can end their own lives.

Advocates of euthanasia strongly re-
sent comparisons between the practices
they propose, and those of the Third
Reich. They cloud the issue by focusing
on who makes the decision for death,
rather than the results of the decision.
When the decision results in legally end-
ing the lives of those deemed unworthy
of living, does it really matter who made
the decision?

The winds of euthanasia, blowing at
gale force in Germany some fifty years
ago, are once again gathering, threaten-
ing the very existence of those whose
lives are deemed valueless.
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by Curtis Harris, M.D.

Physician-assisted suicide has two
elements: (1) A physician knowingly
and purposely helps a patient to die, and
(2) the patient performs the act that
leads to his death. The medical profes-
sion and the legal profession have both
consistently regarded the physician who
assists another’s suicide as a criminal,
who could be tried for manslaughter in
most states. 2

But recent news events, especially
those surrounding the use of a “‘suicide
machine” by a retired pathologist, Dr.
Jack Kevorkian, on an otherwise well
and alert woman with Alzheimer’s Dis-
ease, have raised the issue for public de-
bate. As part of this debate, the
Hemlock Society has called for repeal
of our nation’s laws against physician-as-
sisted suicide, and for a change in what
they consider “‘outdated’’ medical eth-
ics. It may sometimes seem that our so-
ciety has not yet decided what to do
with Jack Kevorkian, M.D. Do we
know whether to take his “‘suicide ma-
chine” seriously or to laugh at his ideas
as absurd? Do we praise him or im-
prison him?

The uncertainty of some members in
the society-at-large regarding the ethical
validity of assisted suicide is not shared
by the medical or legal professions. No
medical organization has endorsed phy-
sician-assisted suicide. The Amcncan
Medical Association (AMA)* and The
American College of Physwlans have
termed assisted suicide ““...contrary to
public policy, medical tmdiu'on. and the
most fundamental measures of human
value and worth.” Further, the General
Legal Counsel for the AMA noted that
such acts are illegal in most (if not all)
states, and contrary to “‘deeply rooted

| n aSSISted suicide

medical traditions and the guidmg prin-
ciples of medical practice.””® Even the
physicians in Washingion State, the cen-
ter of the “‘Initiative 119" controversy,

“voted ovemhelmingly to oppose Initia-
tive 119,” stating “it is not appropriate
for physicians to be participants... in in-
tentionally causing death.”’ Numerous
scholars and ethicists, including Dr.
Daniel Callahan of the Hastings Center,
have called assisted suicide “a license to
kill.”" “We don’t want to expand the
categories where one could kill even in
the name of mercy.” ® In the Nether-
lands, where physician-assisted suicide
is openly practiced, “many Dutch physi-
cians remain uncomfortable with profes-
sional and 5Pul:»lm:: tolerance of the
practice.’

If the medical and legal professions
seem clear in their judgment of
Kevorkian and his *“‘suicide machine,”
where is the dissension and confusion
coming from?

One answer may be found in the com-
mon human experience of death and suf-
fering. We all fear suffering; many fear
death. So the question is asked: “If as-
sisted suicide could somehow alleviate
suffering, shouldn’t we consider it?"
However, the most important questions
that need to be asked first are: (1) can
the patient’s suffering be relieved?, and
(2) whose suffering is actually relieved
by suicide?

In an insightful article m.led “Mercy
Killing: Mercy for Whom?,”'° Dr. J.
Goodwin makes the crlucal point that it
is “‘the experience of every physician
that individuals cling to life, fighting, as
it were, to the last breath,” Patients nor-
mally choose a life with suffering rather
than death as a “‘solution.” A desire for

death as an end to suffering may be a
momentary part of living, but suicide is
virtually invariably the result of a deep,
often sudden, depression. A depressed
patient needs love, support and the con-
cern of many. However, when a physi-
cian assists suicide, he encourages and
validates the mental illness of his pa-
tient. In a real sense, the physician
should be like the football fan, encourag-
ing the player to go on. When he in-
stead becomes the person who provides
the means of death, he has effectively
abandoned his vulnerable patient. In re-
ality, it is the physician who has decided
that the suffering of the patient is just
“too much” for him to watch. Rather
than helping a life, he takes one.
“There is nothing altruistic about merc)l«
killing. It is...the nitimate selfish act.
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THE FACES

OF EUTHANASIA

Alzheimer’s:

A Caregiver Speaks Out

by Noreen Rackow as told to Mark Torinus

Noreen Rackow, 58, and her husband
Martin, 60, have been taking care of
Noreen's father and mother for almost
four years. Noreen’s father had suffered
a stroke, and her mother had been
diagnosed with Alzheimer’s disease,
when the elderly couple moved from
their native Upper Peninsula of
Michigan 1o Janesville, Wis. Noreen's
father, Alfred Hoff, died of heart disease
July 26, 1991 at age 89. Noreen says
her mother, Petra Hoff. now 83, will live
with her until she, 100, dies.

Eight years ago the doctors told me
my mother had Alzheimer’s disease.

My mother did realize that something
was wrong, and she would say, ‘I just
don't understand it. [ don’t remember
things, and I don't know why.” To this
day she tries real hard to remember
things, and she just can’t.

My husband and I talked it over, and
we decided about three and one-half
years ago that my parents should come
and live with us, and we would see how
it worked out. Since I am an only child,
1 would have to go home every month or
s0, sometimes every two weeks. Of
course, they were always so sad to see
me leave. It would break my heart, too.
So I was real happy to have them come
here and my husband was, too.

My mother is very independent. The
only thing I have to do is make sure I set
the temperature when she showers. Out-
side of that, she dresses herself, uses the
bathroom facilities and feeds herself just
fine.

Our friends accepted mother and dad
as part of us. We belong to a couples’
card club. They come to our house and
visit with mom and dad. If we are in-
vited to a picnic, our friends tell us to
bring our folks along. My dad always
had a smile on his face and he was easy
to get along with.

Mother is handling dad’s death well.
The nurses were real nice up in the emer-
gency room of the hospital when my
dad passed away. I told them that my
mother had Alzheimer’s. They said just
bring her in here, and you can stay as
long as you like. Mother rubbed his
arms and his head. She talked to him. I
think it was peaceful for her to feel him
and talk to him, things she had done for
him at home.

My mother and dad always had love
for me and helped me out, so [ decided
that is the way it should be for them
now. I should do the same.

When my husband went to college,
like most everyone else, we didn’t have
a lot of money and both of us worked, so
my parents helped us out a lot.

I've had a couple of miscarriages and
my mother came and stayed with me
through those.

Children should take care of their par-
ents if they are able to. I think most of
us are able to, but we don’t want (o.
We're just too selfish. People think it’s a
burden, but it’s really the thought that’s
the burden. If they once tried taking
care of their folks, it isn’t so bad. Lots
of things in life are hard. You have to
work at it. You have to try it.

Some people say to me, “I was up all
night cleaning the bathroom because my
mom had a little accident. I'm so tired.
I don’t know how you do it. Ican’t put
up with this.”” Hey, my mom didn’t say
that to me when I was a child, and I'm
sure [ bad a lot of accidents. Whenever
I had mumps or measles, she sat up with
me at night, comforted me. She was
real kind to me so I don’t see why I
shouldn’t try to help her be comfortable
now, 10o.

I never realized I had so much pa-
tience and understanding. I feel real
comfortable and peaceful.

I really would like her to be with me
until the end. I would never consider
ending her life by euthanasia.




The case
against
active
euthanasia
and
assisted
suicide

by Barbara L. Lyons

It has been said that if a fence has
been built around something, one
should determine why the fence is there
before attempting to tear it down. For
thousands of years, in virtually every
culture, a legal “fence’ has prohibited,
and treated as homicide, active euthana-
sia and assisted suicide. The reason for
this “fence” is extremely valid for it pro-
tects some of the most helpless mem-
bers of the human family — the frail;
older people; those with severe or termi-
nal illness; those with physical or men-
tal disabilities — from having their
deaths caused by another. It also prohib-
its the granting of legal authority for one
person to end the life of another.

Current trends indicate a willingness
to dismantle the fence, picket by picket,
fueled by slogans for “patient self-deter-
mination,” “‘death with dignity,” and
“the right to control the time of death.”
In fact, the first “picket” for which re-
moval is advocated is the one which pre-
vents someone from making a
“voluntary” choice to have their life
ended. What harm would there be, the
argument goes, if the choice is freely
made, strictly regulated, and purports o
achieve a good end—namely, release
from suffering, or choosing one’s own
time?

In this article, we will explore the fol-
lowing three questions:

1. Why is voluntary euthanasia dan-
gerous?

2. Could we stop at voluntary eutha-
nasia?

3. How would voluntary euthanasia
affect us all?

Why is voluntary
euthanasia dangerous?

One of the most common reasons
used to justify active euthanasia or as-
sisted suicide is o relieve the patient
from pain. Yet, improvements in pain
control are widely recognized by virtu-
ally all segments of the medical profes-
sion as rendering this argument virtually
obsolete.!

In addition, euthanasia proponents ar-
gue that the right of the individual to
make medical treatment decisions
should include the right to request and

feceive active euthanasia or to be as-
sisted with suicide. As compelling as
this argument appears on the surface,
voluntary euthanasia should be rejected
for the following reasons:

1. First and foremost, a misdiagnosis
could occur, leading the patient to make
an irreversible decision believing he or
she has an incurable or fatal illness. The
August 18, 1991 issue of The Milwau-
kee Journal featured a story about a
Colorado woman who shot herself with
4 gun brought to her by her son. She was
told she had liver cancer, but an autopsy
revealed a liver infection instead. Her
son has been charged with manslaugh-
ter.? Experienced physicians recognize
the dangerss of such final actions since
predictions, even educated ones, are no-
tably unreliable.

2. How voluntary is voluntary? In
the Netherlands, 65% of family physi-
cians offer the choice of euthanasia with-
out first recetving a request from the
pai.iem.3 Physicians exercise powerful in-
fluence over decisions that patients and
families make, especially because of
their superior base of knowledge. Medi-
cal professionals pressure patients, hus-
bands pressure wives, wives pressure
husbands, family members pressure rela-
tives. Many physicians admit they kill
patients on their own initiative.* One
must conclude that while a voluntary de-
cision might be legal, it is not necessar-
ily freely chosen.

3. If a patient is killed, who is to sub-
stantiate that the choice was freely
made? The only witness is dead and so-
clety is notoriously reluctant (o prose-
cute physicians.

4. Patients facing a long-term or seri-
ous illness vacillaie — at times they
want (o live and at other times, they
don’t. Who is to determine at what
point the patient has reached a final deci-
sion?

5.Although euthanasia and assisted
suicide are generally perceived as a “so-
lution™ in cases of physical illness —
either terminal or long term — they
would inevitably become accepted for in-
dividuals suffering from mental anguish.
Who would have the ability to deter-



mine that a depression or mental an-
guish is irreversible before taking such a
final action and causing such a final re-
sult?

6. Societal endorsement of euthanasia
invariably has a “teaching’” effect for .
the weak and frail, leading them 1o de-
value their own existence and feel they
have a “duty”’ to die, and, therefore, to ‘
make a request to have their lives ended.

Could we stop at

voluntary euthanasia? |

The answer is clearly NO — for le- |
gal, moral and practical reasons. Le-
gally, we have already moved from
recognizing the right of compelent pa-
tients to refuse medical treatment, to
granting that “benefit" to those unable
or unwilling to make the decision for
themselves. The same legal principles
would apply if “‘voluntary” active eutha- |
nasia is allowed. For example, if a per- |
son not in pain can request and receivea |
lethal injection, then how can the injec-
tion request be denied to a person with
mental retardation perceived to be suffer- |
ing? The law would not allow such a |
perceived “inequity” to stand.’

From a moral standpoint, if killing a
person because he/she is suffering is
deemed a benefit, is it morally justifi-
able, then, to withhold that benefit from
someone unable to make such a request?

From a practical standpoint, one only
has 1o view what happened in Nazi Ger-
many and now the Netherlands as proof
that allowing only voluntary euthanasia
to be legal is unworkable.

How would voluntary

euthanasia affect us all?

It is naive to believe that someone
else’s voluntary ‘“‘choice” would not af-
fect or impact us all. In the December, |
1989 issue of the American College of
Surgeons Bulletin, Dr. T. Douglas Kin- |
sella and others stated: “Medicine’s pro-
fessional integrity will be lost if it does
not reject the legalization of active eutha-
nasia. The tradition of medicine is to re-
sist death and illness on behalf of those .
who have not the knowledge or skills 1o
resist; active euthanasia seeks death on
behalf of those who have not the desire |

to resist. The latter formulation of death
as a goal cannot be reconciled with the
teaching or practice of medicine as a
healing art.”®

If healing and killing both become
equally valid goals of the medical pro-
fession, and if death becomes a legal
“right,”” then physicians will feel obli-
gated to offer death as an “option’’ to pa-
tients or to families on behalf of
patients. Given the powerful influence
of physicians, would one be able to trust
information given if the physician be-
lieved that a patient’s death was a “bene-
fit?"

Legalized euthanasia would quickly
lead to abandonment of the patient,
whether the person wishes to choose
death or not. In the face of pressure
from medical professionals, family or
friends to choose death, the patient, who
by definition, is weak, helpless and vul-
nerable, will feel an obligation to choose
death. The increased isolation felt by the
patient when the necessary caring sup-
port collapses will fuel the decision. If
the logical path which has governed the
withdrawal of treatment to date is fol-
lowed, or the course of real events occur-
ring in the Netherlands comes to pass in
the United States, others could choose
death for any of us, even against our
wills. Insurance or government cover-
age for health care could dwindle, based
on the age or condition of the patient,
leaving no realistic option but death
even for those who do not wish to die.

As in the Netherlands, those at risk in
this country of being killed without con-
sent or against their own wishes, would
become fearful of seeking a physician,
being hospitalized, or entering a nursing
home.” One would view one’s family
with fear and suspicion. Would family
members apply pressure to choose lethal
injection for you without your consent
or against your wishes?

Finally, what would legitimization of
assisted suicide and lethal injections
teach our young? The notion of calcu-
lated, premeditated death as a noble ac-
tion, mixed with the immaturity of the
adolescent, would indeed become a le-
thal potion.

Condusion

In the words of Professor Hadley
Arkes and others in the November 27,
1991 issue of The Wall Street Journal, in
an essay titled “‘Always To Care, Never
To Kill: “If life is a thing that can be
renounced or taken at will, the moral
structure of the human community, un-
derstood as a community of persons, is
shattered. The result is a brave new
world in which killing is defined as car-
ing, life is viewed as the enemy, and
death is counted as a benefit to be be-
stowed,””®

We must limit human **choices”
when those choices victimize ourselves,
others, and society as a whole. We must
minister compassionately to those who
suffer and those who fear death. We
must maintain the healing tradition of
medicine.

To splinter the fence which protects
the vulnerable among us is to relegate
countless victims, and eventually our-
selves, to death at the hands of another.
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Euthanasia
in the
Netherlands

by Richard Fenigsen, M.D.

The following article, “Euthanasia in
the Netherlands,"" written by Dr. Richard
Fenigsen, noted Dutch cardiologist and
author, was originally printed in fssues in
Law and Medicine, Volume 6, Number 3,
1990, pages 229-245.

Permission has been granted by both [s-
sues in Law and Medicine and the author
to paraphrase and reprint only portions of
the original article. New information
which has become available since the arti-
cle was originally printed has also been
added.

In 1973, a doctor who had killed her
smkmolherwassmtencedby the court
in Leeuwaarden to a one-week sus-
pmded prison sentence. The trial initi-

ated the present open practice of
ceuthanasia in the Netherlands.

During the Leeuwaarden trial, it was
revealed that some practice of euthana-
sia had already existed in the Nether-
lands. In support of the defendant,
eighteen doctors declared that they, too,
had actively terminated the lives of their
patients. It is certain, however, that after
the Leeuwaarden trial the practice of
euthanasia increased.

The legal situation

In theory, eu ia is still illegal in
Holland since no bills have been passed
authorizing its legalization.

The actual practice is to some limited
extent regulated by guidelines accepted
by the Secretary of Health, the Health
Council, the Board of the Royal Dutch
Society of Medicine, and the judiciary.
According to these guidelines, doctors
performing euthanasia are not prose-
cuted if they conform (o Lhe so-called
“rules of careful conduct.””! The doctor
should inform the patient about his con-
dition and, in particular, about the meas-
ures that could be taken to alleviate his
sufferings. Unless the patient objects,
his nearest relatives should be con-
sulted. The doctor is supposed to con-
sult at least one other physician and
keep a written record of all proceedings.

The final provision states that con-
sent of legal guardians is required to per-
form euthanasia when the request is
submitted by a child or a minor. How-
ever, the country’s leading specialist in
pediatric oncology, Professor P. Vouté,

90 39 90124 4 (2 volumes).

Active
Euthanasia Assisted Intended to
- Suicide Terminate Life Total

With - ——— e — B

Patient’s 2,300 400 3,159 5,859

Consent . = . .

Without

Patient’s 7,000 4,941 5,947
_Consent s R T s e

Total 3,300 400 8,100 11,800

* Figures used In this table are drawn from the source noted below: Medische Beslissin-
gen Roknd Het Levenseinde: Rapport van de Commissie Onderzoek Medische Praktijk
inzake Euthanasie {(Medical Dedslons About the End of Life: Report of the Committee
to Investigate the Medical Practice Concerning Euthanasia). The Hague (1991), ISBN

Table 1 -

DIRECT KILLING OF PATIENTS
__IN THE NETHERLANDS IN 1990*

Physician Morphine 0verdoxe

revealed that he has supplied some of
the children under his care with a poison
that enables them to commit suicide
when they feel so inclined. He did so in
six cases a year on the average, some-
times with consent of the parents and in
other cases without the parents’ knowl-
m:lge.2

Actual practice

of euthanasia

A major study, conducted on behalf
of the Dutch government by the Com-
mittee to Investigate the Medical Prac-
tice Concerning Euthanasia, and
released in 1991, reveals the extent of
the actual pmcuce of euthanasia in the
Netherlands.? (See Table 1.)

In round figures, there were about
12,000 cases in which doctors actively
caused death, of which about 6,000 were
without the patient’s consent. If the
United States were to practice active
euthanasia to the extent practiced in the
Netherlands, taking into account the
population differences, there would be
approximately 200,000 euthanasia
deaths annually in the United States,
with approximately 100,000 deaths
caused without the consent of the pa-
tient. (See Table 2.)

The impact of the report
on Dutch regulations

Following the release of the report of
the governmental committee, the Dutch
government presented new regulations
for consideration by the Parliament in
late 1991. No action has been taken yet
on these proposed regulations. Since the
practice of euthanasia, with or without
the consent of the patient, is a reality, its
existence had to be acknowledged, and
the practice itself subjected to some con-
trol (the “‘pragmatic approach,” in the
vocabulary of Dutch politics). The fol-
lowing provisions were contained in the
proposed regulations: 1) Enthanasia
would remain a crime punishable by up
to 12 years’ imprisonment; 2) The doc-
tors who practice euthanasia would not
be prosecuted if they follow the “‘rules
of careful conduct;” 3) The requirement
to follow the “‘rules,” and the freedom
from prosecution, would apply not only
to doctors who perform euthanasia upon
request of the patient, but also to doctors
who practice active euthanasia without
the consent of the patient.

Public acceptance
of euthanasia

The public had been prepared for
these events, first and foremost by the
publication of Dr. Jan Hendrik Van den
Berg’s book Medical Power and Medi-




cal Ethics in 1969.* In this work Van
den Berg, a professor of neurology, de-
clared that the ethics of unconditional re- ¢
spect for human life belonged to the

past, to the time when medicine had

been powerless. The new era of medical
power required a new ethic allowing doc-
tors to terminate human life. Van den
Berg’s vivid pictures of human suffering
(supposedl}! created by doctors exercis-
ing their power), the serene descriptions
of euthanasia, and the daring reversal of
many habits of thinking nnmediately
captured the public imagination.’

Since this work has strongly influ-
enced Dutch public opinion on the issue
of euthanasia, it is important to know
the ideas it promoted.

Van den Berg insisted that “‘defec-
tive” children must not be allowed to
live. In his view doctors are not only
authorized but have the duty to termi-
nate “‘meaningless’ lives.® In his book
Van den Berg did not mention voluntary
active euthanasia, but advocated non-
voluntary active euthanasia. In all the
model case histories he cited, the deci-
sions to actively terminate the patients’
lives were taken by the doctors and the
patients’ families without the patients’
knowledge. Van den Berg condemned
the families who failed to request eutha-
nasia and showed an attachment to hope-
lessly ill patients, this being a dishonor
and an adherence to the old dismissed
ethics.” Neither the patient’s nor the
family’s consent was necessary to carry
out euthanasia: in case of the family’s
refusal a committee of doctors and lay-
men should impose the decision.

The book was an enormous publish-
ing success, going through twenty-five
printings.

The psychological cost
of euthanasia

Understandably, doubis and remorse
afflict many doctors and nurses who
carry out euthanasia. Henry W.A, Hil-
horst, a professor of social science at the
University of Utrecht, conducted inter-
views with perpetrators of euthanasia
which are quite revealing in this respect:
a surgeon told him that he had “‘enor-
mous difficulty” in carrying out the
act;® a chest physician described his de-
cision to perform active involuntary
euthanasia as “weird,” “horrible,” and
“very difficult to digest;” *? a nurse com-
plained that “‘it shocked you every-
time;”'° and an internist confessed that
coming at a fixed time to cut short a pa-
tient’s life gave him the idea of being an
executioner.!! A nurse suffered from se-
vere mental depression and required psy-

Table 2

COMPARISONS IF UNITED STATES PRACTICED ACTIVE
EUTHANASIA TO THE EXTENT PRACTICED IN THE

NETHERLANDS

The Netherlands United States
Total .
population 15,000,000 250,000,0007
Practice of 12,0007 200,000
active total deaths est. deaths
euthanasia annually annually
Practice of active 6,000 * 100,000
euthanasia deaths est. deaths
without patient’s annually annually
consent

CIA, July 1990 census.
2 USA Today, 4/19/91

1 World Book Encydopedia, 1991 population estimate; World Fact Book, published by

3,4 Medische Beslissingen Roknd Het Levenselnde: Rapport van de Commissle Onder-
zoek Medishe Praktijk Inzake Euthanasie (Medical Declsions About the End of Life: Re-
port of the Committee to investigate the Medlcal Practice Concernlng Euthanasia).
The Hague (1991), ISBN 90 39 90124 4 (2 volumes).

chiatric treatment after having been in-
volved in active euthanasia on her own
father.'? A Dr. C., who is frequently
called to carry out euthanasia at pa-
tients’ homes, told the press that on
these rides he lets himself be driven by a
friend. After the deed, his nervous con-
dition is such that he wouldn't dare
drive a car.

Concluding remarks

“Abuses” by families and by profes-
sionally inferior and emotionally unsta-
ble doctors; the expansion of the
practice to include many patients whose
condition is by no means desperate; the
sick and older persons’ distrust of hospi-
tals, nursing homes, and their own fami-
lies; and the social pressure felt by
medically dependent people since eutha-
nasia became available, are some of the
consequences of euthanasia already
manifest in the Netherlands.
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HOSPICE:

Alternative to euthanasia

According to Dr. Richard Lamerton,
a British expert on care for the dying,
the hospice movement should be seen as
the most effective alternative to euthana-
sia. When a dying patient is provided
with pain control, a caring environment,
and an opportunity to face death with
the help of others who understand, eutha-
nasia becomes not just wrong or repug-
nant but irrelevant.

While the modern establishment of
hospices for the dying began in Great
Britain, the hospice concept came to the
United States in the mid-1970s and has
spread quickly.

According to Mary Katherine Theis,
who works as a volunteer at a hospice in
Washington, D.C., no special profes-
sional skills are needed to become a hos-
pice volunteer. **You soon find out,”
she says, “‘that the most important thing

The Nationa) Right to Life Educational Trust
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lives (o difficult problems such as crisis pregnancy,
abortion, infanticide and evthanasia. By educating
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you’re there for is to be human, to let
people know it's okay to feel what
they're feeling because you would feel
those things, too, if you were in their
situation.”

At all stages of the dying process,
hospices offer caring services directed
to a patient’s entire family, with the rec-
ognition that an individual’s final weeks
in a hospice can provide an opportunity
for families to express many unspoken
needs, problems and emotions.

The most difficult part of hospice
work comes when a patient is very near
death. When that time comes, nothing
can be done medically but the patient is
never left alone.

People often assume that hospice
work is particularly draining emotion-
ally, or that it involves dealing with peo-
ple in intractable pain. To Mrs. Theis,

Payment to NRL Educational Trust Fund by
check. money order or bank card (Mastercard or
Visa) must accompany order. Minimum $20.00
credit card orders. A $3.00 postage and handling
charge is added to orders under $30; add 10% for
orders over $30. Shipments are sent UPS; please
give a street address. All osders outside U.S., add
$5 to total. Schools, libraries, churches and NRL
state offices may request billing. Allow three
weeks for delivery. Rush order? Call (202) 626-

e e S o e e et e e S Sl S A S . B M S Sttt e e

additional copics of Life Cyele #114.
([ Please send me more free information on life issues.

I [ Plese send me

O Please send me National Right to Life News for one year at the special $10 rate,

neither assumption is valid. The work is
satisfying rather than draining, she says,
because “‘you know you are helping
these people.” And patients in a hos-
pice can be kept relatively free of physi-
cal pain.

The chief problem faced by a dying
patient is the mental or emotional suffer-
ing of confronting the ““unfinished busi-
ness” of his or her life, and a hospice
can help enormously in dealing with this
kind of pain.

While many hospices have an in-pa-
tient setting, some also help patients and
families in their homes through frequent
visils.

Excerpted with permission. Richard Doer-
flinger, “Ewthanasia: Gaining Ground," Re-
spect Life, 1986, United States Catholic
Conference, Washington, D.C.
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Euthanasia/Assisted Suicide Update

Since this Lite Cycle was published in
April 1991, some significant events have
occurred which merit attention.

“The Slippery Slope”
by Burke Balch

Attempts to create a constitutional right
to die are moving so fast now that the
“slippery slope” concerns have been
replaced with a concern that the courts
"have leapt from cliff into the abyss.” [n
January 1997, the U.S. Supreme Court
heard arguments in cases from Washington
and New York where the lower courts
struck down those states’ prohibitions
against assisted suicide. There is serious
concern that the Court will use these cases
to strike down statutes prohibiting assisted
suicide that exist in most states, just as it
struck down state abortion slatutes in the
1973 Roc v. Wade abortion decision.

Although the cases technically were
brought on a narrow set of facts dealing
with competent, terminally ill, adult
persons who voluntarily request assistance
with suicide, the reasoning used by the
lower courts can readily be extended to
others in less dire circumstances. The
lower court that struck down the Wash-
ington assisted-suicide law was cspecially
expansive. Its ruling would also legalize
assisted suicide for those with physical or
mental disabilities, those who are in a
permanent and irreversible state of
unconsciousness, those with other
impairments pressured to commit suicide
because they feel they are economic
burdens. The Washington case ecven went
so far as to openly invite other cases which
would involve involuntary euthanasia. The
New York case tried to claim that its
decision was more limited, but the logic of
its reasoning would lead to the same
results as the Washington case.

“Historical Perspective
and Current Trends”
by Barbara L. Lyons

The Hemlock Socicty was successfu) in
passing a physician-assisted suicide
referendum, known as Measure 16, in
Oregon in November 1994. Oregon thus
became the first jurisdiction in the world to
expressly legalize assisted suicide.
However, before the referendum, allowing

assisted sutcide, could take effect, it was
challenged in federal court and was ruled
to be unconstitutional at the district level.
The court viewed Oregon’s existing law
against assisted suicide as a protective
measure, and held that Measure 16 was a
denial of that protection to people with
terminal ilinesses and people with
disabilities. Measure 16 is enjoined,
temporarily keeping the ban in place, but
the case is currently on appeal before the
9th Circuit Court of Appeals, and the
injunction against the law could be lifted.

Meanwhile, Dr. Jack Kevorkian js still
assisting suicides in Michigan with total
impunity. Between 1990 and 1996, there
were three attempts to prosecute him
under Michigan’s assisted-suicide laws
and cach time he has been acquitted by the
jury. Many of Kevorkian's “patients” were
not even terminally ill. Al the end of 1996,
Kevorkian has acknowledged attending 44
deaths since 1990,

“Euthanasia in the Netherlands”
by Richard Fenigsen, M.D,

There are many people who believe thal
assisted suicide and euthanasta can be
safely legalized as long as appropriate
safeguards are in place. Foremost among
these proposed safeguards is a require-
ment that the assisted suicide or euthana-
sia may ouly be performed upon the
explicit request of the patient. However,
researchers who have studied the euthana-
sia experience in the Netherlands have
repeatedly discovered that in actual
practice these safeguards are not followed.
In cases where Dutch physicians actively
caused death, about half were done
without the patient’s consent.

In 1994, the Dutch parliament finally
passed the first official regulations
concerning euthanasia, over 20 vears after
the practice of euthanasia began in the
Netherlands. The regulations do not
officially legalize euthanasia, but they do
acknowledge the existing practice of both
voluntary and involuntary euthanasia and
set forth “rules of conduct” intended to act
as safeguards.

In 1995, a follow-up study to the 1990
Remmelink Report was conducted {See
Table 1 in the Life Cycle). Voluntary active
euthanasia increased from 2,300 (1990) to

an estimated 3,118 cases in 1995, and
assisted suicide, from 400 to 342. The
number of cases of active involuntary
euthanasia remained virtualiy unchanged:
from 1,000 (1990} to 949 cases in 1995.
There was a significant drop in cases
where doctors stated that they adminis-
tered lethal overdoses of morphine with an
intention to terminate life, but this is
apparently only due to a change of
research method resulting in a stricter
formulation of the questions concerning
the doctors’ intentions.

Of particular interest are the results of
opinion polls which show decreasing
support for euthanasia from the all-time
high of 81% in 1988 to 78% in 1993 and
7% in 1995. This {s attributed to widely
publicized cases of involuntary euthanasja
on children and newborns, and euthanasia
on healthy but grieving persons.

Robert Powell, focus of “They sent me home
to die..."passed away in 1995 at the age of
45. Prior to his death, Powell had been a
staunch advocate of rights for those with
disabilities, including working for passage
of the American Dijsabilities Act. Noreen
Rackow’s mother, Petra Hoff, who is
featured in “Alzheimer’s: A Caregiver Speaks
Ont,” has also passed away since this Life
Cycle was originally published. Noreen
stated that she never regretted her decjsion
to care for her mother.

For additiona) [nternet information,
contact National Right to Life home page:
http:/ /www.nrlc.org ot



