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 Consider some different possible uses: 

 Providing antibiotics to “treat” a virus 

Continuing long-term care to someone in permanent 

vegetative state 

 Providing medicine and mechanical supports for a 

terminal newborn 

 Providing expensive equipment and resources for an 

elderly patient with significant disabilities 

 

 What do you see as ethically worrisome about 

different uses of ‘futility’ to describe medical care? 



 Biomedical vs. normative futility (Veatch) 
 

Not same as impossible, implausible, rarely 

effective, or hopeless (Schneiderman et al.)  
 

 Not professionally required to provide futile care 

Should it be considered professionally and ethically 

permissible to provide care deemed futile? What are 

some tough cases? 



 Burt: Consider religious freedom, zones of privacy 

Will these ever be outweighed by competing interests 

in deciding whether to (dis)continue futile treatment? 

 Dignitary harm, psychological harm to loved ones, 

resource allocation, professional integrity 

“Patient” autonomy (expanded) vs. physician 

autonomy 

 

 Do you agree with Burt’s analysis of keeping a brain-

dead patient on a respirator?  



 Passive vs. active 

 PE: Withdrawing/withholding life-sustaining medical 
care with the foreseeable, known result of hastening 
death 

whether securing death needs to be intended by 
the physician is controversial 

 

AE: Physician directly hastens the patient’s death 
through lethal drugs or other means 
 

NOT the same as physician-assisted suicide 

 

 Voluntary vs. involuntary vs. non-voluntary 



 When AE will result in less suffering for a patient, does 
that make it morally preferable to PE? 

 

 In the Smith/Jones examples, is there a moral 
difference in killing the child and letting him die? 

 Does your assessment here translate easily to AE/PE cases? 

 Are you convinced by Rachels that there is no moral 
distinction between PE and AE? 

“Good death” 



 What are some moral reasons for having a 

uniform definition of ‘death’? 

What will be some moral problems with having a 

uniform definition? 

 

 Contenders: 

Cardiopulmonary 

Whole brain death 

Higher brain death 

Focus of President’s Council 

White Paper 

(given challenges following 

ventilator advances) 



 Neurological standard: 

1. Breathing & heart beating are not “signs of life” 
with ventilator-dependent patients (death could 
be obscured) 

 

2. Other functions indicative of life must be lost, and 
they must be lost irreversibly. 

 

 Medical complexities of determining whole 
brain death separate from whether this 
standard has a philosophical basis 



 Challenge: 

 Irreversible loss of bodily integration as better sign 

of death? 

 does not always accompany whole brain “death” 

 

Neur. standard does not provide sufficient grounds 

for certainty in declaring death 

 

 BUT can still consider withdrawal/withholding LSTs 



 Support: 

Organism as a whole not represented in bodily 
integration but in the body’s fundamental vital work 
 

 Irreversible loss of spontaneous breathing and no signs 
of consciousness  irreversible loss of capacities for 
vital work 
 

Not bound to particular culture 

 

 Do you think that families should be able to choose 
their own definition of ‘death’? What would be the 
appropriate constraints on such a practice? 



QUESTIONS? COMMENTS? 


