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High Technology Near the End of Life: Setting Limits
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High technology interventions near the end of life exact a high
cost both in human and oeonomic terms. Breatbtakiog advances
in cardiology have helped to prolong lile and impmve its qorlity
for many. For some, it has transformed the process of dying into
a medical qightmare. The “do evgthiq
possible” attitude that
prevailed duriug the past few decades is both inhsmaw and
wastefid. In contra& in the new era of managed care with its focus
00 profit, a well meaning physician may became suspect whenever
he recommends against a medical ioterventiun that be dmns to be
futlk. More than ever before, there is a pressing nevd to develop
ratiod
guidelines fur end of Me medical intenentions to ensum
pm
of patients’ best interest% protect the iotegrity of tbe
doctor-pntient
relatiooship and nfiw the duty of the medial
establishment toward society at large. This mighty issue must not
be relinquished tu medkal ethiists, health care ailirlms or the
courts. It is the domain of physicians ad tbe publii at large.
MadiLpIElilicg shoAd he defiued as a treatment unlikely to a&t
tbe course of illness cr that wbii has failed to arhieve its desired

efects. Rational guidelinec for cardiopulmonap
rebuscitation and
do nol resuscitate orders should he formulated for both inhospital and out of hospital victims of enrdiac at-ml.
These
guidelines need to be develuped tbmogh a pmcess similar to those
fur the treatment of unstable angina, with involvement fmm all
relevant medical specialities. Pmposed guidelines must be negotiated, mviewed and ratilkd by the lay public Appropriate
legisl~tian is necessary to estabkh the hamewwrk and policies to
cay out agreed on recommendatiows. Tbe focus of the %ing
will” sbodd changeso that it covers the last chapter of life rather
tbro its terminal ph.~sc The document shoald seme to express tbe
person’s wishes regardi 3g specilic medial iolcn-entions wbea the
qualit! uf life is serksly diminished beyond w&at is uniquely
desirable for the pa&Jar
patient. Iking wills must be comprrbensive. ckar and specific. They mast he honored. The L:nifona
Health Decisions Act, nm pending kgislatiow. should enhasec the
utility of the living will.
(1 Am Cdl Cat&l 1996;28:16?3--30)

Ascal-&
taught that mcdicinc
is for those who were healthy
in tneir nature hut were suffering
fr:jm a specific disease: he rid
them of it.. . then or&red
them IO live as usual
. . for those.
however,
whose bodies were ahvays in a sbtc of inner sickness.
he did not attempt to prcscrihe
a regimen . . IO make their life
a prolonged
misery..
. medicine was not intended for them and
they should not be treated even if they were richer than h:idas
-Flato.
RfpuMir

Even though the foregoing argument ma! appear to be a
lo@cal conclusion. the concept of futility remains extremely
complex (7.8). Ethicists hate claimed thtq question 10 bc in
their domain. But there is precious little conwnsua
among
leading ethicists regarding what constitutes medical futility.
Similarly. cases that were brought for court review because of
end of life treatment disputes were ruled on the hasis of unique
technicalities in a case hy case hasis. Therefore. court rulings
were often discordant. conflicting. confusing or incomplete (9).
Similarly. despite repeated warnings from economists that the
economy cannot sustain the present high technology-drive3
wasteful termin; care. politicians are attempting IO tackle this
problem through a hackdoor approach b which they have
relinquished
the whole issue to “market forces” (10-17).
Should an issue as grave and complex as the care of the dying
be left to a heartless business machine whose preoccupation is
solely the bottom line?
In many European countries, particularly Scandinavia. cuhstantial savings have heen realized by reducing the pcrccNage
of patients dying in hospitals to close to -SO5 ( 18). Contrast this
with an 8lFi estimate in the United States. In this article, we
will review the complex and often vexing aspee of high
technology interventions near the en$l of life. WC will propox.
f&the sake of debate. a formula for dealing with it.
The ant of dying in the United States is enormous. For the
6% or so of Medicare recipients who die each year. -SIT; of the
total cost of health care is spent during the last 6 months of life.

Managed Care and the Question of Medical
Futility-Who
Decides?
Contcmporaty

wisdom

has

it that

some

form

or

other

ot

managed care will dominate the health care “market” in the
foreseeable future (l-3). Cost cutting is managed care’s relentless focus and limiting treatment options its organizing principle. Economic data show that 10% of all health care expenditures is spent during the last year of life. and a significant
proportion
of these expenditures is wasted on medical care
that is deemed futile or of marginal utility (4-6)--a
desirable
prey for c&t cutting.
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‘40Fifor medical care during the last 2 months, and’substantially 30%.of total Medical expenditures cover the last month
of life (4-6). Not surprisingly, Victor Fuchs. one of America’s
leading health ‘care economists predicted that ‘one of the
biggest challenges,facing policy makers for the next century
will be how to strike an appropriate balance between care for
the dyi;g and health servicesfor the rest of the population”
(12). However. another leading authority, argues that end of
life expenditures are not growing disproportionately and that
cost savingsdue to changesin practice at the end of life are not
likely to be substantial (13). These estimates were derived
mostly from treatment of terminally ill cancer patients. They
do not take into account potential savings if more dying
patients are cared for at home rather than in a hospital setting.
In the discipline of cardiology, the past three decades have
witnessed technologic advances in diagnosis and treatment
deemed inconceivable to earlier specialists; open heart surgery, cardiopulmonary resuscitation. life-sustaining devices,
implantable cardioverter-defibrillator. cardiac pacing, sophisticated means of cardiac imaging. interventional cardiology
and therapeutic modalities for hypertension, angina, heart
failure and hyperlipidemia. According to one estimate, a good
80% of technologic advances apply to people past their fifth
decade (16-17). These technologic advances have brought
longer and healthier lives for many. At the same time. for
some, they have enabled the sustenance of life beyond its
reasonable limits; hoards of individuals are sustained in totally
disabled bodies or in an unconscious or mindless state at an
enormous cost to individuals, families and society (19,20).
These unfortunate outcomes result from the new standard of
medical care, which tests the endurance limits of various organs
until the inevitableend. The fee for servicesystemthat compensatesphpicians for expensiveinterventions has been blamed for
much of the waste.Unreal&c patient and family demands fear of
litigation and a passionfor technologyno doubt have contributed
to the explosion of health care costs.Regardlessof the reasons
the pace of technologicadvanceshas exceededsociety’sability to
regulate its use at all levels of care, particularly with regard to
terminally ill patients, a pace that can no longer be sustained.But
where should the practicing cardiologist look for the much
needed guidance in negotiating the difficulties of medical care
when life has approached its close?

Conflicting Signals From Medical Ethicisls
Foremost among the difficulties attended in the care of a
dying patient is that the definition of death has changed:
Before 1360, death occurred with the cessationof flow of vital
fluids, as with cardiac or respiratory arrest, or both. The wide
application of cardiopulmonary resuscitation in the early 196&
rendered obsolete the old definition of death; cardiopulmonary arrest has become a treatable condition (21-23). In the
search for a new .definition of death, debate focused on
whether the whole-brain (including brain stem) death or
higher brain death (with permanent lo* of consciousnessand
cognition) definition should be adopted. The Harvard report
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of 1969 (24) supported the. whole-brain standard, and ,this.,
definition was adopted by the President’s Commission for the
Study .of Ethical Piotilems in Medicine and Biomedical and.’
Behavioral Research in 1981 (25). The Commission further
advised that all U.S. courts adopt this new definition to guide’
rwlv ~, “/‘ye+
whnlc4&
legal conflicts resolution. 11;;: cm.
definition of death left the medical community with a large
number of patients who have irretrievably lost upper brain
function after cardiopulmonary resuscitation, multiple brain
infarcts or extensive head injury but who are alive by virtue of
persistent vegetative brain stem functions and with the aid of
artificial nutrition and assistedventilaticn. These unfortunates
are legally alive ani are entitled to the right to be protected
even though they have lost all ability to reject their fate. Of
note is that the whole-brain definition has been challenged
recently on philosophic and biologic grounds in favor of a
higher brain definition (26-28). This issue is far from being
settled, however, and the debate is expected to escalate in the
future.
The matter of medical futility is made even more difficult by
the lack of consensusamong leading medical ethicists (29-35).
Wide differences of opinion still exist concerning the controversial subject of how to define futility of medical treatment.
Futility is defined by some as care that has failed at least 100
consecutive times previously (29). Others advise that useless
medical care should not be withheld until other mitigating
circumstanceshave been satisfied (34). Some experts go so far
as to claim that the principle of autonomy and appeal to justice
entitles a dying person to forms of treatment that may be
deemed inappropriate on scientific medical grounds (33).
Others claim that physicianscannot and must not be allowed to
make the determination about medical futility (32). Yet some
ethicists go as far as accusing the medical community for not
doing enough interventions near the end of life (31-36). On
the other extreme, leading authorities, such as Callahan of the
Hasting’s Institute, feel strongly that age itself should be
considered in the application of high technology interventions,
claiming, as an example, that aortocoronary bypasssurgery is
not suitable for patients >70 years old (31,37).
Similarly, the decision not to resuscitate has been shrouded
b:: confusion and littered by contradicting medical. ethical and
!cgal pronouncements (38). In the early 197Os,the medical
establishment was engaged in an effort to define the indications for cardiopulmonary resuscitation, dealing with the prob
lem from a prerogative therapeutic point of view (39). These
efforts were preempted in 1976, when the Massachusetts
General Hospital medical ethics committee published its recommendations about do not resuscitate (DNR) orders in the
/ New England Jounial of Medicine (40). The proposed set of
recommendations took DNR away from the realm of whether
;,’ resuscitation is deemed appropriate on medical grounds. Instead, resuscitation became established as the proper medical
approach for all patients (implied consent) unless otherwise
clearly articulated by the treating physician after appropriate
consultation with other physiciansnot involved in the care of
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the patient .and only with the consent of the .patient (if
competent) as WC-I!as all relevant family members.
Many hospitals have since developed. their own DNR
guidelines (41). However, it present there is no consistent,
universal policy guiding the rational selective application of
DNR despite several recent outcome research data of inhospital and out of hospitdl resuscitation (42-50). Furthermore. studies showed that when appropriately informed about
the outcome of resuscitation. timemajority of elderly patients
opt for DNR orders (46). not so when they are not fully
informed about the poaible outcome of resuscitation. Rational universal resuscitation guidelines that take into account
recent scientific data about resuscitation outcomes and the
prevailing attitudes of well informed citizens are sorely needed.

The Courts and End of Life Issues
Conflicting. contradictory, incomplete and occasionally
confusing best describe vari=az coart decisions regarding end
of life issues.Guided (or misguided) by a whole-brain definition of death limited to the cessationof brain stem function, as
well as lack of uniformity in state laws and influenced by
specific sets of circumstances, the courts have handed down
decisions based on very narrow interpretations of the law. For
example, on the one hand, the court upheld the mother’s
request to discontinue artificial life support from the comatose
Ann Quinlan: In so doing, the New Jersey Court supported the
mother’s request as a substitute (substituted judgment standard) of th. comatose patient (51). On the other hand, the
U.S. Supreme Court denied a similar request from the parents
of Nancy Cruzan of Missouri on the basis that the State of
Missouri requires the more stringent “clear and convincing
evidence,” which demands unequivocal proof that the parent’s
request to terminate nutrition and hydration conformed to the
patient’s own wishes (52). Also. whereas one court ruled to
withhold a potentially curative treatment for leukemia from an
institutionalized. mentally retarded Joseph Saikewicz on the
basis that the treatment might impose unnecessary inconvenience on the patient (53). another court ruled to continue
ventilator support of an %-year old, permanently comatose
Helga Wanglie of Minnesota against physician advice (37). In
another case, one court ruled to uphold DNR orders for the
senile Shirley Dennerstein, whq had generalized atherosclerosis with multiple myocardial and cerebral infarctions (54).
whereas another court denied a DNR order for a Georgia child
with extensive degenerative central nervous system disorder
and uncontrollable epilepsy, even though one of the parents
agreed with the treating physician that the child’s condition
was hopeless (55). In each case, the court ruled against the
advice of the treating phpician.
The ultimate in ambiguity is exemplified by the court
decision regarding the anencephalie Baby K of Fairfti Vir-‘
ginia (56). Based on the testimony from one of the leading U.S.
exp&ts in theoretical medical ethics. the court ruled that
anencephaly is a quality of life issue related to one form of
medical disability that is protected by the “Americans with
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Disabilities Act” and that maintaining an anacephalic child on
a ventilator should not be construed as:futiie care. Babv K.has
beep maintained in a “never to become.consciousstate” fbr ‘>2
years. In another pe$eiring case.ihe Ndw York Court ruled
against letting a terminally ill patient with aciuired immune’
deficiency syndrome (AIDS) die of pneumonia despite the
patient’s expressedwishes (“living will”). The Court deemed
that although AIDS was terminal and irreversible, pneumonia
is a reversible condition that must therefore be treated (57).

The Limited Utility of “Living Will” and
Patient Self-Determination Act
The Euthanasia Society of America was founded in the
1960s in response to the public’s disdain for the idea that
en;!avemcnt by high technology of permanently disabled bodies. often without a mind. is a life worth living. The “living will”
was the brainchild of the founder of the society. intended to
preserve one’s dignity when death is near and inevitable (58).
The pioneer living will. F;roposed in 1%9, stated “if the
situation should arise in which there is no reasonable expectation of my recovery from physical or mental disability, I
request that I be allowed to die.” This original living will
ducurnttrrt, .lored for its brevity and simplicity. was adopted by
many citizens. Unfortunately the document lacked specificity
and was deemed to be too ambiguous by lawyers, physicians
and ethicists and was soon replaced by the more “legally
correct” documents of today. After the California natural
death act of 1976, other states adopted similar legislation
allowing citizens to execute advance directives to guide medical treatment near the end of life (59). More recent advance
directive legislation in many states provides for the appointment of a surrogate with a durable power of attorney for
medical care decisionsin the caseof incompetence or disability
(60,61). At preseut. all states have one form or another of
advance directive legislation and >30 states have proxy statutes (62).
Advance directives in their present form suffer from serious
shortcomings. Generally. these are legal documents drafted by
lawyers for interpretation by the courts. The documents are
impersonal, written in legal jargon and often intimidating to
the average citizen. Also. typically, “legally correct” forms of
the living will apply only in extremis. when treatment is
deemed futile and death is imminent (generally interpreted as
death expected to occur in 2 weeks,with or without treatment).
Living wills are not entirely binding to’the medical profession.
and surrogate decisions should be adopted only if they amform to the best judgment of the treating physician (63).
Surrogate decisions are often tainted ly feelings of guilt. love.
fear of loss or self-gain (64). Also, living wills are often
neglected,(or noi found) at the time of need. No wonder that
recent reports have &nvn that the living will in its present
form is virtually uselessin guiding ear&pulmonary resuscitation and other interventions near the end of life (65.6$).
In a mobii society such as the United States, lack of
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uniformity and portability of advance,directives from state to
staie has proved an impediment to the iGty of, the living will
as a guide to the withholding or withdrawing of treatmeni near
the end of life. Similarly, the Paii&t Self-Determination Act
(PSDA) legislation was enacted in 1990 by the U.S: Congress
in an attempt to curb unwanted high technology interventions
for the terminally ill by advising patients about their right to
refuse treatment and of the consequencesof planned interventions at the time of hospital admission (67). Not unexpectedly,
PSDA legislation had little or no demonstrable effect on the
utilization of high technology procedures before death (68).

Evolving Trends
Notwithstanding the present discourse, several areas of
agreement seem to be evolving among ethicists and legal
scholars (69j. For example, a consensus is developing that
considers artificial nutrition and hydration equivalent to other
medical interventions (70,71). Also, there is general agreement
tha! there are no ethical grounds for differentiating between
the withholding or withdrawal of treatment once medical
futility is established and that physiciansare under no obligation to provide treatment that is deemed futile by reasonable
medical standards (72-74). It must be emphasized that issues
of feeding and hydration and the withdrawal of medical
interventions are still problematic for some ethnic groups
because of religious or cultural imperatives (75,76). Furthermore, there has been an increasingtrend, in more recent court
rulings (far from unanimous), for courts to apply the “patient’s
best interest” standard to guide medical treatment in an
incompetent or unconscious patient (69-74). This standard is
much less stringent than the subject+.z standard requiring
“clear and convincing evidence.” More important, although
infrequently emphasized, no physician has ever been indicted,
let alone convicted, for withholding or withdrawing from a
terminally ill patient a medical treatment that is deemed
uselessby rational competent medical standards (72). On the
contrary, courts have repeatedly advised that complex medical
decisionsrelated to terminal illnessare matters for the medical
establishment (and not for the courts) to resolve in accordance
with established medical protocols (51,54,73,74). Recent recommendations from the American and British Medical Associations regarding persistent vegetative state are in harmcny
with this trend (77,78). Also, the recent passageof the Uniform
Health Care Decisions Act (approved by the Uniform Law
Commissioners in August 1993 and approved by the American
Bar Association in February 1994) should enable the replacement of current living wills statutes by a single statute that
applies to all American states (79). The w&riding objective of
the new act is to faciZtatz the use of advance directives and to
make the patient’s wishes binding to physicians.
Most important, the rapid expansion of medi,calknowledge
about outcomes of varioti interventions has provided cardiologistswith a great deal of information about the role of various
diagnostic interventions and treatment modalities in the management of patients with cardiac disease (80,81). More and

more the choice of a diagnostic procedure or a specific
treatment depends on hard, data rather than thd cardiologist’s
personal preference. The decade of the l’&JOsmay prove ‘to be
the decade when the once uvlimited enthusiasm about high
technology that characterized the 198oS’istempered by outcome data ‘gained from experience that have spanned several
years and hundreds of thousands of procedures.
Several attempts have been undertaken to establish priorities for high technology treatment in an intensive care environment. The Brookings Institute Report (82) on rationing of
intensive care is but one serious rational approach to the
problem. A computer-assisted program was developed and
subsequently refined utilizing th- Glasgow APACHE SCALE
to consider acute physiologic and chronic health states (83).
Similarly, the Ryjadh Intensive Care Program (RICP), developed in England, was touted by many as reliable in predicting
futility in the intensive care unit but criticized by some; the
program has a margin of error of 5%, which would not be
acceptable by conventional U.S. standards of care (84). Criteria for priority of intensive and terminal health care continue
to evolve slowly (85). The Oregon model of state-supported
health care is a notable example (86). In the Oregon Medicaid
model, health care priorities are set based on 800 disorders.
Pneumonia, tuberculosis, peritonitis, appendicitis and hernia
with obstruction topped the list. Kidney cysts,terminal AIDS,
chronic pancreatitis and extremely low birth weight earned the
lowest priority. These priorities were established after extensive open public debate. Hospice care has replaced high
technology care for many categories of terminal illness and
end-stage disease in the Oregon model.

Managed Care-the

Solution?

Today’s cardiologists find themselves caught in a dilemma:
On tt-e one hand, advances in scientific knowledge and technology enable them to perform or advocate improved outcome
procedures to sicker and older patients (87-90). On the other
hand, new pressures to limit the number of costly procedures
are imposed on physiciansfrom a managed care environment
(91,92). Although the premise of managed care is predicated
solely on cost containment, administrators of managed care
have skillfully relinquished decisions regarding medical care
guidelines to health care professionals. At the same time, they
have deliberately placed the physicians’ economic interests at
odds with expensive care. To put it bluntly, the fewer procedures the doctor performs, the more the company profits and
the bigger the doctor’s share in these profits. This trend
Tepresentsa 180” shift from the fee for service paradigm of
yesteryear. Whether the main driving force to do more for
patienJs,wasdue to altruistic mot&s or physician self-interest
did vat seem ‘to matter; these two. powerful forces were in,
concordance. In the new environment, the altruistic component of medicine, by which the physician hewed himself or
herself as the patient’s advocate regardless of cost, will no
doubt be sacrificed at the altar of costeffectiveness, which,
masquerading as pruderice, places the treating cardiologist’s
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financial interests at odds with the patient’s health needs: The
inevitable consequencewill,no doubt lead to the temptation to
sacrifice the patient’s best interests-a very disturbing proposition. Although the majority of cardiologists are expected to
adhere to the highest standards of honesty ‘and professional
integrity, the fraudulent few will render the most well meaning
physician suspect when he or she recommends against intervention, even though it has been deemed to be medically futile.

Is There a More Rational Solution?
Issues related to death, permanent infirmity, hopeless dependence and indignity are riddled with religious, cultural,
ethnic, racial and economic complexities and charged with a
multitude of emotions and passions that go beyond the realm
of organ-specific medical practice, such as cardiology. We
proposed a three-pronged approach to dealing with issuesof
use of high technology near the end of life:
the development of professional practice guidelines for
limiting or withholding treatment, including cardiopulmonary resuscitation;
a lay public commission to study. make recommendations,
disseminate information and allocate priorities in the management of patients with end-stage disease; and
a legislative process that transforms public sentiments into
public policies.
The recently developed clinical practice guidelines on unstable
angina by the Agency for Health Care Policy (AHCPR) and
National Heart, Lung, and Blood Institute (NHLBI) is a model
for emerging clinical practice guidelines (93). However, in the
case of end of life issues, not only organ-specific specialty
organizations (brain, heart, lung, kidney), but also other specialities (infectious disease, oncology, geriatric medicine,
emergency room specialists, intensivists and primary medical
and surgical specialities) should be involved. It may seem an
impossible task to assemble representatives from all these
disciplines to r-view all relevant literature and develop universally applicable practice guidelines; however, the task is worth
the effort. Review by the public is absolutely essentialfor these
guidelines to become widely applicable aswelI as acceptable to
patients and potential patients. Lessons can be learned from
many western countries that have established committees to
review and guide the adoption and implementation of
community-accepted standards of care near the end of life.
The Danish Council on Ethics is such a model (94). Established in 1988 to guide the Danish Parliament in sorting out the
difficult ethical and legal issuesattendent on terminal care and
other health care dilemmas, the CounciI is more ‘grassroots
than any other committee in the world It is composed of 17
members with neafly equal male’ and female representation.
The Council’s public education efforts are far reaching and
encompass a wide range of ethical issuesdealing with public
health. For example, it is this Council that recommended that
irreverstble cessation of higher brain function be reviewed as
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the end of life. The Council also overseespublic education in
health-related and end of life care issues. including television
debates and the production of health education materials for
schoolchildren and the public: Guided by public opinion polls.
televized medical discussions,and open debates, the ‘Council
recommends new health-related legislation to the Danish
Parliament (95). In the United States, the Oregon model for
established health priorities can be viewed as the brainchild of
a deliberaiive rational public process, leading to reasonable
political action. Likewise, few health maintenance organizations have allowed meaningful public involvement in establishing health care strategies.Group Health Cooperative of Puget
Sound in Seattle. Washington, is one notable example (%).
The time has come for a national commission, properly
selected from community leaders. to be empowered to develop
goals and procedures for treatment near the end of life. Let it
be named the Quinlan Commission in honor of Karen Ann
Quinlan, whose mother was the first to challenge the high
technology maintenance of unconscious existence. The Commission should be relatively independent and broadly representative but should not be seen as representative of any
particular special interest group. Members should be appointed in a manner similar to that for Justicesof the Supreme
Court. The Commission must be insulated from political
pressure or interference by lobbyists. It may work tvith small
groups that interact within medical authorities, legat scholars,
ethics specialists,economists, theologians representing dominant religions and scientists.The Commission will have access
to opinion polls, health statisticsand other pertinent information. The Commission should develop substitute judgment
standards for care of the incompetent and the terminally ill.
The Commission should be charged with the duty to recommend, review and modify health care legislation and establish
priorities for medical care. including home and hospice care. In
addition, the Commission should establish strategies and develop instructional materials for dissemination of information
and cdacation of the public at large. The Commission is
r...pected to propose laws necessary to ensure uniformity,
accessand portability of advance directives as well as provide
the guarantees that the patient’s expressedwishes are carried
out.
Advance directive legislation deserves total overhauling.
The focus of the living will should not be to prevent unnecessary treatment in extremis when death is imminent and unavoidable; rather. the living will should serve to express the
individual’s own wishes in planning medical decisions for the
last chapter of life. The living will should address treatment
options (including cardiilmonary
resuscitation) when the
patient becomes incompetent or incapable of making such
decisions because of severe dementia; crippling stroke; endstage organ failure: disseminated, unresponsive cancer; and
advanced resistant infection. including AIDS.
,Under these circumstances, many indiiduals may choose
not to interfere in the processof dying. Their values and beliefs
lead them to prefer, death to a much diminished life. One of us
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(L.B.) ha:: composed a simplified. living will and a workbook
covering various medical scenarioscommon to the,last chapter
of life (97). The document is written in plain English void of
legal jargon. Individuals are encouraged to discusstreatment
options under these specific scenarioswith their family. physicii.os and would-be surrogates. This or a similar document
should be adopted for universal USC.
What makes this proposal even more timely is the pending
Uniform Health Decisions Act. This legislation was proposed
by the Uniform Law Commissioners in August 1093 and was
ratitied by the American Bar Association in February 1994.
The legislation should enhance the utility, portability and
relevance of the living will by making advance directive legislation uniform among all American states.
A central registry should be established to enable physicians
and paraprofessional personnel immediate accessto the latest
patient-expressed wishes. Also. legislation is needed that requires treating physicians to honor the spirit of patient’s
directives. Only then can we expect the living will to fulfill the
patient’s wishes when life approaches its close (98).

Conclusions
As health care delivery in America is transformed from a
fee for service to a managed care formula, cost-conscious
guidelines for care are inevitable. Futile medical care administered to hopelesslyi!l patients accounts for an annual total
waste of $30 billion by conservativeestimates and for as much
as $108 billion by others. Nowhere is the heavy hand of
managed care likely to be felt as in the application of high
technology medicine near the end of life.
Whereas advances in medical technology have enabled
cardiologists to extend complex interventional and surgical
servicesto older and sicker patients at acceptable mortality
and morbidity rates, the managed care environment. motivated
solely by financial profit, will limit imerventions deemed of
marginal utility. The appetite for cutting medical costs, if
unchecked, promises at best to stifle medical progress by
curbing the application of new technologies and at worst to
corrupt some members of the medical profession into limiting
patient care to further their own financial interests. The danger
of unilaterally rationing medical care near the end of life, if
unregulated and well monitored, could prove extremely costly
both to societyand to the medical establishment by undermining the trust placed by patients in their treating physicians.
As difficult as it may seem, and despite obvious complexities
and ambiguities! practice guidelines, dealing with end-stage
disease and medical treatment of the terminally ill patient is
vital if we are to maintain a standard of care that is rational,
redeeming and worthwhile. The example set forth in establishing guidelines for the treatment of unstable angina should be
the reference standard for all other emerging guidelines of
medical care.
The medica! profession and U.S. Courts badly need guidance in how to deal with complex, emotionally charged,
controversial issuesnear the end of life, such as in the casesof

the $1 million. ill-fated surgery for the Lakersburg Siamese
twins: the anenccphalic Baby K maintained by assistedventilation for >2 years; and the 86year old persistently comatose
Helga Wanglie maintained on assisted ventilation. Who will
decide the fate of similar patients in a managed care environment’! Will the physician act in the best interests of the big
company whose only motive is prom. only to find himself or
herself at the mercy of the law, facing the consequencesof his
actions? The medical establishment cannot afford to endorse
such an arrangement. which is Fair neither to patient nor
doctor. In the present article, we propow a mechanism by
which guidelines for medical futility and application of cardiopulmonary resuscitation are developed by the medical establishment, negotiated with the public and transformed into
public policy. Suggestionsto enhance the utility and relevance
of the living will are provided.

References
1. Inglchart JK. The American
health care system: managed cart. N Engl
J Mcd lY92:327:7Ur-60.
2. D.!ughcrty
CJ. Ethical valucc at stake in health care reform. JAMA
JWX?JlN-12.
3. Sulmasy DP. Managed cart and managed death. Arch Intern Mcd 1YYS:lSS:
133-h.
4. Gillick M. The high cost of dying: a way out. Arch Intern Mcd 1991:154:

2134-7.
5. Scitovsky AA. The high cost of dying: what do the data show’? Milbank Mem
Fund Q Health Sot 19&1:62:591-688.
6. Scitovsky AA. Medical care in the last twelve months of life: the relation
between age. functional status, and medical care expenditures.
Milbank Q

i9x8:ti:h4n-boo.
7. Youngner S. Who defines futility? JAMA 19HH:268:2oY&S.
X. Schneiderman W. Jeckcr NS. Jonsen AR. Medical futility: its meaning and
ethical implications. Ann lntem Med lY%;tl2:949-54.
9. Micsel A. The Right to Die. New York: Wiley Law Publicatrons. 19119.
IO. Caplan AL Straight talk about rationing. Ann Intern Med 19Y5:122:795-6.
II. Letsch SW. Lazcnby HC, L&t KR. Cowon CA. National health cxpcnditurcs. Health Care Finan Rev JY93;14:1-38.
12. Fuchs VR. The Future of Health Policy. Cambridge (MA): Harvard Univ
Press 19931165.
13. Emanuel J. Emanuel L. The economics of dying: the illusion of cosl savings
at the end of life. N Engl J Mcd 199433.X)540-4.
14. Mcnzel PT. Paying the real costs of lifesaving. In: Jcckcr N. editor. Aging
and Ethics. New York: Humana Press. 1991:2&3%.
15. Bruncr ST. Waldo DR. Makusick DR. National health cxpenditurc
projcction through 2036. Health Cart Finan Rev 199?:14314-29.
16. Banta HD. Gclins AL. The future and health cart technology. World Health
Stat Q 1994:97:140-8.
17. Evans R. Health care technology and inevitability of resource allocation and
rationing decisions. JAMA 1983:2 19:2208-19.
18. Calltorp J. Healthcare with equity and cost containment.
Lancct 1996;347:

!i87-8.
19. Miranda DR. Quality of lift after cardiopulmonary
rcsuritation.
Chest
1994:106524-30.
20. Honbake ER. Dcfcnsive medicine: a form of varmint control? Ann Intern
Med 199l,:ll5:223-6.
21. Jude JR, Elam Jd. Fundamcnt.ds
of Cardiopulmonary
Resuscitation. Pbiladclphia: F.A. Davis. 1965.
22. Luwn 8. Amarsingham
R, Newman J. New method for terminating cardiac
arrhythmia: use of a syrtchronizcdcapacitor
discharge. JAMA 1%~18254855:
23. Kouwenhoven WB. The development of the delihrilator. Ann Intern Med
1%9;71:449-67.

JACC

Vol. 2X. N 1. 6
IS, 1916:16?3-30

Novcmtw

HIGH

24. 4d Hoc Committee of the Harvard Medical School IO Examine Dslinition of
Brain Death: a delinition of irrrversihlr
coma. JAMA I%R:216:337-40.
25. President’s Commission for the Study of Ethical Prohlcms in Medicine and
Biomedical and Behavioral Research. Defining Death: Medical. Legal. and
Ethical Issues in the Determination
of Death. Washington
(DC): US
Govcmmcnt
Printing Office. 1981.
26. Halcvy A. Brady 8. Brain death: reconciling delinitions. criteria and tests.
Ann Intern Mcd 1993:19:S19-25.
27. Liua JP. Persons and death: what’s metaphysically wrong with our current
statutory definition of death? J ~Med Philos 1993:18:351-74.
28. Youngner S. Bartlett ET. Human death and high technology: the failure of
the whole-brain formulations.
Ann lntcm Mcd 1983,39:2X-5.
2Y. Schneiderman U, Jccker NS. Futility in practice. Arch Intern Med IW):
153437-41.
30. Lantos JD. Singer PA. Walker RM. The illusion of futility in clinical practice.
Am J Med 1989:87:81-4.
31. Calldhan D. Medical futility, medical necessity: the problem without a name.
Hastings Cent Rep 1991:74(Jul-Aug):3U-5.
32. Vca.:h Rhf. Spicer CM. Futile care: physicians should not be allowed to
refuse to treat. Health Prog 1993:270:202-3.
33. Pelligrino ED. Ethics. JAMA 1993:270:202-3.
34. Jecker NS. Medical futility: the duty not te treat. Camhridgc Q Healthcare
Ethics 1993:2:151-Y.
35. Spielman B. Collective decisions about medical futility. J Law Mcd Ethics
1994;22:152-60.
3h. Callahan D. Limiting Health Care for the Old. In: Jerker N, editor. Aging
and Ethii. New York: Humana Press. 1991:225-6.
37. In re Helga Wanglir. Fourth Judicial District Px-Y l-283. Hennepin County
Minnesota. July 19%.
38. Bcdell SE, Delbanco TL. Choices about cardiopulmonary
resuscitation
in
the hospital. N Engl J Med 19pA:310:1089-93.
39. McCormick
RA To save or to let die: the dilemma of modem medicine.
JAMA 1974229172-6.
40. Clinical Care Committee of the Massachusetts
care for hopelessly ill patients. N Engl J Med

General Hospital:
1976:395:362-4.

optimum

41. Lo B. Saika G. Stndl W. Thomas E, Showstack J. Do no resuscitate
decisions: a prospective study at three teaching hospitals. Arch Intern Med
1985;14S:lllS-7.
42. Schoenenberger
RA, Von Planta M. Von Planta I. Survival after fiilrd
outnf hospital resuscitation: are further therapeutic efforts in the emergency
deoartment futile? Arch Intern Med 1994;15?:2433-7.
43. Kellerman AL. Hackman BB. Somes G. Predicting the outcome of unsuccessful prebospital advanced cardiac life support. JAMA 19%270:1433-6.
44. Bonnin MJ. Pepc PE, Kimball KT, Ciark PS. Distinct criteria ftr. termination
of resuscitation
in the out-of-hospital
setting. JAMA 1993:270:1457-62.
45. Jaycs RL Zimmerman
JE. Wagner DP. et al. Do not resuscitate orders in
intensive care units. current practices and recent changes. JAUA 1993:270:
2X3-7.
46. Murphy DJ. Burrows D. Santilli S. et al. The influence of probability of
survival on patients’ preferences
regarding cardiqulmonary
resuritatron.
New Engl J Med 1994:330:545-9.
47. Solomon ML O’Donnell L Jennings B. et al. Decisions near thr end
professional views of life sustaining treatments. Am J Public Health
83314-23.
48. Lo B. Improving
care near the end of life. why is it so hard?
1995:274:1634-6.
49. Broadwell AW. Boisaubin EV. Dunn !K. Englehardt HR. Advance
tives on hospital admission: a survey
on patient attitudes. South
1993;86%5-8.
50. Waisel DB, Troug RD. The cardiopulmonary
resuscitation-not-:m
order: futility revisited. Ann Intern Med 1995:122:30&8.

of life:
1993:
JAMA
direcJ Med
rcatcd

51. In re Quinlan. 70 NJ. 10355 A.2d 647. (1976).
52. Cruzan v Director, Missouri Department of Health. l!Os ct 2841’(19 0).
53. Superintendent
of B&her State Schoiil v Saikewica. 373 Mass~728371: NE.
2d 417,424,(1977).
54.
55.
56.
57.

In the matter of Shirley Dinnersteinl
1978 Mass. App. Adv. Sh. 7.X.747 N IO.
In re Doe, 262 Ga. 389,418 SE 2d 3 (1991).
In the matter of Baby K 16F.3d 590 (4th Circ. 1994).
Miesel A. The Right to Die. NL~Y York: Wiley Law Publications. 1989.

TECHYOLOGY

58. Kutner L. Due process of suthanasia:
J IY69:S39:U.

BASTA AND TAUTH
NEAR END OF LIFE

1629

the living will. a propoal.

Indiana bw

5Y. California Natural Death Act 1976: California llcalth and Safety Code. Ch
7187.
60. Mansfield J. Drogc J.\. Billing N. The utilization of the durable power of
attorney for health cart among hospitalized cldcrly patients. J .Am Gcriatr
Str 1991;3Y:ll7J-8.
61. Mansfield J. Rdbinovich BX. Lispon S. et al. The decision to csccute a
durahlc power of altorncy for thr health cart and prefcrcnces
rrgarding the
utilization of life-su.rtammg trcarments
in nursing home rcsidcnts. Arch
Intern Med 1991:151:?89-94.
62. Uniform Health Care Decisions Act ?!&I~JI
Conference of Commissioncrs on Uniform State Laws. Y U.L.A. (Pt 1j Y3 (1994 suppl).
63. Wicclair MR. Ethics and the Elderly. New York: O.xford l!nicrsity
Press.
1993.
64. Hardwig J. The problem >f proxies with intcrcsts of their own, towards a
lvztter theory of proxy decrsions. J C;in Ethics 199l:I:4l-6.
65. Teno JM, Lynn J. Phillips RS. ct al. Do formal advance directives affect
resuscitation decisions and the use of rcsourccs
of seriously ill patients?
J Clin Ethics 1994;5:~~30.
66. Emanuel LL. Advance directives:
do tbry work’? J An Loll Cardiol
1995:25:35-8.
67. The Patient Self Determination
Act Congressional
Rcard.
Qctoher 26.
199lkl2638.
68. Emanuel EJ. Wingrrh DW. Gonin R. Hummel LR. Emmanuel LL. How well
is the patient self-determination
act working’! Am J Med lW3:95:619-28.
69. hfiescl A. The legal consensus about foregoing life-sustaining treatment: its
status and its prospect. Kennedy lnst Ethics J 1999?:1:309-12.
70. Boyle P. King L O’Rourkc
K. The Brophy case: the use of artificial
hydration and nutrition. Linacre Q 1987;.546%72.
71. Committee for Pro-Life Activities, National Conference of Catholic Bishops.
Nutrition and hydration: moral and pasroral reflections. Issues Law Med
199X:387-406.
72. Barber v Superior Court of State of California (Cal Rptr IY83).
73. In re Estate of Greenspan. 137.111 2DI. 146 III Dee 860. 58 NE 2d 1194
(1990).
74. Airedale NHS Trust v Bland. Judgment 4. February lW3.
75. Scholstralk
Z. Jewish ethical guidelines for n&citation
and artificial
nutrition and hvdration for the dvine elderlv. J hlrd Ethics 1994;2l(I:9Z-100.
76. Asai A. Fukubara S. Lo B. Attitudes of Japanese and Japanese-American
physicians towards life-sustaining treatment. Lancct 199S:346:356-9.
77. Council on Scientific Atfairs. American
Medical Association.
Persistent
vegetative state and the decision to withdraw or withhold life support. JAMA
19%:263 ‘?6-3u.
78. Medical Lthics Committee of the British Medical Association.
Position
paper on treatment of patients in persistent vegetative state. British M&al
*ation,
1992.
79. English DM. Miesel A Uniform Health Care Decisions Act gives new
guidance. Estate Planning 1994z(Nov-Dcc):355-62.
80. Braunwald E. The Golden age of cardiology. In: Kncehel SB. Dack S. An
Era in Cardiovascular
Medicine. New York: Elsevier. 1991:1-j.
81. Fyc WB. American Cardiology. The History of a Specialty and Its College.
Baltimore: Johns Hopkins Univ Press. 19%.
82. Knaus WA Criteria for an admission to intensive care units. The Brooking
Report. Washington (DC). The Rrookings Institution. ‘Y88:44-52.
II study in
83. Rowan KM. Katr J. et al. Intensive care society’s APACHE
Britain and Irelarnk outcome comparisons
of intensive care units after
adjustment for case mix by the American APACHE
II method. BMJ
lW3309z977-81.
84. Bihari D. Atkinson S. Smithies M. et al. Identification of futility in intensive
care. Land
1994344:12OF6.
8.5. Knaus WA Harrell FE. Lynn J. et al. The SUPPORT prognostic rmdel:
objective estimates of sunival for seriously ill hospitalized adults. An I ntem
Med 1995:122:191-203.
Dilemmas. Sew Haven (Cl’): Yale ‘Uni: Press
86. K&sick WL Mqdiine’s
1993:llA
‘87. Movsowitz HD. Manginas A Emmi RP. et al. Directional coronary atherec1olnycanLx successfully performed on the elderly. Cathet Cardiovasc Diagn
199431:261-3.
88. Glekhmam
LL hfanrdwh
H. Segpri
BH. et al. Treatment dcaddamlar diseax on the elderly in Gemaoy. Am J Geriatr Cw
1995&U-41.

1630

BASTA AND TAUTH
HIGH TECHNOLOGY

NEAR

JACC Vnl. 28. NC.. 6
Nwemhcr
IS. 1996~1623-30

END OF LIFE

89. Yashar JJ. Yashar AG. Tares D. Hittncr.
Fdvorab!e results of corona?
artery bypass and/or valve replacement in octogenarians.
Cardiovax
Surg
‘lY93:1:68-71.
90. ‘Kumhhltr
HM, Foreman DE, Kuntx RE. Bairn DS. Web JY. Coronary
revascularization
after myocardial infarction in the very elderly: outcomes
and long-trrm follow-up. Ann Intern Mcd 1Y91;11Y:108&Yf1.
91. Ullyot D. Presidents page: what roncerns
Cardiol IYY5:!5:54YJIl.

us about managed care’? J Am Coil

Y?. Hiliman AL, Paulv MV. Kerstein JJ. How do linancial
physicians’ clinical.dccisions
and the financial Perfurmancc
trnance qanizations?
N Engl J Med lYBY:3ll:Sh-Y?.

incentives affect
of health main-

Y3. AHCPR guidelines: diagnosing and manaping unstable angina. Reprint
Primary Cardiol lYY4:?0:13~8.
94. Denmark. Biomedical Ethics in Biolaw. Bethesda (MD): Univcnity
Publirdlions of America. 19Y3:+4.
913. Public Urs Denmark’s Living Will [editorial]. BMJ 1993:3th:QlFS.
96. Kissick WL. hjcdicinc’s
Dilcmm;ts.~Ncw
Haven (CT): Yale Univ Press,
19Y1:64.
y?. Bacta Lt.. “The Univcrsial Living Will” Copyrighr Libra! d Congress TXU
hei-SS3. lY9S.
9s. Basfa LL. A Graceful Exit: Lift and Death on Your Dwn Terms. New York:
insight Books. Plenum Press. lYY6.

