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(2) Nursing hgg A social contract with society that jg based op trust and there.
fore patiengs Mmust be aple 14 frust that nyrgeg will not actively take human
life,

(3) In order to Preserve the mepy) Mandates of the Profession anq the integrity
of the Individyg] Aurse, nurses gre ot obligated ¢ comply with 4 patient
and famjly requests; and

(4) There Is high Potential for a0 .+ - Particularly wigp, Vulneraple Patients sycp
as the clderly, Poor, and disabled, (ANA 199¢: 84)
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this possibility, they would hope their lives did not lie in their nurses’ hands.
But if one really wants to know the public’s feelings about AID by nurses, the
public should be queried about this issue. Surveys show that legalizing AID would
do little, if anything, to undermine public trust in physicians who perform it.
Moreover, repeated surveys demonstrate that support for AID continues to rise.
In 1996, 41.6 percent of patients and 32.8 percent of the general public
thought patient—physician conversations that explicitly addressed AID would
increase — not decrease — trust in the physician (Emmanuel et al. 1996: 1808).
By 2004 public support for AID had risen to 82 percent in the UK among
the general population, and to 80 percent among persons with disabilities
(Branthwaite 2005). Whether this trust would extend to nurses is uncertain, but,
again, one should assume neither that the public would trust nurses who engage
in AID nor that AID would destroy public trust in the nursing profession.
Presumably, most people assume that nurses’ duties include preventing pre-
mature, unwanted death; promoting, preserving, and restoring health; and
minimizing pain and suffering. But patients for whom all these options have been
foreclosed might support (even hope for) AID by nurses.

Professional integrity. Integrity is “having a reasonably coherent and relatively
stable set of cherished values and principles” (Benjamin 1990: 51), and express-
ing those values and principles in words and actions. One clearly articulated
nursing value is “an ethic of moral opposition to killing another human being”
and, more particularly, that “patients must be able to trust that nurses will not
actively take human life.” As clear and unambiguous as these statements are, we
should remember that “reasonably coherent” or “relatively stable” values can —
and do — evolve. The Hippocratic Oath forbade abortion and surgery, yet both
are now important for patient well-being and are regularly provided by health-
care professionals as means to their patients’ best interests.

What professional practice requires will change as social and professional
environments change. The Hippocratic tradition began in an era where life
was much more fragile. Ancient cures were rare and ancient Greek physi-
cians who failed to cure serious maladies often saw their patients dic. Conversely,
when contemporary practitioners fail to cure, their patients may survive in a
statc worse than death. The ancient professional who saved a life was much less
likely to harm the patient than her twenticth-century counterpart (MacIntyre
1975).

In addition, saving life is only one of several cherished professional values.
Nurses are also committed to relieving pain and suffering. To acknowledge
other values does not denigrate life nor deny that saving life — under most
circumstances — is crucial to professional integrity. Nonetheless, acknowledging
a plurality of values raises the possibility of moral conflict among professional
commitments. For some patients, life cannot be saved, health cannot be pro-
moted and disease cannot be prevented or cured. But relief of pain and suffer-
ing is still within the nurse’s power. When patients clect early death and the only
professional value that still can be promoted is relief of pain or suffering, AID
is compatible with professional integrity (White 1999). Of course, many nurses
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(like many physicians) might personally believe that nurses should have nothing
to do with actively participating in ending a patient’s life. This possibility raises
the question of whether, given the professional commitment to relief of pain
and suffering, they are morally obligated to aid patients in dying if those patients
are competent and request such assistance. Presumably an “opt out” clause -
such as those permitting physicians to Opt out of performing abortions — would
permit morally opposed nurses from participation in aid-in-dying.

Abuse. Critics worry that AID might be “overysed” in many Western societics,
in those who are undervalued (i.e., the clderly, minorities, the poor, and per-
sons with impairments) and whose vulnerability makes them less able to protect
their own interests. Such groups may be at risk if AID js permitted because they
lack resources — cognitive, emotional, physical, or financial — to protect their oy
interests, and society is not motivated to protect these interests for them Such
worries are legitimate, Elderly and black populations, although overall in favor
of euthanasia, were less supportive than younger, white populations (Hall et al,
2005). The question of abuge Per se arises because of the worry that nurses (qr
other persons) might crroncously assume the lives of vulnerable patients are not
worth living and, based on these inaccurate assumptions, provide unrequested
and unwanted AID to these patients.

The data on the €Xtent — or even the existence — of such vul nerability is cop-
tested (Death with Dignity Act n.d.; Branthwaite 2005; Quill 2007; Thorns 2007),
But even if such risks are real, they can be managed procedurally or professiop-
ally. Procedural Management demands criteria for providing AID, Strictly limit-
ing AID to patients who meet carefully specified criteria should protect the
vulnerable. The law is 10 stranger to statutes enacted to protect the vulnerable
and we have no reason to think statutes could not be constructed to protect
against unwanted A[D. Indeed, the criteria embraced by Oregon and the dag
collected following legalization there of physician AID suggest that AID is yged
infrequently and, typically, by the least vulnerable populations (Death with
Dignity Act n.d.),

Given the professional commitment to saving life; the risk of abuse is likely
to be small. Persons are at greatest risk for abuse or neglect if they are poorly
understood and undervalued. Nurses are unlikely to assist in carly, unwanted death
because, in virtue of their intimate, Ongoing interactions with patients, nurses
are more likely to appreciate a patient’s own values and be governed by thogse
interests. This point may be put more pragmatically: if AID js legalized, vulner-

protected when nurses are mnvolved in these discussions,

However, nurses who practice in institutions are less likely to know their patients’
social and personal backgrounds than are their physicians (although in this age
of specialization and referral, many physicians may know little about their pati-
ents beyond their medical particulars). But patients may have a greater tendency
to trust the role of the Physician than that of the nurse. Sti]
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[Flor the nurse, intensive care may actually mean spending an intensive amount
of time with the patient and the family. They may see and hear first-hand of
the patient’s pain and suffering as the patients are being turned, bathed, medic-
ated, and generally taken care of, It is likely that the nurse may be the first one
to appreciate the patient’s level of continuous discomfort, and also may be first
to recognize an endless cycle of pain and suffering coupled with a dim hope for
any meaningful recovery. As a result, nurses, often rightly so, feel that they have

4 greater and earlier insight into a patient’s wishes concerning these difficult
issues.

Therefore, at one time or another in their nursing careers, one out of five of
those nurses who responded to the [Asch 1996] survey questionnaire were put in
a position where a patient desperate for relief was paired with a physician unable
to recognize the situation, and the nurse took matters into her own hands. But
saying that one of five nurses has participated in hastening the death of a patient
is not saying that the practice happens 20% of the time. . . . In fact, the survey reported
that 65% of those nurses who had “hastened death” did so three times or less,

and about 93% of those were based on repeated requests by the patient or family.
(Miller 1996)

A profession that is responsible to the community must consider community
opinions when formulating practice guidelines. Throughout the world, the pub-
lic perspective is changing to support AID. In recognition of these evolving
attitudes, nursing must revisit its position as a means of insuring its policies and
practices truly are designed to promote the welfare of patients.

In addition, the perspective of the wider professional community is evolving.
The National Association of Social Workers (2000) supports all self-determined
choices, including AID. Social workers polled in South Carolina echoed this
approval (Manetta and Wells 2001). While the American Medical Association
(AMA) remains opposed to AID (AMA 1992, 1996), many physicians disagree
(O'Reilly 2005; Lee et al. 1996; Preston 1994; Reisner and Damato 1995;
Bachman et al. 1996; and Emanuel et al. 1996). And, as the American Medical
Student Association favors physician-assisted suicide as a last resort (n.d.), the
AMA’s official position may change as students become practicing professionals.
But these other professionals have distinetly different relationships with patients
than do nurses. The 24 /7 intimacy between nurses and patients often lends itself
1o brutally honest discussions of fears, hopes, anxieties, and so forth. Should AID
endanger these conversations, it would likely remove a great source of comfort
to patients and a great source of information to nurses that is requisite to good
patient care.,

Ultimately, however, death is irreversible. An unwanted or premature death
deprives a person of her entire future, the particulars of which are always to some
extent unknown, and the value of which may be unknown or may be revised.
With aid-in-dying, mistakes are permanent.

In any case, were nurses to become actively involved in aid-in-dying, their
designation as “angels of mercy” would certainly take on expanded meaning,.

Should nurses be morally permitted to aid their patients in dying?




