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exaggerated form: is refraining from using a possible
means to prolong life different from intending a
death ?
Now, the difficulty could be removed at a stroke

were one willing to say that there is nothing wrong
with intentionally killing, or intending a death, once
life has fallen below a certain quality. This the
traditional moralist has always been careful to deny.
Does Ms Kuhse wish to argue that this is the point
at which we should be prepared to abandon the
traditional view? I found her paper unclear on this
issue. She does say that the physicianmust 'shoulder
responsibility for the death of the patient' and even
that he 'is responsible for the death of the patient'.
If this simply means that the physician must accept
responsibility for deciding when not to use extra-
ordinary means (or, for deciding what are to count
in this case as extraordinary means), and that, if the
patient dies, the physician should expect to be held
accountable for the decision he made, then what she
says is true and is hardly controversial. But does she
wish to be taken as saying in addition that in such
cases the physician intentionally causes the death,
and may (at least sometimes) do so legitimately? If
she is willing to go so far (and, as I say, it is not clear
to me whether or not she is) the traditional moralist
would press her to say whether there is to be, in her
view, no difference between intending a death by
withholding extraordinary treatment, and intending
a death by administering a lethal injection. It is this
distinction which is at the heart of the traditional
position, and the difficulty with the traditional
position is to discover a philosophical means to
support it. I am not at all clear whether Ms Kuhse
would see this as a problem at all, or whether she
would simply adopt the more radical solution to it
and accept active as well as passive euthanasia.
At any rate, this central issue seems to me to be

independent of the problems about how to draw
the distinction between ordinary and extraordinary
means of treatment. Helga Kuhse is perfectly right
to insist that this distinction is not merely a techno-
logical one, and to insist that it involves con-
siderations about the quality of life which are
inconsistent with a totally absolutist view about the
sanctity of life. On the other hand, I am not con-
vinced that this distinction can simply be replaced
by an explicit and overt reliance on the concept of
the quality of life, valuable as this notion is. The
sources quoted by her make it clear that they
consider as relevant such factors as cost, the
availability of resources and the risk involved, none
of which is simply a matter ofthe quality of life to be
attained. And it seems to me that the possibility of
recovery is more important in this connection than
Ms Kuhse seems willing to allow. Her counter
examples (insulin for diabetics and iron lungs for the
paralysed) seem to me to show no more than that
recovery need not be complete in order to be
important. After all, both patients are better off with

this treatment than they would be without. I would
have thought that insuilin treatment was clearly
'ordinary' for most patients, on the traditional
doctrine, and the iron lung 'ordinary' for very many.
While the quality of life is one of the criteria used in
arriving at such judgments, it is not the only one,
and not in every case the most important one.
Ms Kuhse is surely right to bring out the fact that,
whether on traditional grounds or on any others,
clear guidelines for difficult cases are going to be
hard to come by, and philosophical articulations of
these guidelines are going to be even more difficult.
To my mind, this is hardly surprising, given the
extremely rapid development of medical expertise.
But that in itself is not a reason to seek to reduce all
the complexities of the issue to one single criterion
such as the quality of life, and still less to advocate as
a philosophical principle that one may intentionally
shorten or terminate a life just because its quality is
below a certain standard.

In short, I am not convinced that the more
sophisticated versions of the sanctity of life doctrine
have been shown to be inconsistent. Moreover, to
continue to speak of the sanctity of life (or of respect
for life, if a more secular variant is preferred) has at
least the advantage that it expresses a healthy
presumption in favour of trying to preserve it. To
speak of extraordinary means is to recognise that
this presumption can be defeated, and to endeavour
to spell out carefully the conditions under which it is
defeated. There are philosophical and practical
problems in this position which certainly need
further development; but I still believe that the
traditionalist can maintain that his is a good starting
point from which that further development can
take place.

Response
Helga Kuhse Department of Philosophy, Monash
University, Clayton, Victoria, Australia

Let me but briefly reply to Gerard J Hughes's
thoughtful discussion of my article, and of a most
complex moral issue. More could be said but space
sets the limit.
Hughes agrees that what he calls the 'strong

version' of the 'sanctity-of-life' doctrine is incom-
patible with the optionality of extraordinary means.
If it is not only absolutely forbidden to kill but also
to let die, then any possible means of prolonging life
becomes an obligatory one. But, Hughes points out,
the 'sanctity-of-life' doctrine has not always been
held in this strong form. Rather, the traditional view
is that life must not always be preserved indefinitely,
or at any cost: if one does not have a duty to take
extraordinary means, then to omit to take those
means is not the intentional termination of life.

This position does, according to Hughes, 'not
depend on drawing the distinction between ordinary
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and extraordinary means in any particular place, or
on any particular grounds ...; it presupposes merely
that not all possible means of prolonging life are
obligatory.'

However, in ethics we cannot 'merely presuppose'
anything. In fact, it is precisely the presupposition
that a limited duty of life preservation can be
combined with the traditional view that we must
never kill or let die intentionally which is the focus
of my paper. It is one thing to say that we do not
have a duty to take 'extraordinary' means to
preserve someone's life and quite another to show
that ifwe then purposefully refrain from using them,
foreseeing the resultant death, we have not inten-
tionally terminated the patient's life. Hughes is, of
course, aware of this when he suggests that the
traditional view ultimately depends on its pro-
ponents' ability to show that a morally relevant
distinction exists between the intentional termin-
ation of life on the one hand and the withholding of
extraordinary means of life support on the other.
Hughes admits that the 'normal ways' of drawing
this distinction in terms of desires, foreseeability,
and the agent's description of his action are in-
adequate. But if these ways are inadequate, how else
can the distinction be drawn ?
Hughes does not say. But it has, traditionally,

been drawn in terms of the distinction between
ordinary and extraordinary means. It is this
distinction which is the focus ofmy paper and which,
I argue, is untenable. If I am correct in this, then
this means (in the absence of convincing arguments
for a different locus of a morally relevant distinction)
not only that refraining from using a possible life-
prolonging means is equivalent to the intentional
termination of life, but also that the 'sanctity-of-life'
doctrine cannot coherently be held in its weaker
form. Indeed, this is the 'oblique' conclusion ofmy
article: if termination of ordinary treatment is the
intentional termination of life, so is the termination
of extraordinary treatment. Whilst I have not here
explicitly discussed, and dismissed, the traditional
doctrine of 'intention' (I have done so elsewhere:
'Extraordinary Means and the Intentional Termin-
ation of Life,' forthcoming in Ethics in Science and
Medicine), there are - to adapt an old adage - more
roads than one that lead to Rome. The road
chosen by me in this case was to argue that the
distinction between ordinary and extraordinary
means does not allow the traditionalist to differ-
entiate between the intentional and non-intentional
termination of life. What a defender ofthe traditional
view would have to show is that such a distinction
can, after all, be made. This challenge still stands.

Hughes has not explained how he would, for
example, distinguish - in a morally relevant sense -

between a doctor 'pulling the plug' of an artificial
respirator sustaining a permanently comatose
patient and a doctor 'pulling the plug' of an iron
lung sustaining a permanently paralysed polio
victim. If the death of either patient is foreseen, how
can one hope to sustain the assumption that the
death of the second patient was intended but not
that of the first? One can certainly not do so by
calling one machine ordinary and the other extra-
ordinary. And yet, this is precisely the road taken by
many traditionalists who, as Hughes observes, have
difficulties in framing a doctrine of intention that
gives the answer they are intent on defending.
Or let us take insulin treatment for diabetics.

Insulin treatment is, according to Hughes, 'clearly
"ordinary" for most patients.' This means that a
doctor who withholds insulin treatment would, on
the traditional view, normally intend the patient's
foreseen death. But why only for 'most' patients, and
not for all? Insulin is readily available, it is not
costly, and the risk involved in using it is not great.
Here Hughes invokes the recovery criterion:
insulin treatment is ordinary because the patient is
'better off with this treatment than he would be
without.' Presumably Hughes is suggesting that for
a patient who, for other reasons, has no prospect of
regaining a minimally acceptable quality of life,
insulin may be 'extraordinary.' But this is precisely
the point I have been trying to make: insulin
treatment is 'ordinary' or 'extraordinary' depending
on the quality-of-life a patient will enjoy after
treatment. That has nothing to do with the
ordinariness or extraordinariness of means, nor does
it help us to distinguish between the intentional and
the non-intentional termination of life. If it is agreed
that the physician intends the patient's death when
he withholds 'ordinary' insulin, then he also intends
the patient's death when he withholds 'extraordinary'
insulin.

If this is correct, then it is no longer a question of
whether or not the traditionalist should abandon the
view that killing or intentionally letting die is always
wrong. This view has already been abandoned.
Once we admit that life-prolonging treatment can be
either ordinary or extraordinary, depending on
whether or not the patient is 'better off' with or
without it, then we have also admitted that the
patient may, in 'extraordinary' circumstances, be
'better off' with a shorter rather than a longer life.
And, as Glanville Williams observed some time ago,
there is no logical or moral chasm between not
prolonging a life and shortening it.
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