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Case conference

Earning his heroin but seeking release
while the surgeon advises amputation
Roger Higgs, Brian Livesley, John Rennie and relatives

Case conference editor's note
The following debate took place as part ofa presentation
on medical ethics at a teaching hospital. It is published in
full without summing up in order to present the issues and
opinions as they were expressed at the time.

Summary
A man aged 80 years presented with painful ischaemia
(inadequate blood supply) affecting his left lower leg.
There was no effective medical treatment. The
surgeons recommended amputation. The patient
refused, in spite of suffering severe pain for fifteen
months, because he wished to die, and he tried to bring
this about by various means.

Case report
In 1984 a man aged 80 years presented with 'an
ominous, painful ischaemic patch on his left heel' and
was treated by paravertebral nerve block. Four months
later his family was worried that he still had an
unnecessary amount of pain. A long-acting morphine
preparation was prescribed. Three months later
hospital admission was advised because of progressive
deterioration and increasing pain. The patient refused,
and that evening he telephoned his relatives to say
goodbye. They called to see him, and finding him
unconscious from drug overdose sent him to the
hospital's casualty department. After resuscitation on
the surgical ward he obtained complete pain relieffrom
diamorphine supplemented by a repeated
paravertebral block.
The psychiatrist who assessed him reported that the

patient's behaviour was entirely a response to his
circumstances because the pain had become
unbearable. He said he wished his daughter had not
informed the hospital. He had been a lonely widower
for three years - 'I was not built to live on my own'. He
had been a national and county sportsman and had
enjoyed life as a chartered surveyor and did not wish to
exist if it was at the cost of losing a leg. On further
review a few days later he was described by the
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psychiatrist as 'Alert, co-operative, and friendly.
Orientated in time and place. Memory and
concentration normal. Good knowledge of current
affairs. Talk normal and rational. Mood - not
pathologically depressed. Clearly unhappy about his
predicament'. The psychiatrist concluded that there
was no evidence ofany mental illness and in particular,
he was not depressed or demented.
Two weeks later the patient was still talking about

suicide and stated he would try another method since
he thought he would not be given enough analgesic to
take as an outpatient. He was discharged home,
however, alert, ambulant, and taking diamorphine
orally. Two weeks later his foot had become blue and
the surgeon reported that he was more amenable to
surgery. However,when seen again one week later, the
patient steadfastly refused surgery. In the weeks that
followed the patient and relatives found themselves to
be under intense pressure to agree to amputation by the
surgical team. They sought legal advice.
Three months later the patient was again admitted to

hospital after falling at home. He had extensive
ulceration of the affected leg below the knee and
extending to the foot. The case notes read 'patient
wishes to discuss euthanasia and was told we could not
help him and that, perhaps, he would view the
situation differently when he had adequate analgesia'.
Conservative management was also discussed and the
patient agreed to surgical cleaning of the wound
(debridement). But two days later with intractable pain
in his left leg he refused it and tried to provide his own
analgesia by consuming whisky on the ward. During
this period he was visited by another patient (aged 78)
who had had an above-knee amputation one year
previously, but he thought that he would not do as well
as his visitor.

During the next six weeks his left leg continued to
deteriorate and his right leg became affected.
Amputation was repeatedly recommended but the
patient steadfastly refused. He developed gross
oedema which extended up to his buttocks, his left leg
became very offensive and was nursed in a plastic bag,
and his whisky consumption continued on the ward.
When the need for amputation was again stressed the
patient's family stated: 'It is the patient's intention to
die, and we, together with him, have already been told
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44 Roger Higgs

it is possible to withhold all treatment apart from
painkillers. We have taken legal advice and all other
forms oftreatment without consent constitute assault'.
One week later (now fifteen months after he first

presented) the patient's pain was being relieved by
diamorphine orally but he had become confused,
incontinent, and frightened by nightmares. The family
requested a further medical opinion. This confirmed
the patient was distressed because of severe ischaemic
pain arising from a grossly gangrenous left leg and
showed that his condition was compounded by
myocardial and cerebral ischaemia. Injections of
diamorphine and chlorpromazine produced a relaxed,
comfortable and pain-free patient no longer requiring
alcohol. When, three days later, the patient again
experienced pain the diamorphine dosage was
increased. It was further recommended that, 'for the
most appropriate management of this patient's
terminal care, amputation (to relieve the patient's
severely ischaemic and toxic state) is now desirable'.
This was refused by the daughter who stated that she
was fulfilling her father's expressed wishes in refusing
amputation despite the management problems posed.
To continue effective pain relief the diamorphine and
chlorpromazine dosages were increased. The patient
died suddenly and peacefully five days later. The cause
of death was given as myocardial infarction associated
with peripheral vascular disease. At this point neither
the relatives nor the staff were content and it was
important to air the ethical issues involved.

Discussion

SON-IN-LAW

My father-in-law, might be described as a man of sport
and a man of style. He was very keen indeed on cricket
and had been since his own public school days which
had not only given him a preoccupation with sport but
also a foundation in Christian moral values. He was a
very gregarious person, but did not practise religion.
Nevertheless he had this strong doctrine of man. This
is pertinent to the case because, at the age of about 76
his wife died and he was himself severely handicapped
from a motor accident. So three features of his life,
reduced mobility, the closeness of his family, and his
new isolation, all contributed to his change of mind
about the value of life.

So it was that sooner or later, he was brought within
the orbit of the medical profession because of his
ischaemic leg ulcer which gradually got worse.
Moreover, with his arthritic hip, he began to wonder
whether he had enjoyed the best of his days. He had
always felt that he had been one of the very lucky ones
to have got to the age of 75 while still able to enjoy
cricket and lots of other things; he enjoyed his
mobility. Three score and ten was probably, he
believed, about right!
However, at the age of80 it became clear that his legs

were not good at all. So began a measure of dispute
with medical opinion; he had decided that he would

end his own life: enough was enough! So he made the
attempt, and rightly or wrongly, he rang his daughter
to say goodbye. We, not being quite ready for that,
were not sure that he should be allowed to say goodbye
and so we put it all into reverse.
A fortnight later, once restored, he was profoundly

annoyed with us; he believed that he had made his case
very clear. Perhaps he had not made it clear enough.
He was approached, (not only by the GP), to have the
leg off, but also encouraged, and indeed pressurised,
by surgical opinion to have both legs off. He was now
immobile and resisted the pressure to have his legs off
simply because the GP at the outset of discussions
made it clear to him that if he did not have the legs off
he would die. That, he said, was jolly good, precisely
what he wanted. He felt this was right and he knew that
if he continued to resist the pressure for amputation
this would lead to his death. Moreover he did not wish
to put the medical profession into a moral position that
they could not easily sustain. Nor did he wish to affront
the medical profession and its convictions about the
sustaining of life. Nevertheless pressure came at him
from various sides, especially from those surgeons who
believed that by taking off the legs you remove the
pain. It came to a struggle with those in the medical
profession who did not accept his own 'diagnosis' ofhis
own condition, which was not medical but a feature of
his own doctrine of man. He believed that he had had
his days, although recognising that had he been 61
instead of 81, it might have been a different moral
story. Above all he felt that his time was over and
wanted nature to take its course. He knew that the
medical profession was not willing to allow nature to
take its course, insisting that they had the right view,
namely that if the pain was removed through the
amputation of the legs, then he would be a new man.
He did not wish to be a new man! He wished his
attitude about being a new as well as an old man would
be accepted by his medical advisers, for whom he had
a great regard. Indeed he had such a high regard that he
felt fundamentally uneasy and had guilt within him,
which fought to resist the temptation to go against
the professionalism of such respected persons.
Nevertheless, he knew that ifhe did not go against the
professionals he would somehow forfeit his own
integrity as a moral agent. He realised that the medical
team was unable to share his convictions about a
doctrine of man. At the age of 81, he believed it was
justified for him to say that enough was enough. If the
disease of the legs was allowed to take its course, he
would die. That was exactly what he wanted.
On the question of painkilling the family felt that he

did not have enough, hence the expression, 'he had to
earn his diamorphine'. There were also a number of
miscommunications: the family was told by hospital
doctors that this man had received the maximum
diamorphine. It was later discovered that he could have
a lot more, and could be made happier. There is no
doubt that at the same time, he began to withdraw from
his closest.
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It seemed that in order to keep this man rational, the
pain-relief dosage was kept to a minimum, irrespective
ofthe effect ofthe leg pain on his personality and on his
state of mind. And so it was that at a particular time
when the surgical pressure was about to succeed and he
was about to succumb to pressure for the legs' removal,
the family was fortunate enough to be able to
intervene. At that time his diamorphine dosage was
almost non-existent in preparation for surgery; he was
very rational and reminded one of St Augustine:
'There are only certain conditions upon which a man
should be properly brought to religion'. There are
certain circumstances which should not force a man to
religion, to Christianity, to faith. This patient, whose
active religion was a thing of his past, curiously and
rather sadly said, at this time when he was quite
rational: 'You know that I'm not a religious man - I
only wish however that God would take me because it
seems that I'm not allowed to be taken by any natural
means, or by any other means'.
The case is one of conflict, between the patient's

concept of his own life, his own doctrine of man, and
his diagnosis of selfhood or manhood (which of course
embraced his medical condition), on the one hand; and
the opinions of medical men for whom he had a great
deal of respect on the other. He was in this constant
dilemma (as was the family) because medical authority
was making its assertions and there was a profound
guilt at resisting this authority when it was believed
that to all intents and purposes it had the best will in the
world.
The fact remained that my father-in-law had his own

concept of his life, he was very articulate, very
intelligent and well-enough educated, and could think
very well for himself. I was sorry therefore, that in this
critical situation, wanting to be allowed to die, wanting
his legs to bring it about, that medical opinion forced
him, in a curious way to turn, if only momentarily, to
religion. Against his own integrity, he was forced into
the superstitious 'If only God would take me because
nature is not free to take its course'. This the family
believed was profoundly undignified and compounded
guilt with frustration and even despair.

DR BRIAN LIVESLEY, CONSULTANT PHYSICIAN,
HEALTH CARE OF THE ELDERLY

About six months after he first presented this patient
believed his future prospects were so poor and his pain
was so severe that he attempted to kill himself and
would certainly have died if he had not been
resuscitated.

In all he experienced severe ischaemic pain in both
legs for about fifteen months. Throughout this period
his analgesic therapy was variable and ranged from
Panadol (recommended by a terminal-care nursing
sister), and then the use of an oral morphine
preparation, to, terminally, quite high doses of
subcutaneous diamorphine.
These events pose a major question for us. Given all

that was known about him, should resuscitation have

even been attempted after he had taken the overdose?
Let us remember that the psychiatric report described
the patient as alert, co-operative, friendly, and having
behaved in a way that was entirely the response to his
circumstances because his pain had become
unbearable. He was not pathologically depressed and
was, in fact, a normal, rational patient.
The second question for discussion surrounds the

insistence on the part of the surgical team that, come
what may, the leg was going to come off. Indeed, there
was a note in the case notes that if nobody would agree
to this they would consider court action and have the
patient placed under the care of the court to insist on
amputation. The relatives actually had to obtain legal
advice and point out to the surgeons that such an
enforced form of treatment would constitute assault.

Finally, another question arose during the terminal
stage of the patient's illness. Once dying had become
the diagnosis and the patient was still experiencing
severe pain in his then extremely gangrenous leg, what
should have been done when the relatives again refused
amputation, although on this occasion it was
recommended as a way of providing him with pain
relief during his dying phase? Indeed, on looking back
to the first question, this final state of affairs makes the
decision about his original resuscitation all the more
crucial.

MEDICAL STUDENT

I think in that circumstance you should have let him
die because he was a rational man and had not got
anything that a psychiatrist would call a mental
disorder. If he wants to die it is his own decision. If, in
fact, he was mentally ill then I think that would have
been a different case.

DR ROGER HIGGS, CHAIR

There is a duty to care. If we allowed people to take
overdoses and then we all walked away we could be
accused of failing in our medical and moral duty. The
issue is, what does care consist of in this case? It would
be very difficult without other evidence to leave
someone to die without knowing that what he had
decided had been the result of a rational decision.

MR JOHN RENNIE, CONSULTANT SURGEON

We have talked about a doctrine of man but we have
not talked about the sanctity of life. If you have a view
that life is sacred, that it is not ours to withhold or to
take, then of course it influences medical practice
intensely. I do not know what went on clinically, I have
not taken the opportunity of quizzing the surgeons,
but I can only believe that they had the feeling that his
life was still worth preserving. He was articulate; he
communicated well with his family; took an active
interest in things; and as we very well know life without
legs is still a very good standard of life for the majority
of people. Surely this patient was depressed.
Expressing a view on euthanasia is more times a
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reflection of depression than not. I believe that the
medical staff were in conflict with the patient and the
relatives over their understanding of what life is all
about.

DR LIVESLEY

The surgeon was expressing the view that irrespective
of the patient's feelings and the psychiatrist's
comments, this amputation should proceed and if
necessary the surgeon was going to have recourse to
legal action to perform it.

MR RENNIE

We have to contend in medicine not only with respect
for the patient's wishes but also with the need to
protect the person from the damaging consequences of
his own ignorance. There were some misinformation
and communication problems because the whole
picture was obviously not put over to him. Here we
have a gentleman who is old and depressed. He had
gangrenous legs. When people have gangrenous legs
they are usually toxic, and therefore often unable to
make rational decisions. We do know that surgical
intervention can totally reverse the clinical situation.
People don't die of the gangrene, they die of the
toxicity, secondary to the gangrene. We know that by
removing a leg the toxicity is coped with, the gangrene
disappears, and most patients, even in their eighties,
come to terms with a very good life once the
gangrenous leg has been removed.
Many of the problems stem from bad

communication. I do not know if the surgeons really
sat down with everybody and discussed the issues right
through.

DR HIGGS

If we accept that the communication was as much as
could have been established and we end up with patient
and surgeon at variance, how do you, as a surgeon,
proceed and how do you justify the procedure?

DAUGHTER

In this case the irony of it was that although after all the
discussions we did not agree with the surgeon, the
specialist himself said that it would be the best thing if
my father died on the operating table.

SON-IN-LAW

My father-in-law had made a rational decision about
himself before he became toxic. I do not think it is right
to say that his attitudes were warped by toxicity
because he brought to this serious medical situation
already well developed attitudes.

DR LIVESLEY

But in a patient who was described by the psychiatrist
as being normal, who actually expresses the intention

to die, what is our responsibility medically and
socially?

MR RENNIE

My response to that is that we need to assess whether
the patient is able to make that decision for himselfand
I have mentioned two big factors here as far as my
objective view of this case is concerned: he might have
been depressed and he may well have been toxic and we
know what both of those conditions do to the mind.

DR HIGGS

Are you then saying that anyone who has those feelings
is by definition depressed? At what stage would you
acknowledge the idea, 'I've had my days'?

MR RENNIE

There are so many criteria. There is the social criterion
of the family, whether you have dependants, whether
you have a contribution to make, whether you are still
cerebrating, whether you can still be independent. All
these things are important and we are going to need to
draw up further guidelines. Now that we are being
pressed to decide about quality of life and to know
which patients are going to go forward for which
treatments, having decided between patient A and
patient B, we're going to have to draw up stricter
criteria based upon factors from the environmental and
social background of the patient, physical wellbeing,
and mental capacity.

DR HIGGS

If all the things were plus but he still wanted to die, is
that your definition of depression?

MR RENNIE

Yes. A patient's ability to enjoy life and to see existence
as having value must be the criterion on which we
judge people.

DR LIVESLEY

So, every patient who comes to you with a gangrenous
leg and who does not share your positive view of life is
depressed? Does this colour your judgement during
your surgical practice?

MR RENNIE

We often have to be grossly paternalistic when we find
ourselves ready to intervene. We, in surgery, are not
just about giving people extra years. We are actually
increasingly concerned with the quality of life. The
assessment of this type of patient is very important: he
could relate to his family and have rational discussions,
was obviously immobile and hopefully with an
amputation could be made relatively mobile, and
painfree. All these things convinced me that this man
had a good few years of life ahead of him.
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DR LIVESLEY

With this approach are you not taking away this
rational man's autonomy?
MR RENNIE

Yes, up to the point where I have to protect him from
'the damaging effects of his own ignorance'. He does
not know what life without a leg would be like.

DR LIVESLEY

But you cannot operate without consent. To obtain this
you need to use a legal instrument, and in pursuit of
this you use clinical jargon to suggest a reduction in
competence - 'this man is toxic and therefore not
rational - we must have a legal instrument to protect
him against himself or his family'.

SON-IN-LAW

In the surgical ward we were told quite explicitly by
one member ofthe medical staff: 'The personnel in this
ward are not very pleased with you and it will be as well
if you go as soon as possible. You are not popular here,
because if you come here into a surgical ward you
expect the leg off; what else do you come for?' The
point was that we did not want my father-in-law to be
sent to a surgical ward and nor did he wish to go there
and that is why he wrote a letter to that effect:
painkillers please, but not surgery!
He had his own view of the quality of his own life.

This may not be synonymous with your concept of the
sacredness of life. From what you have said I believe
that the medical approach was fundamentally one of a
materialistic view of life. The patient himself had a
belief which was not materialistic. He was saying life
was not simply flesh and blood but also personality and
the life that he had lived for 81 years. He said: 'I have
had my years'! The quality of life that he had enjoyed
made him wish to exercise an option over the
acceptance or rejection of that further speculative five
years. But as the surgical team said, 'with any luck he
will go on the table'. This was disingenuous.
At one stage he was given the option of not having

any antibiotics and was firmly told that he could refuse
antibiotics. This was apparently not noted in his file
and antibiotics were given. The pain was prolonged and
later this encouraged him to put his attitude formally
on paper.

DR LIVESLEY

There are interesting issues when we come to discuss
the diagnosis of dying. This is a diagnosis that is not
considered often enough. We need to consider dying as
a positive diagnosis in more instances than we do. Ifthe
patient had had pain from carcinoma, 'we would all
accept without hesitation that that patient's prognosis
was very limited and would give appropriate doses of
analgesia to provide adequate pain relief and make the
patient comfortable. The problem in this case is that

the patient is dying, not from carcinoma, but from
severe arterial insufficiency. When this patient was
first seen his judgement was undoubtedly coloured by
the severe pain he was experiencing. If that pain could
have been relieved earlier on, he may well have taken a
slightly different view of the world. But later on the
diagnosis was undoubtedly that the patient was dying
because of cardio-vascular problems. Even at that late
stage a case could be made for amputation to provide
effective relief for ischaemic pain. But only if the
patient were to agree.

SON-IN-LAW

He had a deep respect for the medical profession and he
was sensitive enough to realise that these people knew
what was best. At the same time, his great sorrow
(rather than any depression) was that nobody would
see his point of view; nobody was prepared to accept
his view that he was unlucky enough to have an
ischaemic leg (which was, as Dr Livesley says, 'awful').
But having got it he simply said, 'Well, that will be
nice, since they told me it could be fatal, that suits me
very well'. He was also aware I think oftwo dilemmas.
One was that if he was no longer able to speak for
himself, then pressure would be brought upon the
relatives. The other was that he did not feel that he
could go to the National Health Service on a
'supermarket' basis: 'Take what you want and leave
what you want'. He was being pressured into taking a
complete 'package' if I may use the word. When
forced, it made him feel he had to write his letter. He
said: 'I don't want surgery, but I would like pain relief
please'.

MR RENNIE

I feel it is very dangerous ground to be on if surgeons
are prepared to let people, who in their assessment
have good quality of life, surrender it. You may have a
high view ofman but a poor view of life, and life as we
know it is made up of physical abilities and mental
abilities and the ability to relate. If in a surgeon's view
those capacities are still there, then in my view that life
is worth preserving even though to do so you may have
to put someone through a painful process, ie
amputation. Therefore I am relieved that the surgeons
reacted in this way. Whilst I respect the views of the
relatives, these are not generally held. We have not
been able to legislate in this country about euthanasia
and this reflects the amount of feeling that there is
something rather special about this thing we call life.
Man may make his own decisions, he may become
depressed but still there is something sacred about life.
I would not want to lose this.

DR HIGGS

If you are actually saying to someone 'This life is
sacred, you don't want to stay but I think it is so sacred
that we are going to keep you here', there is a sense in
which you actually diminish that sacredness. You
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actually do trample on it. That is the paradox.

SON-IN-LAW

We all recognise how serious a business it is if you
undermine the doctors' commitment to the sustaining
of life at all costs. We used the expression 'the doctrine
of man' because it embraced the notion about the
supreme importance of man and therefore the
importance of life, which is sacred if you are a carer.
This was not my father-in-law's language; but he
shared the notion of quality which seemed to him to be
congruent with this doctrine of man. The ethical
conflict in his mind was over the men for whose
integrity there was no question and whose
commitment to the preservation of life could not be
gainsaid. On the contrary, one only has to look back in
the twentieth century, to know that there must be an
endeavour, (if it is not in the medical profession where
else is it?) to sustain life against all energies which
would end it for expedient reasons.

MR RENNIE

It just brings home to me the problem of
communication and how important it is to take into
account the patient's views and the assessment of the
quality of life which he expects, as well as what we
would expect ofhim at 80. On balance within this is the

principle that sometimes we have to protect patients
from the effects of what they see as the inevitable end
of their disease when we know that there could be an
alternative line of action.

SON-IN-LAW

This medical notion of 'the diagnosis is dying' has all
sorts of cultural, religious and other controversial
features about it. As our culture becomes increasingly
pluralistic and secular, if paternalism is to be no:
altogether pejorative, then we have to keep our hold on
a distilled concept of man which is no longer God-
related for vast tracts of the population, which are no
longer related to any form of religious community life
or commitment. Because of this, making a good death
will become more and more important. We often found
ourselves saying if we as an articulate, fairly well-
educated family had this trouble, then what hope was
there for the people without education and without the
ability to articulate for themselves?

Roger Higgs is Director of General Practice Studies,
King's College School ofMedicine and Dentistry, London,
and case conference editorfor thejournal. Brian Livesley is
Senior Consultant Physician, Department ofHealth Care
of the Elderly, King's College School of Medicine and
Dentistry. John Rennie is Consultant Surgeon at King's
College School of Medicine and Dentistry. The patient's
son-in-law is a clergyman and an academic.

(Continued from page 41)
have only common sense. Common sense bids me tell
them that whatever it is they want, they must find in
themselves. Whatever it is they hope will change, they
must change themselves for first. If common sense has
begun to sound like magic, or even like a miracle, then
the new puritans have a stronger hold on my
community than I like to think.

I myself am the little old lady at the bottom of the

lane. I am in the tradition of the white witch. Common
sense makes me vulnerable and even isolates me. It is I
the new puritans would burn at the stake.
This paper was first given at a meeting of the London
Medical Group.
Irma Kurtz is a journalist, agony aunt on Cosmopolitan
and the author of several books including Malespeak,
recently published by3onathan Cape.
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