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10

Gender, Feminism, and Death:
Physician-Assisted Suicide
| and Euthanasia

Susan M. Wolf

The debate in the United States over whether to legitimate physician-
assisted suicide and active euthanasia has reached new levels of inten-
sity. Oregon has become the first state to legalize physician-assisted
suicide, and there have been campaigns, ballot measures, bills, and
litigation in other states in attempts to legalize one or both practices.!

~ Scholars and others increasingly urge either outright legalization or

some other form of legitimation, through recognition of an affirmative
defense of “mercy killing” to a homicide prosecution or other means.?

Yet the, debate over whether to legitimate physician-assisted suicide
and euthanasia (by which I mean active euthanasia, as opposed to the
termination of life-sustaining treatment)? is most often about a patient
who does not exist—a patient with no gender, race, or insurance sta-
tus. This is the same generic patient featured in most bioethics debates.
Little discussion has focused on how differences between patients
might alter the equation.

Even though the debate has largely ignored this question, there is
ample reason to suspect that gender, among other factors, deserves
analysis. The cases prominent in the American debate mostly feature
women patients. This occurs against a backdrop of a long history of
cultural images revering women’s sacrifice and self-sacrifice. Moreover,
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dimensions of health status and health care that may affect a patient’s
vulnerability to considering physician-assisted suicide and euthana-
sia—including depression, poor pain relief, and difficulty obtaining
good health care—differentially plague women. And suicide patterns
themselves show a strong gender effect: women less often complete
suicide, but more often attempt it.* These and other factors raise the
question of whether the dynamics surrounding physician-assisted sui-
cide and euthanasia may vary by gender.

Indeed, it would be surprising if gender had no influence. Women
in America still live in a society marred by sexism, a society that partic-
ularly disvalues women with illness, disability, or merely advanced
age. It would be hard to explain if health care, suicide, and fundamen-
tal dimensions of American society showed marked differences by gen-
der, but gender suddenly dropped out of the equation when people
became desperate enough to seek a physician’s help in ending their
lives. :
What sort of gender effects might we expect? There are four different

possibilities. First, we might anticipate a higher incidence of women
than men dying by physician-assisted suicide and euthanasia -in this
country. This is an empirical claim that we cannot yet test; we currently
lack good data in the face of the illegality of the practices in most
states’ and the condemnation of the organized medical profession.®
The best data we do have are from the Netherlands and are inconclu-
sive. As I discuss below, the Dutch data show that women predomi-
nate among patients dying through euthanasia or administration of
drugs for pain relief, but not by much. In the smaller categories of
_physician-assisted suicide and “life-terminating events without . . . re-
quest,” however, men predominate. And men predominate too in
making requests rejected by physicians. It is hard to say what this
means for the United States. The Netherlands differs in a number of
relevant respects, with universal health care and a more homogeneous
society. But the Dutch data suggest that gender differences in the
United States will not necessarily translate into higher numbers of
women dying. At least one author speculates that there may in fact be
a sexist tendency to discount and refuse women'’s requests.”

There may, however, be a second gender effect. Gender differences
may translate into women seeking physician-assisted suicide and eu-
thanasia for somewhat different reasons than men. Problems we know
to be correlated with gender—difficulty getting good medical care gen-
erally, poor pain relief, a higher incidence of depression, and a higher
rate of poverty—may figure more prominently in women’s motivation.
Society’s persisting sexism may figure as well. And the long history of
valorizing women’s self-sacrifice may be expressed in women’s re-
questing assisted suicide or euthanasia.
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The well-recognized gender differences in suicide statistics also sug-
gest that women's requests for physician-assisted suicide and euthana-
sia may more often than men’s requests be an effort to change an op-
pressive situation rather than a literal request for death. Thus some
suicidologists interpret men’s predominance among suicide “complet-
ers” and women’s among suicide “attempters” to mean that women
more often engage in suicidal behavior with a goal other than “comple-
tion.”8 The relationship between suicide and the practices of physician-
assisted suicide and euthanasia itself deserves further study; not all
suicides are even motivated by terminal disease or other factors rele-
vant to the latter practices. But the marked gender differences in sui-
cidal behavior are suggestive.

Third, gender differences may also come to the fore in physicians’
decisions about whether to grant or refuse requests for assisted suicide
or euthanasia. The same historical valorization of women’s self-sacrifice
and the same background sexism that may affect women’s readiness
to request may also affect physicians’ responses. Physicians may be
susceptible to affirming women’s negative self-judgments. This might
or might not result in physicians agreeing to assist; other gender-
related judgments (such as that women are too emotionally labile, or
that their choices should not be taken seriously) may intervene.’ But
the point is that gender may affect not just patient but physician.

Finally, gender may affect the broad public debate. The prominent
U.S. cases so far and related historical imagery suggest that in debating
physician-assisted suicide and euthanasia, many in our culture may
envision a woman patient. Although the AIDS epidemic has called at-
tention to physician-assisted suicide and euthanasia in men, the cases
that have dominated the news accounts and scholarly journals in the
recent renewal of debate have featured women patients. Thus we have
reason to be concerned that at least some advocacy for these practices
may build on the sense that these stories of women’s deaths are some-
how “right.” If there is a felt correctness to these accounts, that may
be playing a hidden and undesirable part in catalyzing support for the
practices’ legitimation.

‘Thus we have cause to worry whether the debate about and practice
of physician-assisted suicide and euthanasia in this country are gen-
dered in a number of respects. Serious attention to gender therefore
seems essential. Before we license physicians to kill their patients or to
assist patients in killing themselves, we had better understand the dy-
namic at -work in that encounter, why the practice seems so alluring
that we should court its dangers, and what dangers are likely to mani-
fest. After all, the consequences of permitting killing or assistance in
private encounters are serious, indeed fatal. We had better understand
what distinguishes this from other forms of private violence, and other
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relationships of asymmetrical power that result in the deaths of
women. And we had better determine whether tacit assumptions
about gender are influencing the enthusiasm for legalization.

Yet even that is not enough. Beyond analyzing the way gender fig-
ures in our cases, cultural imagery, and practice, we must analyze the
substantive arguments. For attention to gender, in the last two decades
particularly, has yielded a wealth of feminist critiques and theoretical
tools that can fruitfully be brought to bear. After all, the debate over
physician-assisted suicide and euthanasia revolves around precisely
the kind of issues on which feminist work has focused: what it means
to talk about rights of self-determination and autonomy; the reconcilia-
tion of those rights with physicians’ duties of beneficence and caring;
and how to place all of this in a context including the strengths and
failures of families, professionals, and communities, as well as real dif-
ferentials of power and resources.

The debate over physician-assisted suicide and euthanasia so starkly
raises questions of rights, caring, and context that at this point it would
take determination not to bring to bear a literature that has been de-
voted to understanding those notions. Indeed, the work of Lawrence
Kohlberg bears witness to what an obvious candidate this debate is for
such analysis.!® It was Kohlberg’'s work on moral development, of
course, that provoked Carol Gilligan's In A Different Voice, criticizing
Kohlberg's vision of progressive stages in moral maturation as one that
was partial and gendered.! Gilligan proposed that there were really
two different approaches to moral problems, one that emphasized gen-
eralized rights and universal principles, and the other that instead em-
phasized contextualized caring and the maintenance of particular hu-
man relationships. She suggested that although women and men could
use both approaches, women tended to use the latter and men the
former. Both approaches, however, were important to moral maturity.
Though Gilligan’s and others” work on the ethics of care has been
much debated and criticized, a number of bioethicists and health care
professionals have found a particular pertinence to questions of physi-
cian careglvmg

Embedded in Kohlberg's work, one finds proof that the euthanasm
debate in particular calls for analysis in the very terms that he employs,
and that Gilligan then critiques, enlarges, and reformulates. For one of
the nine moral dilemmas Kohlberg used to gauge subjects’ stage of
moral development was a euthanasia problem. “Dilemma IV” features
“a woman” with “very bad cancer” and “in terrible pain.” Her physi-
cian, Dr. Jefferson, knows she has “only about six months to live.”
Between periods in which she is “delirious and almost crazy with
pain,” she asks the doctor to kill her with morphine. The question is
what he should do.?
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The euthanasia debate thus demands analysis along the care, rights,
and context axes that the Kohlberg—Gilligan debate has identified.
Kohlberg himself used this problem to reveal how well respondents
were doing in elevating general principles over the idiosyncrasies of rela-
tionship and context. It is no stretch, then, to apply the fruits of more
than a decade of feminist critique. The problem has a genuine pedigree.

The purpose of this chapter thus is twofold. First, I explore gender’s
significance for analyzing physician-assisted suicide and euthanasia.
Thus I examine the prominent cases and cultural images, against the
background of cautions recommended by what little data we have from
the Netherlands. Finding indications that gender may well be signifi-
cant, I investigate what that implies for the debate over physician-
assisted suicide and euthanasia. Clearly more research is required. But
in the meantime, patients’ vulnerability to requesting these fatal inter-
ventions because of failures in health care and other background condi-
tions, or because of a desire not to die but to alter circumstances, intro-
duces reasons why we should be reluctant to endorse these practices.
Indeed, we should be worried about the role of the physician in these
cases, and consider the lessons we have learned from analyzing other
relationships that result in women’s deaths. What we glean from look-
ing at gender should lead us to look at other characteristics historically
associated with disadvantage, and thus should prompt a general cau-
tion applicable to all patients.

My second purpose is to go beyond analysis of gender itself, to analy-
sis of the arguments offered on whether to condone and legitimate these
practices. Here is where I bring to bear the feminist literature on caring,
rights, and context. I criticize the usual argument that patients’ rights of -
self-determination dictate legitimation of physician-assisted suicide and
euthanasia, on the grounds that this misconstrues the utility of rights
talk for resolving this debate, and ignores essential features of the con-
text. I then turn to arguments based on beneficence and caring. It is no
accident that the word “mercy” has figured so large in our language
about these problems; they do involve questions of compassion and car-
ing. However, a shallow understanding of caring will lead us astray, and
I go on to elaborate what a deep and contextualized understanding de-
mands. I argue that physicians should be guided by a notion of “princi-
pled caring.” Finally, I step back to suggest what a proper integration of
rights and caring would look like in this context, how it can be coupled
with attention to the fate of women and other historically disadvantaged
groups, and what practical steps all of this counsels.

This chapter takes a position. As I have before, I oppose the legitima-
tion of physician-assisted suicide and euthanasia.'® Yet the most im-
portant part of what I do here is urge the necessity of feminist analysis
of this issue. Physician-assisted suicide and euthanasia are difficult
problems on which people may disagree. But I hope to persuade that
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attending to gender and feminist concerns in analyzing these problems
is no longer optional.

Gender in Cases, Images, and Practice

The tremendous upsurge in American debate over whether to legiti-
mate phy51c1an-as51sted suicide and euthanasia in recent years has
been fueled by a series of cases featuring women. The case that seems
to have begun this series is that of Debbie, published in 1988 by the
Journal of the American Medical Association (JAMA).'® JAMA published
this now infamous, first-person, and anonymous account by a resident
in obstetrics and gynecology of performing euthanasia. Some subse-
quently queried whether the account was fiction. Yet it successfully
catalyzed an enormous response.

The narrator of the piece tells us that Debbie is a young woman suf-
fering from ovarian cancer. The resident has no prior relationship with
her, but is called to her bedside late one night while on call and ex-
hausted. Entering Debbie’s room, the resident finds an older woman
with her, but never pauses to find out who that second woman is and
what relational context Debbie acts within. Instead, the resident re-
sponds to the patient’s clear discomfort and to her words. Debbie says
only one sentence, “Let’s get this over with.” It is unclear whether she
thinks the resident is there to draw blood and wants that over with, or
means something else. But on the strength of that one sentence, the
resident retreats to the nursing station, prepares a lethal injection, re-
turns to the room, and administers it. The story relates this as an act
of mercy under the title “It's Over, Debbie,” as if in caring response to
the patient’s words.

The lack of relationship to the patient; the failure to attend to her
own history, relationships, and resources; the failure to explore beyond
the patient’s presented words and engage her in conversation; the
sense that the cancer diagnosis plus the patient's words demand death;
and the construal of that response as an act of mercy are all themes
that recur in the later cases. The equally infamous Dr. ]ack Kevorkian
has provided a slew of them.

They begin with Janet Adkins, a 54-year-old Oregon woman dlag-
nosed with Alzheimer’s disease.!” Again, on the basis of almost no
relationship with Ms. Adkins, on the basis of a diagnosis by exclusion
that Kevorkian could not verify prompted by a professed desire to die
that is a predictable stage in response to a number of dire diagnoses,
Kevorkian rigs her up to his “Mercitron” machine in a parking lot out-
side Detroit in what he presents as an act of mercy.

Then there is Marjorie Wantz, a 58-year-old woman without even a di-
agnosis.’® Instead, she has pelvic pain whose source remains undeter-
mined. By the time Kevorkian reaches Ms. Wantz, he is making little
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Jpretense of focusing on her needs in the context of a therapeutic relation-
‘ship. Instead, he tells the press that he is determined to create a new
medical specialty of “obitiatry.” Ms. Wantz is among the first six poten-
tial patients with whom he is conferring. When Kevorkian presides over
her death there is another woman who dies as well, Sherry Miller.

Miller, 43, has multiple sclerosis. Thus neither woman is terminal.
~ The subsequent cases reiterate the basic themes.?® And it is not until
the ninth “patient” that Kevorkian finally presides over the death of a
man.? By this time, published criticism of the predominance of women
had begun to appear.?

Kevorkian’s actions might be dismissed as the bizarre behavior of
one man. But the public and press response has been enormous, at-
testing to the power of these accounts. Many people have treated these
cases as important to the debate over physician-assisted suicide and
euthanasia. Nor are Kevorkian's cases so aberrant—they pick up all the.
themes that emerge in “Debbie.”

But we cannot proceed without analysis of Diane. This is the respect-
able version of what Kevorkian makes strange. I refer to the story pub-
lished by Dr. Timothy Quill in the New England Journal of Medicine, re-
counting his assisting the suicide of his patient Diane.?? She is a
woman in her forties diagnosed with leukemia, who seeks and obtains
from Dr. Quill a prescription for drugs to take her life. Dr. Quill cures
some of the problems with the prior cases. He does have a real rela-
tionship with her, he knows her history, and he obtains a psychiatric
consult on her mental state. He is a caring, empathetic person. Yet
once again we are left wondering about the broader context of Diane’s
life—why even the history of other problems that Quill describes has
so drastically depleted her resources to deal with this one, and whether
there were any alternatives. And we are once again left wondering
about the physician’s role—why he responded to her as he did, what
self-scrutiny he brought to bear on his own urge to comply, and how
he reconciled this with the arguments that physicians who are moved
to so respond should nonetheless resist.

These cases will undoubtedly be joined by others, including cases
featuring men, as the debate progresses. Indeed, they already have
been. Yet the initial group of cases involving women has somehow
played a pivotal role in catalyzing reexamination of two of the most
fundamental and long-standing prohibitions in medicine. These are
prohibitions that have been deemed by some constitutive of the physi-
cian’s role: above all, do no harm; and give no deadly drug, even if
asked. The power of this core of cases seems somehow evident.

This collection of early cases involving women cries out for analysis.
It cannot be taken as significant evidence predicting that more women
may die through physician-assisted suicide and euthanasia; these indi-
vidual cases are no substitute for systematic data. But to understand
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what they suggest about the role of gender, we need to place them
in context.

The images in these cases have a cultural lineage. We could trace a
long history of portrayals of women as victims of sacrifice and self-
sacrifice. In Greek tragedy, that ancient source of still reverberating
images, “suicide . . . [is] a woman’s solution.”?* Almost no men die
in this way. Specifically, suicide is a wife’s solution; it is one of the few
acts of autonomy open to her. Wives use suicide in these tragedies
often to join their husbands in death. The other form of death specific
to women is the sacrifice of young women who are virgins. The person
putting such a woman to death must be male.?® Thus “[i]t is by men
that women meet their death, and it is for men, usually, that they kill
themselves.”? Men, in contrast, die by the sword or spear in battle.?”

The connection between societal gender roles and modes of death
persists through history. Howard Kushner writes that “Nineteenth-
century European and American fiction is littered with the corpses
of . . . women. . . . [Tlhe cause was always . . . rejection after an
illicit love affair. . . . If women’s death by suicide could not be attrib-
uted to dishonor, it was invariably tied to women’s adopting
roles . . . assigned to men.”? “By the mid-nineteenth century charac-
terizations of women'’s suicides meshed with the ideology described by
Barbara Welter as that of “True Womanhood. . . .’ Adherence to the
virtues of ‘piety, purity, submissiveness and domesticity’ translated
into the belief that ‘a “fallen woman” was a “fallen angel.”. . . %
Even after statistics emerged showing that women completed suicide
less often than men, the explanations offered centered on women'’s
supposedly greater willingness to suffer misfortune, their lack of cour-
age, and less arduous social role.*®

Thus, prevailing values have imbued women’s deaths with specific
meaning. Indeed, Carol Gilligan builds on images of women'’s suicides
and sacrifice in novels and drama, as well as on her own data, in find-
ing a psychology and even an ethic of self-sacrifice among women.

" Gilligan finds one of the “conventions of femininity” to be “the moral
equation of goodness with self-sacrifice.”3! “[Vl]irtue for women lies in
self-sacrifice. . . . “32 )

Given this history of images and the valorization of women’s self-
sacrifice, it should come as no surprise that the early cases dominating
the debate about self-sacrifice through physician-assisted suicide and
euthanasia have been cases of women. In Greek tragedy only women
were candidates for sacrifice and self-sacrifice,® and to this day self-
sacrifice is usually regarded as a feminine not masculine virtue.

" This lineage has implications. It means that even while we debate
physician-assisted suicide and euthanasia rationally, we may be ani-
mated by unacknowledged images that give the practices a certain gen-
dered lngic and felt carrectness. In some deep wav it makes sense to
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us to see these women dying, it seems right. It fits an old piece into a
familiar, ancient puzzle. Moreover, these acts seem good; they are born
of virtue. We may not recognize that the virtues in question—female
sacrifice and self-sacrifice—are ones now widely questioned and delib-
erately rejected. Instead, our subconscious may harken back to older
forms, reembracing ‘those ancient virtues, and thus lauding these -
women’s deaths.

Analyzing the early cases against the background of this history also
suggests hidden gender dynamics to be discovered by attending to the
facts found in the accounts of these cases, or more properly the facts
not found. What is most important in these accounts is what is left out,
how truncated they are. We see a failure to attend to the patient’s con-
text, a readiness on the part of these physicians to facilitate death, a
seeming lack of concern over why these women turn to these doctors
for deliverance. A clue about why we should be concerned about each
of these omissions is telegraphed by data from exit polls on the day
Californians defeated a referendum measure to legalize active euthana-
sia. Those polls showed support for the measure lowest among
women, older people, Asians, and African Americans, and highest
among younger men with postgraduate education and incomes over
$75,000 per year.3* The New York Times analysis was that people from
more vulnerable groups were more worried about allowing physicians
actively to take life. This may suggest concern not only that physicians
may be too ready to take their lives, but also that these patients may
be markedly vulnerable to seeking such relief. Why would women, in
particular, feel this?

Women are at greater risk for inadequate pain relief.** Indeed, fear
of pain is one of the reasons most frequently cited by Americans for
supporting legislation to legalize euthanasia.?®* Women are also at
greater risk for depression.” And depression appears to underlie nu-
merous requests for physician-assisted suicide and euthanasia.® These
factors suggest that women may be differentially driven to con51der
requesting both practices. ,

That p0581b1hty is further supported by data showing systematic prob-
lems for women in relationship to physicians. As an American Medical
Association report on gender disparities recounts, women receive more -
care even for the same illness, but the care is generally worse. Women
are less likely to receive dialysis, kidney transplants, cardiac catheteriza-
tion, and diagnostic testing for lung cancer. The report urges physicians
to uproot “social or cultural biases that could affect medical care” and
“presumptions about the relative worth of certain social roles.” %

This all occurs against the background of a deeply flawed health care
system that ties health insurance to employment. Men are differentially
represented in the ranks of those with private health insurance,
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women in the ranks of the others—those either on government entitle-
ment programs or uninsured.?’ In the U.S. two-tier health care system,
men dominate in the higher-quality tier, women in the lower.

Moreover, women are differentially represented among the ranks of
the poor. Many may feel they lack the resources to cope with disability
and disease. To cope with Alzheimer’s, breast cancer, multiple sclero-
sis, ALS, and a host of other diseases takes resources. It takes not only
the financial resource of health insurance, but also access to stable
working relationships with clinicians expert in these conditions, in the
psychological issues involved, and in palliative care and pain relief. It
may take access to home care, eventually residential care, and rehabili-
tation services. These are services often hard to get even for those with
adequate resources, and almost impossible for those without. And who
are those without in this country? Disproportionately they are women,
people of color, the elderly, and children.*!

Women may also be driven to consider physician-assisted suicide or
euthanasia out of fear of otherwise burdening their families.*? The dy-
namic at work in a family in which an ill member chooses suicide or ac-
tive euthanasia is worrisome. This worfy should increase when itis a
woman who seeks to “avoid being a burden,” or otherwise solve the
problem she feels she poses, by opting for her own sacrifice. The history
and persistence of family patterns in this country in which women are
expected to adopt self-sacrificing behavior for the sake of the family may
pave the way too for the patient’s request for death. Women requesting
death may also be sometimes seeking something other than death. The
dominance of women among those attempting but not completing sui-
cide in this country suggests that women may differentially engage in
death-seeking behavior with a goal other than death. Instead, they may
be seeking to change their relationships or circumstances.*® A psychia-
trist at Harvard has speculated about why those women among Kevor-
kian’s “patients” who were still capable of killing themselves instead
sought Kevorkian’s help. After all, suicide has been decriminalized in
this country, and step-by-step instructions are readily available. The
psychiatrist was apparently prompted to speculate by interviewing
about twenty physicians who assisted patients” deaths and discovering
that two-thirds to three-quarters of the patients had been women. The
psychiatrist wondered whether turning to Kevorkian was a way to seek a
relationship.#* The women also found a supposed “expert” to rely upon,
someone to whom they could yield control. But then we must wonder
what circumstances, what relational context, led them to this point.

What I am suggesting is that there are issues relating to gender left
out of the accounts of the early prominent cases of physician-assisted
suicide and euthanasia or left unexplored that may well be driving or
limiting the choices of these women. I am not suggesting that we
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should denigrate these choices or regard them as irrational. Rather, it
is the opp051te—that we should assume these decisions to be rational
and grounded in a context. That forces us to attend to the background
failures in that context.

Important analogies are offered by domestic violence. Such violence
has been increasingly recognized as a widespread problem. It presents
some structural similarities to physician-assisted suicide and especially
active euthanasia. All three can be fatal. All three are typically acts
performed behind closed doors. In the United States, all three are ille-
gal in most jurisdictions, though the record of law enforcement on each
is extremely inconsistent. Though men may be the victims and women
the perpetrators of all three, in the case of domestic violence there are
some conceptions of traditional values and virtues that endorse the no-
tion that a husband may beat his wife. As I have suggested above,
there are similarly traditional conceptions of feminine self-sacrifice that
might bless a physician’s assisting a woman's suicide or performing eu-
thanasia.

Clearly, there are limits to the analogy. But my point is that ques-
tions of choice and consent have been raised in the analysis of domes-
tic violence against women, much as they have in the case of
physician-assisted suicide and active euthanasia. If a woman chooses
to remain in a battering relationship, do we regard that as a choice to
be respected and reason not to intervene? While choosing to remain is
not consent to battery, what if a woman says that she “deserves” to be
beaten—do we take that as reason to condone the battering? The an-
swers that have been developed to these questions are instructive, be-
cause they combine respect for the rationality of women'’s choices with
a refusal to go the further step of excusing the batterer. We appreciate
now that a woman hesitating to leave a battering relationship may
have ample and rational reasons: well-grounded fear for her safety and
that of her children, a justified expectation of economic distress, and
warranted concern that the legal system will riot effectively come to
her aid. We further see mental health professionals now uncovering
some of the deeper reasons why some women might say at some point
they “deserve” violence. Taking all of these insights seriously has led
to development of a host of new legal, psychotherapeutic, and other
interventions meant to address the actual experiences and concerns
that might lead women to “choose” to stay in a violent relationship or
“choose” violence against them. Yet none of this condones the choice
of the partner to batter or, worse yet, kill the woman. Indeed, the vic-
tim’s consent, we should recall, is no legal defense to murder.

All of this should suggest that in analyzing why women may re-
quest physician-assisted suicide and euthanasia, and why indeed the
California polls indicate that women may feel more vulnerable to and
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wary of making that request, we have insights to bring to bear from
other realms. Those insights render suspect an analysis that merely
asserts women are choosing physician-assisted suicide and active eu-
thanasia, without asking why they make that choice. The analogy to
other forms of violence against women behind closed doors demands
that we ask why the woman is there, what features of her context
brought her there, and why she may feel there is no better place to be.
Finally, the analogy counsels us that the patient’s consent does not
resolve the question of whether the physician acts properly in deliber-
ately taking her life through physician-assisted suicide or active eutha-
nasia. The two people are separate moral and legal agents.*

This leads us from consideration of why women patients may feel
vulnerable to these practices, to the question of whether physicians
may be vulnerable to regarding women’s requests for physician-
assisted suicide and euthanasia somewhat differently from men’s.
There may indeed be gender-linked reasons for physicians in this
country to say “yes” to women seeking assistance in suicide or active
euthanasia. In assessing whether the patient’s life has become “mean-
ingless,” or a “burden,” or otherwise what some might regard as suit-
able for extinguishing at her request, it would be remarkable if the
physician’s background views did not come into play on what makes
a woman’s life meaningful or how much of a burden on her family is
too much.46 :

Second, there is a dynamic many have written about operating be-
tween the powerful expert physician and the woman surrendering to
his care.*” It is no accident that bioethics has focused on the problem
of physician paternalism. Instead of an egalitarianism or what Susan
Sherwin calls “amicalism,”* we see a vertically hierarchical arrange-
ment built on domination and subordination. When the patient is fe-

"male and the doctor male, as is true in most medical encounters, the
problem is likely to be exacerbated by the background realities and his-
tory of male dominance and female subjugation in the broader society.
Then a set of psychological dynamics are likely to make the male physi-
cian vulnerable to acceding to the woman patient’s request for active
assistance’ in dying. These may be a complex combination of rescue
fantasies* and the desire to annihilate. Robert Burt talks about the per-
vasiveness of this ambivalence, quite apart from gender: “Rules gov-
erning doctor—patient relations must rest on the premise that anyone’s
wish to help a desperately pained, apparently helpless person is inter-
twined with a wish to hurt that person, to obliterate him from sight.” 50
When the physician is from a dominant social group and the patient
from a subordinate one, we should expect the ambivalence to be
heightened. When the “help” requested is obliteration, the temptation
to enact both parts of the ambivalence in a single act may be great.
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This brief examination of the vulnerability of women patients and
their physicians to collaboration on actively ending the woman’s life in
a way reflecting gender roles suggests the need to examine the
woman’s context and where her request for death comes from, the
physician’s context and where his accession comes from, and the rela-
t10nsh1p between the two. We need to do that in a way that uses rather
than ignores all we know fabout the issues plaguing the relations be-
tween women and men, especially suffering women and powerful ex-
pert men. The California exit polls may well signal both the attraction
and the fear of enacting the familiar dynamics in a future in which it is
legitimate to pursue that dynamic to the death. It would be implausible
to maintain that medicine is somehow exempt from broader social dy-
namics. The question, then, is whether we want to bless deaths driven
by those dynamics. '

All of this suggests that physician-assisted suicide and euthanasia,
as well as the debate about them, may be gendered. I have shown
ways in which this may be true even if women do not die in greater
numbers. But exploring gender would be incomplete without examin-
ing what data we have on its relationship to incidence. As noted
above, those data, which are from the Netherlands, neither support
the proposition that more women will die from these practices, nor
provide good reason yet to dismiss the concern. We simply do not
know how these practices may play out by gender in the United States.
There is no good U.S. data, undoubtedly because these practices re-
main generally illegal.>> And the Dutch data come from another cul-
ture, with a more homogeneous population, a different health care sys-
tem providing universal coverage, and perhaps different gender
dynamics.5?

The status of physician-assisted suicide and euthanasia in the Neth-
erlands is complex. Both practices remain criminal, but both are toler-
ated under a series of court decisions, guidelines from the Dutch medi-
~ cal association, and a more recent statute that carve out a domain in
which the practices are accepted. If the patient is competent and con-
temporaneously requests assisted suicide or euthanasia, the patient’s
suffering cannot be relieved in any other way acceptable to the patient,
a second physician concurs that acceding to the request is appropriate,
and the physician performing the act reports it to permit monitoring
and investigation, then the practices are allowed.

Dutch researchers have been reporting rigorous empirical research
on the practices only in the past several years.>® The team led by Dr.
Paul van der Maas and working at governmental request published the
first results of their nationwide study in 1991.%* They found that “medi-
cal decisions concerning the end of life (MDEL)” were made in 38 per-
cent of all deaths in the Netherlands, and thus were common. They
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differentiated five different types of MDEL’s: non-treatment decisions
(which are neither physician-assisted suicide nor active euthanasia)
caused 17.5 percent of deaths; administration of opiod drugs for pain
and symptomatic relief (which would be considered active euthanasia
in the United States if the physician’s intent were to end life, rather
than simply to relieve pain or symptoms with the foreseeable risk of
hastening death) accounted for another 17.5 percent; active euthanasia
at the patient’s request (excluding the previous category) accounted for
1.8 percent; physician-assisted suicide (in which the patient, not physi-
cian, administers the drugs) covered 0.3 percent. Finally, there was
a category of “lifé-terminating events without explicit and persistent
request” accounting for 0.8 percent. In more than half of these cases,
the patient had expressed a desire for euthanasia previously, but was
no longer able to communicate by the time a decision had to be made
and effectuated.

Women predominated in all of these categories except for the two
rarest, but not by a great deal.®® Thus, the ratio of females to males
is 52:48 for euthanasia,’ the same for death from drugs for pain and
symptomatic relief, and 55:45 for non-treatment decisions.” This is
against a background ratio of 48:52 for all deaths in the Netherlands.*®
However, in the much smaller categories of physician-assisted suicide
and “life-terminating events without explicit and persistent request,”
men predominated by 68:32 and 65:35 respectively.” Why would men
predominate in these two categories? In the case of physician-assisted
suicide, the researchers suggest that we are talkmg about younger, ur-
banized males who have adopted a more demandmg style as patients®
and may be seeking control.®! Perhaps women, % contrast, are more
often surrendering to their fate and relinquishingcontrol to the physi-
cians whom they ask to take their lives. Unfortunately, the researchers
do not venture an explanation of why males predominate in the cate-
gory of people who die from “life-terminating events without explicit
and persistent request.” This is numerically the smallest category, and
one that should not occur at all under the Dutch guidelines because
these are not contemporaneously competent patients articulating a re-
quest. Thus the numbers may be particularly unreliable here, if there
is reluctance to report this illicit activity. Finally, the researchers report
that more males than females made requests for physician-assisted sui-
cide and euthanasia that physicians refused (55:45).62

What can we learn from the Dutch data that is relevant to the United
States? There are causes for caution in making the cross-cultural com-
parison. There may be fewer reasons to expect a gender difference in
the Dutch practices of euthanasia and physician-assisted suicide (as we
would define these terms, that is, including the administration of
drugs for pain relief and palliation, when the physician’s purpose is to
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end life). First, the Netherlands provides universal health care cover-
age, while the United States’s failure to provide universal coverage and
tolerance of a two-tier health care system differentially disadvantages
women (and other historically oppressed groups), leaving them with
fewer means to cope with serious illness and more reason to consider
seeking death. Second, the Netherlands presents greater homogeneity
in race and ethnicity.®® Again, this means that the United States pre-
sents more opportunities for and history of oppression based on differ-
ence. Third, we have to wonder whether elderly women in the United
States face more difficulties and thus more reason to consider
physician-assisted suicide and euthanasia than those in the Nether-
lands. A significant number in the United States confront lack of finan-
cial resources and difficulties associated with the absence of universal
health coverage. Older women in the United States may also find
themselves disvalued. “[T]here is evidence that the decision to kill one-
‘self is viewed as most ‘understandable’ when it is made by an older
woman.” % Finally, it is worth speculating whether gender dynamics
differ in the Netherlands. ‘

Apart from that speculation, the differences in Dutch demographics
and health care would be reasons to expect no gender differential in
the Netherlands in the practices we are examining. The fact that we
nonetheless see something of a gender difference in the case of most
deaths intentionally caused by a physician at the patient’s request
should heighten our concern about gender differences in the United
States. Given the general illegality of euthanasia and physician-assisted
suicide currently in this country, decent data would be difficult to
gather Yet there seems to be reason to attend to gender in what stud-
ies we can do, and in our analysis of these problems. Studies planned
for Oregon, the one American jurisdiction to legalize physician-assisted
suicide so far, should surely investigate gender.

Attending to gender in the data available from the Netherlands, in
the images animating the American debate, and in the cases yielding
those images thus suggests that our customarily gender-neutral argu-
ments about the merits of physician-assisted suicide and euthanasia
miss much of the point. Though one can certainly conceive of a
gender-neutral practice, that may be far from what we have, at least in
the United States, with our history and inequalities.

Equally troubling, our failure thus far to attend to gender in debating
these practices may represent more than mere oversight. It may be a
product of the same deep-rooted sexism that makes the self-destruction
of women in Greek tragedy seem somehow natural and right. Indeed,
there is something systematic in our current submerging of gender.
The details left out of the usual account of a case of assisted suicide or
euthanasia—what failures of relationship, context, and resources have
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brought the woman to this point; precisely why death seems to her
the best remaining option; what elements of self-sacrifice motivate her
choice—are exactly the kind of details that might make the workings
of gender visible.

They are also the kind of details that might make the workings of race,
ethnicity, and insurance status visible as well. The sort of gender analy-
sis that I have pursued here should also provoke us to other analyses of
the role played by these other factors. To focus here on just the first of
these, there is a long history of racism in medicine in this country, as viv-
idly demonstrated by the horrors of the Tuskegee Syphilis Study.*® We
now are seeing new studies showing a correlation between race and ac-
cess to cardiac procedures, for instance.®® Although analysis of the
meaning of these correlations is in progress, we have ample reason to be
concerned, to examine the dynamic at work between patients of color
and their physicians, and to be wary of expanding the physician’s arse-
nal so that he or she may directly take the patient’s life.

This sort of analysis will have to be detailed and specific, whether
exploring gender, race, or another historic basis for subordination. The
cultural meaning, history, and medical profession’s use of each of
those categories is specific, even though we can expect commonalities.
The analysis will also have to pay close attention to the intersection,
when a patient presents multiple characteristics that have historically
occasioned discrimination and disadvantage.®” How all of these catego-
ries function in the context of physician-assisted suicide and euthanasia
will bear careful examination.

Probably the category of gender is the one we actually know most
about in that context. At least we have the most obvious clues about
that category, thanks to the gendered nature of the imagery. We would
be foolish not to pursue those clues. Indeed, given grounds for concern
that physician-assisted suicide and euthanasia may work in different
and troubling ways when the patient is a woman, we are compelled to
investigate gender.

Feminism and the Arguments

Shifting from the images and stories that animate debate and the dy-
namics operating in practice to analysis of the arguments over
physician-assisted suicide and euthanasia takes us further into the con-
cerns of feminist theory. Arguments in favor of these practices have
often depended on rights claims. More recently, some authors have
grounded their arguments instead on ethical concepts of caring. Yet
both argumentative strategies have been flawed in ways that feminist
work can illuminate. What is missing is an analysis that integrates no-
tions of physician caring with principled boundaries to physician ac-
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tion, while also attending to the patient’s broader context and the com-
munity’s wider concerns. Such an analysis would pay careful attention
to the dangers posed by these practices to the historically most vulnera-
ble populations, including women. )

Advocacy of physician-assisted suicide and euthanasia has hinged to
a great extent on rights claims. The argument is that the patient has a
right of self-determination or autonomy that entitles her to assistance
in suicide or euthanasia. The strategy is to extend the argument that
self-determination entitles the patient to refuse unwanted life-
sustaining treatment by maintaining that the same rationale supports
patient entitlement “to more active physician assistance in death. In-
deed, it is sometimes argued that there, is no prinCiPIed difference be-
tween termination of life-sustaining treatment and the more active
practices. .

The narrowness and mechanical quality of this rights thinking, how-
ever, is shown by its application to the stories recounted above. That
application suggests that the physicians in these stories are dealing
with a simple equation: given an eligible rights bearer and her assertion
of the right, the correct result is death. What makes a person an eligible
rights bearer? Kevorkian seems to require neither a terminal disease
nor thorough evaluation of whether the patient has non-fat-al alterna-
tives. Indeed, the Wantz case shows he does not even require a diag-
nosis. Nor does the Oregon physician-assisted suicide statute require
evaluation or exhaustion of non-fatal alternatives; a patient could be
driven by untreated pain, and still receive physician-assisted suicide. -
And what counts as an assertion of the right? For Debbie’s doctor,
merely “Let’s get this over with.” Disease plus demand requires
death.

Such a rights approach raises a number of problems that feminist
theory has illuminated. I should note that overlapping critiques of
rights have been offered by Critical Legal Studies,” Critical Race The-
ory,% and some communitarian theory.”” Thus some of these points
would be echoed by those critiques.” Yet as will be seen, feminist the-
ory offers ways to ground evaluation of rights and rights talk’ in the
experiences of women.

In particular, feminist critiques suggest three differ.er}t sorts of prob-
lems with the rights equation offered to justify physician-assisted sui-
cide and euthanasia. First, it ignores context, both the patient’s present
context and her history. The prior and surrounding failures in her inti-
mate relationships, in her resources to cope with illness and pqin,'a'nd
even in the adequacy of care being offered by the very same physician
fade into invisibility next to the bright light of a rights bearer and her
demand. In fact, her choices may be severely constrained. Some of
those constraints may even be alterable or removable. Yet attention to
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those dimensions of decision is discouraged by the absolutism of the
equation: either she is an eligible rights bearer or not; either she has
asserted her right or not. There is no room for conceding her compe-
tence and request, yet querying whether under all the circumstances
her choices are so constrained and alternatives so unexplored that ac-
ceding to the request may not be the proper course. Stark examples
are provided by cases in which pain or symptomatic discomfort drives
a person to request assisted suicide or euthanasia, yet the pain or dis-
comfort are treatable. A number of Kevorkian’s cases raise the problem
as well: Did Janet Adkins ever receive psychological support for the
predictable despair and desire to die that follow dire diagnoses such as
Alzheimer’s? Would the cause of Marjorie Wantz’s undiagnosed pelvic
pain been ascertainable and even ameliorable at a better health center?
In circumstances in which women and others who have traditionally
lacked resources and experienced oppression are likely to have fewer
options and a tougher time getting good care, mechanical application
of the rights equation will authorize their deaths even when less drastic
alternatives are or should be available. It will wrongly assume that all
face serious illness and disability with the resources of the idealized
rights bearer—a person of means untroubled by oppression. The reali-
ties of women and others whose circumstances are far from that ab-
straction’s will be ignored.

Second, in ignoring context and relationship, the rights equahon ex-
tols the vision of a rights bearer as an isolated monad and denigrates
actual dependencies. Thus it may be seen as improper to ask what
family, social, economic, and medical supports she is or is not getting;
this insults her individual self-governance. Nor may it be seen as
proper to investigate alternatives to acceding to her request for death;
- this too dilutes self-rule. Yet feminists have reminded us of the actual
embeddedness of persons and the descriptive falseness of a vision of
each as an isolated individual.” In addition, they have argued norma-
tively that a society comprised of isolated individuals, without the per-
vasive connections and dependencies that we see, would be undesir-
able.” Indeed, the very meaning of the patient’s request for death is
socially constructed; that is the point of the prior section’s review of
the images animating the debate. If we construe the patient’s request
as a rights bearer’s assertion of a right and deem that sufficient
grounds on which the physician may proceed, it is because we choose
to regard background failures as irrelevant even if they are differen-
tially motivating the requests of the most vulnerable. We thereby avoid
real scrutiny of the social arrangements, governmental failures, and
‘health coverage exclusions that may underlie these requests. We also
ignore the fact that these patients may be seeking improved circam-
stances more than death. We elect a myopia that makes the patient’s
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request and death seem proper. We construct a story that clothes the
patient’s terrible despair in the glorious mantle of “rights.”

Formulaic application of the rights equation in this realm thus exalts
an Enlightenment vision of autonomy as self-governance and the ex-
clusion of interfering others. Yet as feminists such as Jennifer Nedelsky
have argued, this is not the only vision of autonomy available.” She
argues that a superior vision of autonomy is to be found by rejecting
“the pathological conception of autonomy as boundaries against oth-
ers,” a conception that takes the exclusion of others from one’s prop-
erty as its central symbol. Instead, “If we ask ourselves what actually
enables people to be autonomous, the answer is not isolation but rela-
tionships . . . that provide the support and guidance necessary for the
development and experience of autonomy.” Nedelsky thus proposes
that the best “metaphor-for autonomy is.not property, but childrearing.
There we have encapsulated the emergence of autonomy through rela-
tionship with others.””® Martha Minow, too, presents a vision of au-
tonomy that resists the isolation of the self, and instead tries to support
the relational context in which the rights bearer is embedded.” Neither
author counsels abandonment of autonomy and rights. But they pro-
pose fundamental revisions that would rule out the mechanical appli-
cation of a narrow rights equation that would regard disease or disabil-
ity, coupled with demand, as adequate warrant for death.”

In fact, there are substantial problems with grounding advocacy for
the specific practices of physician-assisted suicide and euthanasia in a
rights analysis, even if one accepts the general importance of rights
and self-determination. I have elsewhere argued repeatedly for an ab-
solute or near-absolute moral and legal right to be free of unwanted
life-sustaining treatment.” Yet the negative right to be free of un-
wanted bodily invasion does not imply an affirmative right to obtain
bodily invasion (or assistance with bodily invasion) for the purpose of
ending your own life.

Moreover, the former right is clearly grounded in fundamental enti-
tlements to liberty, bodily privacy, and freedom from unconsented
touching; in contrast there is no clear “right” to kill yourself or be
killed. Suicide has been widely decriminalized, but decriminalizing an
act does not mean that you have a positive right to do it and to com-
mand the help of others. Indeed, if a friend were to tell me that she
wished to kill herself, I would not be lauded for giving her the tools. In
fact, that act of assistance has not been decriminalized. That continued
condemnation shows that whatever my friend’s relation to the act of
suicide (a “liberty,” “right,” or neither), it does not create a right in her
sufficient to command or even permit my aid.

There are even less grounds for concluding that there is a right to be
killed deliberately on request, that is, for euthanasia. There are reasons
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why a victim’s consent has traditionally been no defense to an accusa-
tion of homicide. One reason is suggested by analogy to Mill’s famous
argument that one cannot consent to one’s own enslavement: “The rea-

son for not interfering . . . with a person’s voluntary acts, is consider-
ation for his liberty. . . . But by selling himself for a slave, he abdi-
cates his liberty; he foregoes any future use of it. . . . “® Similarly,

acceding to a patient’s request to be killed wipes out the possibility of
her future exercise of her liberty. The capacity to command or permit
another to take your life deliberately, then, would seem beyond the
bounds of those things to which you have a right grounded in notions
of liberty. We lack the capacity to bless another’s enslavement of us or
direct killing of us. How is this compatible then with a right to refuse
life-sustaining treatment? That right is not grounded in any so-called
“right to die,” however frequently the phrase appears in the general
press.®! Instead, it is grounded in rights to be free of unwanted bodily
invasion, rights so fundamental that they prevail even when the fore-
seeable consequence is likely to be death.

Finally, the rights argument in favor of physician-assisted suicide and
euthanasia confuses two separate questions: what the patient may do,
and what the physician may do. After all, the real question in these de-
bates is not what patients may request or even do. It is not at all infre-
quent for patients to talk about suicide and request assurance that the
physician will help or actively bring on death when the patient wants; %
that is an expected part of reaction to serious disease and discomfort.
The real question is what the doctor may do in response to this predict-
able occurrence. That question is not answered by talk of what patients
may ask; patients may and should be encouraged to reveal everything on
their minds. Nor is it answered by the fact that decriminalization of sui-
cide permits the patient to take her own life. The physician and patient
are separate moral agents. Those who assert that what a patient may say
or do determines the same for the physician, ignore the physician’s sepa-
rate moral and legal agency. They also ignore the fact that she is a profes-
sional, bound to act in keeping with a professional role and obligations.
They thereby avoid a necessary argument over whether the historic obli-
gations of the physician to “do no harm” and “give-no deadly drug even
if asked” should be abandoned.®® Assertion of what the patient may do
does not resolve that argument.

The inadequacy of rights arguments to legitimate physician-assisted
suicide and euthanasia ‘has led to a different approach, grounded on
physicians’ duties of beneficence. This might seem to be quite in keep-
ing with feminists’ development of an ethics of care.? Yet the benefi-
cence argument in the euthanasia context is a strange one, because it
asserts that the physician’s obligation to relieve suffering permits or
even commands her to annihilate the person who is experiencing the
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suffering. Indeed, at the end of this act of beneficence, no patient is left
to experience its supposed benefits. Moreover, this argument ignores
widespread agreement that fears of patient addiction in these cases
should be discarded, physicians may sédate to unconsciousness, and
the principle of double effect permits giving pain relief and palliative
care in doses that risk inducing respiratory depression and thereby
hastenmg death. Given all of that, it is far from clear what patients
remain in the category of those whose pain or discomfort can only be
relieved by killing them.

Thus this argument that a physician should provide so much “care”
that she kills the patient is deeply flawed. A more sophisticated ver-
sion, however, is offered by Howard Brody.® He acknowledges that
both the usual rights arguments and traditional beneficence arguments
have failed. Thus he claims to find a middle path. He advocates legiti-
mation of physician-assisted suicide and euthanasia “as a compassion-
ate response to one sort of medical failure,” namely, medical failure to
prolong life, restore function, or provide effective palliation. Even in
such cases, he does not advocate the creation of a rule providing out-
right legalization.  Instead, “compassionate and competent medical
practice” should serve as a defense in a criminal proceeding.® Panels
should review the practice case by case; a positive review should dis-

courage prosecution. ‘

 There are elements of Brody’s proposal that seem quite in keeping
with much feminist work: his rejection of a binary either—or analysis,
his skepticism that a broad rule will yield a proper resolution, his re-
quirement instead of a case-by-case approach Moreover, the centrality
that he accords to “compassion” again echoes feminist work on an eth-
ics of care. Yet ultimately he offers no real arguments for extending
compassion to the point of killing a patient, for altering the traditional
boundaries of medical practice, or for ignoring the fears that any legiti-
mation of these practices will start us down a slippery slope leading to
bad consequences. Brody’s is more the proposal of a procedure—what
he calls “not resolution but adjudication,” following philosopher Hilary
Putnam-—than it is a true answer to the moral and legal quandaries.

What Brody’s analysis does accomplish, however, is that it suggests
that attention to method is a necessary, if not sufficient, part of solving
the euthanasia problem. Thus we find that two of the most important
current debates in bioethics are linked—the debate over euthanasia and
the debate over the proper structure of bioethical analysis and
method.¥” The inadequacies of rights arguments to establish patient
entitlement to assisted suicide and euthanasia are linked to the inade-
quacies of a “top-down” or deductive bioethics driven by principles,
abstract theories, or rules. They share certain flaws: both seem overly
to ignore context and the nuances of cases; their simple abstractions
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overlook real power differentials in society and historic subordination;
and they avoid the fact that these principles, rules, abstractions, and
rights are themselves a product of historically oppressive social ar-
rangements. Similarly, the inadequacies of beneficence and compas-
sion arguments are linked to some of the problems with a “bottom-
up” or inductive bioethics built on cases, ethnography, and detailed
description. In both instances it is difficult to see where the normative
boundaries lie, and where to get a normative keel for the finely de-
scribed ship.

What does feminism have to offer these debates? Feminists too have
struggled extensively with the question of method, with how to inte-
grate detailed attention to individual cases with rights, justice, and prin-
ciples. Thus in criticizing Kohlberg and going beyond his vision of moral
development, Carol Gilligan argued that human beings'should be able to-
utilize both an ethics of justiclfé7 and an ethics of care. “To understand how
the tension between responsibilities and rights sustains the dialectic of
human development is to see the integrity of two disparate modes of ex-
perience that are in the end connected. . . .Inthe representation of ma-
turity, both perspectives converge. . . . “® What was less clear was
precisely how the two should fit together. And unfortunately for our
purposes, Gilligan never took up Kohlberg’s mercy killing case to illumi-
nate a care perspective or even more importantly, how the two perspec-
tives might properly be interwoven in that case.

That finally, I would suggest, is the question. Here we must look to
those feminist scholars who have struggled directly with how the two
perspectives might fit. Lawrence Blum has distinguished eight differ-
ent positions that one might take, and that scholars have taken, on
“the relation between impartial morality and a morality of care:”® (1)
acting on care is just acting on complicated moral principles; (2) care is
not moral but personal; (3) care is moral but secondary to principle and
generally adds mere refinements or supererogatory opportunities; (4)
principle supplies a superior basis for moral action by ensuring consis-
tency; (5) care morality concerns evaluation of persons while principles
concern evaluation of acts; (6) principles set outer boundaries within
which care can operate; (7) the preferability of a care perspective in
some circumstances must be justified by reasoning from principles; and
(8) care and justice must be integrated. Many others have struggled
with the relationship between the two perspectives as well.

Despite this complexity, the core insight is forthrightly stated by
Owen Flanagan and Kathryn Jackson: “[T]he most defensible specifica-
tion of the moral domain will include issues of both right and good.”*
Martha Minow and Elizabeth Spelman go further. Exploring the axis of
abstraction versus context, they argue against dichotomizing the two
and in favor of recognizing their “constant interactions.”®! Indeed,
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they maintain that a dichotomy misdescribes the workings of context.
“[Clontextualists do not merely address each situation as a unique one
with no relevance for the next one. . .-. The basic norm of fairness—
treat like cases alike—is fulfilled, not undermined, by attention to what
particular traits make one case like, or unlike, another.”%* Similarly,
“[w]hen a rule specifies a context, it does not undermine the commit-
ment to universal application to the context specified; it merely identi-
fies the situations to be covered by the rule.”* If this kind of integra-
tion is available, then why do we hear such urgent pleas for attention
to context? ”[T]he call to context in the late twentieth century reflects a
critical argument that prevailing legal and political norms have used
the form of abstract, general, and universal prescriptions while neglect-
ing the experiences and needs of women of all races and classes, peo-
ple of color, and people without wealth.”
. Here we find the beginning of an answer to our dilemma. It appears
that we must attend to both context and abstraction, peering through
the lenses of both care and justice. Yet our approach to each will be
affected by its mate. Our apprehension and understanding of context
or cases inevitably involves categories, while our categories and princi-
ples should be refined over time to apply to some contexts and not
others.* Similarly, our understanding of what caring requires in a par-
ticular case will grow in part from our understanding of what sort of
case this is and what limits principles set to our expressions of canng,
while our principles should be scrutinized and amended according to
their impact on real lives, especially the lives of those historically ex-
cluded from the process of generating principles.*

This last point is crucial and a distinctive feminist contribution to the
debate over abstraction versus context, or in bioethics, principles ver-
sus cases. Various voices in the bioethics debate over method—Dbe they
advocating casuistry, specified principlism, principlism itself, or some
other position—present various solutions to the question of how cases
and principles or other higher-order abstractions should interconnect.
Feminist writers too have substantive solutions to offer, as I have sug-
gested. But feminists also urge something that the mainstream writers
on bioethics method have overlooked altogether, namely, the need to
use cases and context to reveal the systematic biases such as sexism
and racism built into the prmc1ples or other abstractions themselves.
Those biases will rarely be explicit in a principle. Instead, we will fre-
quently have to look at how the principle operates in actual cases, what
it presupposes (such as wealth or life options), and what it ignores
(such as preexisting sexism or racism among the very health care pro-
fessionals meant to apply it).”

What, then, does all of this counsel in application to the debate over
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physician-assisted suicide and euthanasia? This debate cannot demand
a choice between abstract rules or principles and physician caring. Al-
though the debate has sometimes been framed that way, it is difficult
to imagine a practice of medic¢ine founded on one to the exclusion of
the other. Few would deny that physician beneficence and caring for
the individual patle?nt are essential. Indeed, they are constitutive parts
of the practice of medicine as it has come to us through the centuries
and aims to function today. Yet that caring cannot be unbounded. A
physician cannot be free to do whatever caring for or empathy with
the patient seems to urge in the moment. Physicians practice a profes-
sion with standards and limits, in the context of a democratic polity
that itself imposes further limits.”® These considerations have led the
few who have begun to explore an ethics of care for physicians to ar-
gue that the notion of care in that context must be carefully delimited
and distinct from the more general caring of a parent for a child (al-
though there are limits, too, on what a caring parent may do).” Physi-
cians must pursue what I will call “principled caring.”

This notion of principled caring captures the need for limits and -
standards, whether technically stated as principles or some other form
of generalization. Those principles or generalizations will articulate im-
its and obligations in a provisional way, subject to reconsideration and
possible amendment in light of actual cases. Both individual cases and
patterns of cases may speciﬁca]ly reveal that generalizations we have
embraced are infected by sexism or other bias, either as those general-
izations are formulated or as they function in the world. Indeed, given
that both medicine and bioethics are cultural practices in a society rid-
dled by such bias and that we have only begun to look carefully for
such bias in our bioethical principles and practices, we should expect
to find it. *

Against this background arguments for- physmlan-assmted suicide
and euthanasia—whether grounded on rights or beneficence—are au-
~ tomatically suspect when they fail to attend to the ‘vulnerability of
women and other groups. If our cases, cultural images, and perhaps
practice differentially feature the deaths of women, we cannot ignore
that. It is one thing to argue for these practices for the patient who is
not so vulnerable, the wealthy white male living on Park Avenue in
Manhattan who wants to add yet another means of control to his arse-
nal. It is quite another to suggest that the woman of color with no
health care coverage or continuous physician relationship, who is
given a dire diagnosis in the city hospltal’s emergency room, needs
then to be offered direct killing. ni

* To institute physician-assisted suicide and euthanasm at this point in
this country—in which many millions are denied the resources to cope
with serious illness, in which pain relief and palliative care are by all
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accounts woefully mishandled, and in which we have a long way to
go to make proclaimed rights to refuse life-sustaining treatment and to
use advance directives working realities in clinical settings—seems, at
the very least, to be premature. Were we actually to fix those other
problems, we have no idea what demand would remain for these more
drastic practices and in what Category of patients. We know, for exam-
ple, that the remaining category is likely to include very few, if any,
patients in pain, once inappropriate fears of addiction, reluctance to
sedate to unconsciousness, and confusion over the principle of double
effect are overcome.

Yet against those background conditions, legitimating the practices is
more than just premature. It is a danger to women, Those background
conditions pose special problems for them. Women in this country are
differentially poorer, more likely to be either uninsured or on govern-
ment entitlement programs, more likely to be alone in their old age,
and more susceptible to depression. Those facts alone would spell dan-
ger. But when you combine them with the long (indeed, ancient) his-
tory of legitimating the sacrifice and self-sacrifice of women, the danger
intensifies. That history suggests that a ‘woman requestmg assisted sui-
cide or euthanasia is likely to be seen as doing the “right” thing. She
will fit into unspoken cultural stereotypes.!® She may even be valo-
rized for appropriate feminine self-sacrificing behavior, such as sparing
her family further burden or the sight of an unaesthetic deterioration.
Thus she may be subtly encouraged to seek death. At the least, her
physician may have a difficult time seeing past the legitimating stereo-
types and valorization to explore what is really going on with this par-
ticular patient, why she is so desperate, and what can be done about
it. If many more patients in the Netherlands ask about assisted suicide
and euthanasia than go through with it,!* and if such inquiry is a
routine part of any patient’s responding to a dire diagnosis or improp-
erly managed symptoms and pain, then were the practices to be legiti-
mated in the United States, we would expect to see a large group of
patients inquiring. Yet given the differential impact of background con-
ditions in the United States by gender and the legitimating stereotypes
of women’s deaths, we should also expect to see what has been urged
as a neutral practice show marked gender effects.

Is it possible to erect a practice that avoids this? No one has yet
explained how. A recent article advocating the legitimation of
physician-assisted suicide, for example, acknowledges the need to pro-
tect the vulnerable (though it never lists women among them).}%2 But
none of the seven criteria it proposes to guide the practice involves
deeply inquiring into the patient’s life circumstances, whether she is
alone, or whether she has health care coverage. Nor do the criteria
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require the physician to exariine whether gender or other stereotypes
are figuring in the physician’s response to the patient’s request. And
the article fails to. acknowledge the vast inequities and pervasive bias
in social institutions that are the background for the whole problem.
There is nothing in the piece that requires we remedy or even lessen
those problems before these fatal practices begin.

The required interweaving of principles and caring, combined with
attention to the heightened vulnerability of women and others, sug-
gests that the right answer to the debate over legitimating these prac-
tices is at least “not yet” in this grossly imperfect society and perhaps
a flat “no.” Beneficence and caring indeed impose positive duties upon
physicians, especially with patients who are suffering, despairing, or
in pain. Physicians must work with these patients intensively; provide
first-rate pain relief, palliative care, and symptomatic relief; and honor
patients’ exercise of their rights to refuse life-sustaining treatment and
use advance directives. Never should the patient’s illness, deteriora-
tion, or despair occasion physician abandonment, Whatever concerns
the patient has should be heard and explored, including thoughts of
suicide, or requests for aid or euthanasia.

Such requests should redouble the physician’s efforts, prompt con-
sultation with those more expert in pain relief or supportive care, sug-
gest exploration of the details of the patient’s circumstance, and a host
of other efforts. What such requests should not do is prompt our collec-
tive legitimation of the physician’s saying “yes” and actively taking the
patient’s life. The mandates of caring fail to bless killing the person for
whom one cares. Any such practice in the United States will inevitably
reflect enormous background inequities and persisting societal biases.
And there are special reasons to expect gender bias to play a role.

The principles bounding medical practice are not written in stone.
They are subject to reconsideration and societal renegotiation over
time. Thus the ancient prohibitions against physicians assisting suicide
and performing euthanasia do not magically defeat proposals for
change. (Nor do mere assertions that “patients want it” mandate
change, as I have argued above.)'® But we ought to have compelling
reasons for changing something as serious as the limits on physician
killing, and to be rather confident that change will not mire physicians
in a practice that is finally untenable.

By situating assisted suicide and euthanasia in a history of women’s
deaths, by suggesting the social meanings that over time have attached
to and justified women’s deaths, by revealing the background condi-
tions that may motivate women’s requests, and by stating the obvi-
ous—that medicine does not somehow sit outside society, exempt from
all of this—I have argued that we cannot have that confidence. More-
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over, in the real society in which we live, with its actual and for some
groups fearful history, there are compelling reasons not to allow doc-
tors to kill. We cannot ignore that such practice would allow what for
now remains an elite and predominantly male profession to take the
lives of the “other.” We cannot explain how we will train the young
physician both to care for the patient through difficult straits and to
kill. We cannot protect the most vulnerable.

Conclusion

Some will find it puzzling that elsewhere we seek to have women’s
voices heard and moral agency respected, yet here I am urging that
physicians not accede to the request for assisted suicide and euthana-
sia. Indeed, as-noted above, I have elsewhere maintained that physi-
cians must honor patients’ requests to be free of unwanted life-
sustaining treatment. In fact, attention to gender and feminist argu-
ment would urge some caution in both realms. As Jay Katz has sug-
gested, any patient request or decision of consequence merits conver-
sation and exploration.!® And analysis by Steven Miles and Alison
August suggests that gender bias may be operating in the realm of
the termination of life-sustaining treatment t00.’® Yet finally there is a
difference between the two domains. As I have argued above, there is
a strong right to be free of unwanted bodily invasion. Indeed, for
women, a long history of being harmed specifically through unwanted
bodily invasion such as rape presents particularly compelling reasons
for honoring a woman’s refusal of invasion and effort to maintain
bodily intactness. When it comes to the question of whether women'’s
suicides should be aided, however, or whether women should be ac-
tively killed, there is no right to command physician assistance, the
dangers of permitting assistance are immense, and the history of
women’s subordination cuts the other way. Women have historically
been seen as fit objects for bodily invasion, self-sacrifice, and death at
the hands of others. The task before us is to challenge all three.!%

Certainly some women, including some feminists, will see this prob-
lem differently. That may be especially true of women who feel in con-
trol of their lives, are less subject to subordination by age or race or
wealth, and seek yet another option to add to their many. I am not
arguing that women should lose control of their lives and selves. In-
stead, I am arguing that when women request to be put to death or
ask help in taking their own lives, they become part of a broader social
dynamic of which we have properly learned to be extremely wary.
These are fatal practices. We can no longer ignore questions of gender
or the insights of feminist argument.
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