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Abstract

      Counselors are assisting clients in the difficult process of making end-of-life decisions with increasing frequency.  This article provides an overview of the social, legal, and ethical factors that can affect counseling practice when the various options open to a terminally patient and/or family members are being considered.   

End-of-Life Decisions and Counseling Practice

     Advances in medicine and medical practice have made it possible to extend life through the effective treatment of injury and disease.  Recent research in the field of health psychology supports providing counseling interventions for persons suffering from life threatening and/or debilitating conditions.  Doing so has been shown to positively affect the health and/or mental health of the patient  (Brown, 1997).  Despite advances made in the fields of medicine and psychology some diseases do not respond to treatment.  These illnesses progress leaving a patient seriously debilitated and/or facing a painful death.  In cases of severe traumatic injury the best medical treatments can do no more than maintain the person in a persistent vegetative state.  

     The limitations of medical treatment to restore full, or even minimal, capacity have lead some individuals to opt for death as opposed to living out a life that holds little quality (Farrugia, 1993).  Working with this population brings the counselor face to face with clients and/or family members coping with the difficult issues associated with the end of life.  According to Hadjistavropoulos (1996), counselors are increasingly becoming involved in assisting clients with making end-of-life decisions that involve various forms of euthanasia.  It is important, therefore, that counselors clarify their own values and beliefs so they can focus attention appropriately on the client (Corey, Corey & Callanan, 1998).  The purpose of this article is to provide the practicing counselor with a framework for understanding the social, legal, and ethical issues associated with end-of-life decisions.

Understanding the Dimensions of Euthanasia 

     Euthanasia, because it is typically defined as the act of putting to death a person suffering from an incurable condition or disease (Albright & Hazler, 1995), evokes strong emotion and conflicting values (Farrugia, 1993).  The word euthanasia is derived from the Greek  roots "eu" meaning well or good, and "thantos" meaning death.  Taken together, euthanasia literally means a "good death."  Lester (1996) suggested that the good death is one that comes at a time when the patient and family members are psychologically at peace with the event.  Euthanasia provides a vehicle by which a good death can occur.

     The different forms of euthanasia can be thought of as resting on the interaction between two sets of discrete factors.  The first pair of discrete factors pertain to whether the act of euthanasia is the result of active or passive medical practice.  Active euthanasia is defined as a deliberate action that has the purpose of intentionally ending a person's life to prevent further suffering (Farrugia, 1993).  Examples of active euthanasia would include bringing on a sooner than normal death by means of lethal injecting or the removal of life support equipment.  Euthanasia can also be passive.  Passive euthanasia involves allowing a patient to die by means of withholding or withdrawing medical treatment procedures that might prolong life (Davis, Liaschenko, Aroska, & Drought, 1997).  Examples of passive euthanasia would be removal of intravenous hydration and tube feeding or following a "do not resuscitate" (DNR) order that directs medical personnel to withhold all treatment in the event of a life threatening occurrence (Darley, Loeb, & Hunter, 1996).  

     The second pair of discrete factors establishes the role that the patient plays in initiating and setting conditions under which the act of euthanasia is carried out.  The patient's role can either be voluntary or involuntary.  A voluntary role is one where a competent patient, facing certain death or a prolonged and progressively debilitating illness, decides under what conditions measures should taken to bring about an appropriately early death (Albright & Hazler, 1995; Lester, 1996).  An example of a voluntary role would be the patient who writes out his or her own advanced directives regarding the extent of medical interventions desired under various circumstances.  An involuntary patient role is one where the patient has no input into the decision-making process regarding the actions taken that will result in the patient's death or prolonged life.  Typically, involuntary end-of-life decisions are made by family members.  Such decisions usually address situations where the family is faced with decisions regarding either an infant or a child with a futile prognosis or an adult who is profoundly ill, unconscious, or in a persistent vegetative state (Albright & Hazler, 1995).  These decisions are often made in consultation with physicians, nurses, mental health professionals, and/or clergy.

     A conceptual interaction between active or passive medical intervention factors and voluntary or involuntary role factors result in a matrix that depicts four distinct dimensions of euthanasia (see Figure 1).  The counselor can utilize this matrix as a means for assessing the type of end-of-life decision the patient-client or family member is trying to make.

Insert Figure 1 about here.

     The reader should note that client suicide is not considered in the euthanasia dimensions matrix.  This is because there is an important distinction drawn between client suicide and euthanasia.  Suicide is a word used to denote the active taking of one’s own life by any means available and is associated with some form of mental illness that renders the person mentally incompetent (Szasz, 1986).  In contrast, Markson (1995) suggests that because incapacitating illness brings on the cessation of productive life, often accompanied by physical pain and financial burden, the decision to die is not necessarily irrational, psychotic, or delusional but rather is rational choice. 

Social Context and End-of-Life Decisions
      Markson (1995) suggested that although both life and death are biological states, their meanings exist within a social context.  It is because of differing social contexts that euthanasia is viewed differently in various parts of the world.  The Netherlands, for example, is a country where active euthanasia in the form of physician-assisted suicide became a socially acceptable practice when it was decriminalized in 1993.  According to Kiser (1996), a physician-assisted death can be obtained in the Netherlands only when specific criteria are met.  These criteria include the patient making repeated uncoerced requests for such assistance and a medical condition deemed terminal by at least two physicians who have conducted independent reviews.  When these conditions are met, a physician may prescribe appropriate medications to end the patient's life (Albright & Hazler, 1995).  

     In the United States passive forms of euthanasia are regularly practiced and accepted by many as reasonable options when difficult end-of-life decisions must be made.  For example, death brought about while attempting to relieve a patient’s suffering, as in cases where increasingly higher doses of pain medications are administered that also inhibit a patient's respiration, has been a generally accepted practice under the principle of double effect (Farrugia, 1993).  The principle of double effect holds that a bad result, in this case decreasing respiration to a point where life can not be sustained, is acceptable as long as the intent, the desire to relieve pain, was good.  The principle of double effect has been deemed acceptable by religious institutions, such as the Roman Catholic Church, so long as the intent of the action is to relieve pain and not to end life (Paul II, 1980).  

     Reaching consensus regarding active forms of euthanasia, such as physician-assisted suicide or in cases of mercy killing, is another matter.  The Judeo-Christian belief that life is a gift from God and therefore the ending of life must be left to God has had a strong influence on social policy in the United States (Szasz, 1986).  Although polls consistently show 50-60% of the American public support making physician-assisted suicide available, Oregon is the only state that has a law providing individuals with such an option (Albright & Hazler, 1995; Gostin, 1993; Wolfson, 1998).

     Members of the medical profession fall on both side of this debate.  An organization known as Compassion in Dying supports physician-assisted suicide on the grounds of compassion, support for the ultimate human right of self determination, and as the final civil liberty of a free people (Dority, 1993).  Physicians and nurses, in response to anonymous surveys and in various published accounts, admit to providing both passive and active assistance to suffering patients who request help in ending their lives (Duberstein, Conwell, Yeates, Cox, & Podgorski, 1995; Weir, 1992; Wolfson, 1998).  Some physicians report having acted against their conscience in providing treatment to prolong life (Solomon, O’Donnell, Jennings,  & Guilfoy, 1993).  This view is also shared by some psychiatrists who support the right of, and provide assistance to, certain clients under prescribed circumstances to choose death (Ganzini, Fenn, Lee, & Heintz, 1996).

     There is also a strong contingent opposed to any form of assisted death.  Physician-assisted suicide is opposed by the American Medical Association (Dority, 1997).  Their position is that if physicians express a willingness to provide assistance with bringing an earlier than normal death, it will send a subtle message that some people’s lives are no longer worth living and thus adversely impact the physician-patient relationship (Hamilton, Edwards, & Robinson, 1996).  The Food and Drug Administration has indicated that physicians prescribing drugs for the termination of a life will be in violation of federal laws, which limit prescribing of drugs to legitimate medical purposes, and thus may be open to prosecution (Findlay, 1997).  The National Legal Center for the Medically Dependent and Disabled publishes lengthy articles by physicians and lawyers that provide both medical and legal arguments against an assisted death.  Hospice also opposes physician-assisted suicide as a violation of their basic mission, which includes palliative care to eliminate suffering, assisting patients with finding meaning in their dying, making positive use of remaining time, and protecting vulnerable people who might feel death is a duty rather than a right (Saunders, 1995).  

End-of -life Decisions and Professional Ethics
     The American Counseling Association (ACA) Code of Ethics and Standards of Practice (1997) does not provide specific guidelines regarding a counselor’s ethical responsibility when working with clients seeking assistance with end-of-life decisions.  There are, however, four important value concepts embodied in the Code that directly apply to this area of work (Albright & Hazler, 1995; Hadjistavropoulos, 1996).  These concepts include autonomy, justice, nonmalficence, and beneficence.  Autonomy pertains to valuing the client's right to making independent decisions including those that pertain to choosing death  (Farrugia, 1993).  Autonomy is implied in several sections of the ACA Code of Ethics (1997).  In particular, sub-section A.1.a indicates that "The primary responsibility of counselors is to respect the dignity ... of clients (p. 2).  Sub-section A.1.b. states "... counselors avoid fostering dependent counseling relationships" (p. 2).  The concept of autonomy is also implied in sub-sections A.5.a and A.5.b. Respectively, these sub-sections state that counselors ". . . avoid actions that seek to meet their personal needs at the expense of clients" and ". . .avoid imposing their values on clients" (p. 2).  Valuing client autonomy translates to practice by assisting the client(s) with arriving at deeply personal decisions free of counselor-imposed opinions or values.

     Hadjistavropoulos (1996) argues that justice is another important value-oriented concept that must be considered along with autonomy.  In contrast to autonomy, the value of justice provides a process that limits individual autonomy for the purpose of preserving the greater good of society.  The greater good in end-of-life cases can be understood as offering protection to those who want to take steps to prolong life but may be unable to advocate for themselves.      

     Opponents to euthanasia focus on the value of justice arguing that the legalization of the right-to-die puts vulnerable people at risk for involuntarily being put to death.  This is commonly referred to as the slippery slope argument which holds that ensuring the right to die may, if given the opportunity, become a duty to die before one is ready (Saunders, 1995).   

     The concepts of nonmaleficence and beneficence are closely related to each other.  Nonmaleficence is the counselor’s duty to "do no harm" while beneficence extends beyond doing no harm and requires counselors to provide a benefit to the client.  These concepts raise particularly difficult issues when confronted with questions related to end-of-life situations.  The ACA Code of Ethics (1997), in sub-section A.1.a, requires counselors to promote the welfare of the client and, in sub-section B.1.c, requires counselors protect clients who are deemed to be a danger to themselves.  The duty to protect is clear when an otherwise healthy patient is suicidal.  In end-of-life situations, however, what specifically constitutes welfare and danger?  In some end-of-life situations, where the best medical interventions available can only sustain a life filled with pain and suffering, and one devoid of hope, prolonging life does not necessarily meet the standard of beneficence nor does honoring the patient’s wish to die violate the standard of nonmaleficence (Farrugia, 1993).  Opponents of euthanasia emphasize that the principles of nonmaleficence and beneficence should take precedence over client autonomy.  They suggest that client welfare cannot be separated from protecting life and that failing to take action to prevent death is harmful and a violation of the principle of beneficence.  Barry (1986), for example, argued that both active and passive acts that shorten rather than prolong life are clearly wrong.   

Legal Dimensions and Practice
     No discussion of end-of-life decisions and counseling practice would be complete without attending to the major legal aspects of the issue.  There are two areas of legal concern with which the counselor must contend.  First, it is important to note that all legal statutes supersede the principle of practice suggested by one’s professional code of ethics (Corey, Corey, & Callanan, 1998).  The counselor must be familiar with the laws that govern professional counseling practice and work within the legal parameters that have been set forth by the laws of the state in which one is practicing.  It is important to note that all acts of euthanasia involve some form of medical procedure.  It is unlikely, therefore, that a counselor would ever be in a position to violate state or Federal statutes that pertain to the ending of a client's life.  The counselor should, however, be familiar with an individual’s legal rights regarding end-of-life decisions for those times when it may be necessary to serve in the role of advocate for the client.  

     A patient-client does have the legal right in all states to obtain various forms of passive-voluntary euthanasia to hasten death if they so choose (Hinson-Smith, 1998).  The option to hasten one's own death is provided through the Congressional Patient Self-Determination Act.  It “requires all hospitals and nursing homes to develop and implement a procedure for advising patients of their rights to accept or refuse treatments and to make advanced directives” (Farrugia, 1993, p. 61). Therefore, a counselor would have no legal impediment to assisting clients in exploring their options under this law and in fact would have a professional obligation to do so within the boundaries of professional competence.  In cases where the client is either considering suicide or requesting help in seeking a physician-assisted suicide, the counselor can legally work with the client in sorting out values, spiritual issues, and relational consequences of an end-of-life decision.  The counselor must be cautious, however, not to violate legal and ethical obligations to protect in cases where the client is considering suicide.  With regard to physician-assisted suicide, the Oregon Death with Dignity Act, which was passed in 1997, is the only legislation successful in standing up to numerous legal challenges.  In the two years since its inception, eight residents of that state have used this option as a means of ending their lives.  

     The second area of legal concern is that of minimizing one’s risk of a malpractice liability suit brought in a civil action.  The issue of legal liability civil actions must always be of concern to the counselor when end-of-life decisions are being made.  This is especially true when the client’s wishes differ greatly from those expressed by the client’s family.  The ACA Code of Ethics (1997) promotes the inclusion of families in important decisions made by clients (see Sub-section A.1.d.).  This is especially important in end-of-life decisions because of the level of emotion attached to personal and/or religious values that can surface.  Helping the client and family members communicate clearly about the client’s specific wishes regarding the extent of medical treatment is simply good clinical practice.  If the client permits family involvement by waiving confidentiality and the family accepts the client’s right to explore these issues, the risk of a law suit is minimized.  In cases where a patient may become incompetent as a result of a progressive disease, family members, a guardian, or the court may seek permission to end life-sustaining treatment.  This is usually an easier process when the person has made his/her wishes known to the family prior to the late stages of an illness which renders the patient-client incompetent  (Miles & August, 1990).  Therefore, facilitating discussions between family members and the patient-client is extremely important.

     In cases where the family’s values and wishes oppose those of the patient-client, risk of a liability suit brought against the counselor is increased.  In such cases the counselor must resolve an ethical dilemma involving the principle of autonomy vs. the duty to protect.  If the counselor chooses client autonomy over the duty to protect, a family could bring a civil liability suit claiming malpractice given that the counselor did not act to protect the client’s life.  On the other hand, if the counselor breaks confidentiality in exercising the duty to protect, the counseling relationship may be damaged and could result in a civil liability suit brought by the client claiming breach of contract (Madden, 1998).   

     Given the many legal issues and pitfalls with which counselors must contend, one’s best protection is to follow the currently accepted standards of care for the profession.  At minimum, the current standard of care would include working within one’s level of professional competence, keeping thorough and accurate documentation of each counseling session, and documenting regular consultation with a member of the profession competent to provide such services (see sub-sections C.2.e, B.4., and H.2.b. of the ACA Code of Ethics, 1997 ).   

Implications for the Counselor
     It is clear from the review of literature that counselors who work with clients and/or families presenting concerns that pertain to end-of-life decisions must strive to resolve a number of potential conflicts.  These conflicts include those that may exist between personal and moral values, societal norms, principles of professional ethics, and one’s duty under the law  (Hadjistavropoulos, 1996). 

     Albright & Hazler (1995) provided seven guidelines for counselors working with clients who present with end-of-life decisions.  Their first guideline encourages the counselor to “become as knowledgeable as possible regarding the course of the client’s illnesses, prognosis,  

and the treatments [that have been tried and those that are] yet available” (p. 186).  These authors suggest obtaining a release of information allowing the counselor to discuss the client’s illness and condition with the treating physician.  

     A second guideline encourages the counselors to learn about the client’s system of social support and how individuals within that system view end-of-life decisions.  The point here is that as one is struggling to cope with terminal illness, the person increasingly comes to rely on various sources of social support.  Getting the support needed is not likely to happen if there is conflict over end-of-life issues within that system.  Therefore, the counselor may need to work systemically on behalf of the client to gain the support and caring of loved ones.  

     A third suggestion is to work with the client specifically on issues that pertain to fear of death, loss, grief, religious belief, spiritual meaning, and to support the client in using their remaining time to engage in life review and make peace with important others.  These are a processes and activities with which the client may have little familiarity.  Therefore, the counselor may need to implement an educational component into the counseling plan and assist the client and perhaps some family member through the process.  

     A fourth guideline suggests that counselors serve as an informational resource for clients regarding such topics as death and dying, the grieving process, and as a referral agent to other agencies such as Hospice.  

     Fifth, counselors are encouraged to serve clients by helping them understand the importance of having such documents as final letters to loved ones, a living will, durable power of attorney, a will for estate distribution, and insurance documents in order.  

     The sixth suggestion is to constantly attend to the choices that the client makes based on his or her own values.  Treating a terminal illness is a process and, as a result, it is more common that a series of decisions must be made over the course of the illness.  This is true also of end-of -life decisions especially where passive euthanasia is concerned.  As the patient-client and/or family member-client faces new and perhaps unexpected circumstances regarding progression of a disease, it is likely that many decisions will have to be made.  The counselor is called to exercise compassion and empathy in helping the client through the process.  The counselor must trust enough in the counseling process so as not to impose personal beliefs or values on the client or on the client’s loved one’s.  It is also suggested that, if need be, the counselor assist others in the client’s social support system in understanding the client’s wishes and the basis for the client’s decisions.  

     Seventh, it is suggested that the counselor provide follow-up support for members of the client’s family and loved ones after the client has died.  It is important to note here that, from a legal perspective, a client’s right to privacy and therefore the assurance of confidentiality does not end with death (Corey, Corey, & Callanan, 1998).  It is recommended, therefore, that the counselor obtain a release of information from the client prior to death, so as to enable the counselor to discuss freely with loved ones aspects of the client’s hopes, fears, and factors relating to the end-of-life decision.

Conclusions

     Although not exhaustive, these guidelines provide counselors with suggestions to help clients facing end-of-life decisions in an ethical and sensitive manner. These guidelines suggest that counselors can and should assist clients who wish to explore issues related to various forms of euthanasia, especially where decisions regarding refusal of treatment, discontinuation of treatment, palliative care, and advanced directives are concerned.  

     It is very important to be competent in working with clients and families facing end-of-life decisions.   Counselors who wish to work with those struggling with terminal illness and their families should obtain specialized training in the area of death and dying, dynamics of family systems, patient rights, mental health law, and client advocacy.  Finally, we suggest that the counselor spend a significant portion of time addressing his or her own thoughts, feeling, values, meaning, and assumptions that pertain to end-of-life decisions.  
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Figure 1

Euthanasia Dimensions Matrix
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