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the doctors felt she had good chance 
of both recovering and having a 
reasonable quality of life, and this 
strengthened their argument for not 
complying with the parents' request. 
A prognosis, once given, is not fixed 
but dynamic. Time-related factors 
such as therapeutic response, 
secondary complications and 
iatrogenic events can alter it and as 
Karen responded to therapy this 
decreased the uncertainty of her 
recovery, further strengthening the 
doctors' position. Sometimes 
treatment has to be commenced so 
that a prognostic assessment can 
include these temporally-related 
factor's such as response to therapy. 

Life-and-death stakes 
Nohe of this is made any easier 
knowiµg that the stakes frequently 
involve a person's life. This means a 
high level of evidence and belief is 
requirnd that a treatment would not 
benefit a patient before the non­
provision or withdrawal of that 
treatment. ' However the issue goes 
beyond that of the immediate patient 
in front of, me. What of the other 
intensive care patients, past, present 
and future, who will require a share of 
the ICU pie? Puttinghugeamountsof 
resources into one patient now may 
potentially deprive other patients, 
either currently in ICU or those in the 
future, of care which may benefit them 
more than that given to the immediate 
patient. A "fair share of care", defined 
by the likelihood of survival with its 
degree of uncerta1nty, the quality of 
that survival and its degree of 
uncertainty,-and an estimate of the 
patient's wishes is the complicated, 
intuitive calculus that takes place. No 
wonde:i;:,I find Belloc so appealing! 
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TA "fhen I read this case study, it 
I' V seemed so clear that the 

professionals had acted correctly, that 
I found myself a bit puzzled about 
what interesting moral issues it could 
raise. But a philosopher can usually 
find something to say. The most 
obvious issue is the question of when 
we should accept decisions of parents 
(or family more generally) about 
treatment for someone who is unable 
to communicate their wishes. Where 
these decisions are in accord with 
medical advice, we rarely question 
their propriety or even to what extent 
they reflect what the patient would 
want. Where they are contrary to 
medical advice, we (rightly) scrutinise 
them much more c-arefully. Where a 
decision has consequences as serious 
as withdrawal of life-support has, we 
might not grant families the right to 
make it, particularly against medical 
advice. 

But there are familiar cases where 
families have been allowed" to decide 
that life support be withdrawn, such 
as the cases of Karen Quinlan and 
Nancy Cruzan in the USA. How does 
this case differ from those? 

One crucial difference is in the 
prognosis.• For both Quinlan and 
Cruzan there was really no expectation 
(even very small) of survival without 
continued life-support, let alone 
recovery. Karen Lis judged to have a 
good chance of survival, except by her 
parents. I think that the professional 
view should prevail in this case, but 
we need to be clear about what this 
implies. The judgement I am referring 
to is about prognosis, and this is 
properly within the expertise of 
professionals. The further judgement 
about what to do in the light of any 
prognosis is not normally a matter of 
professional expertise. This is because 
it incorporates questions of the value 
and pJiorities an individual places on 
likely consequences of treatment. The 
view that people have a right to reject 
treatment, even at the cost of death, 
reflects this point. Were Karen herself 
to be requesting that her treatment be 
stopped, then a professional view that 
this was a wrong decision should- not 

prevail. (Or, more precisely, it should 
not prevail if Karen had been given 
and understood the medical 
information relevant to her decision, 
including the professional assessment 
of her prognosis.) But I don't think 
Karen's right to reject treatment 
transfers to decisions made on her 
behalf by her family, at least not where 
the cost to her is so high. (The 
seriousness of consequences 
constitutes one pertinent difference 
between family requests for treatment 
which professionals judge futile, and 
requests· to stop treatment 
professionals judge possibly useful. 
Honouring family decisions in one 
case need not commit us with respect 
to the other.) . 

So, what licenses ou; 0 putting aside 
Karen's parents' request is its 
consequences for Karen (probably 
death) and it being based on a view of 
the likely outcomes which is contra1y 
to expert opinion. These would not 
similarly licence ignoring. such a 
request made by Karen herself. 

But isn't it possible that Karen's 
parents really are representing her 
views? This is possible, but we have· 
little reason for thinking that Karen 
would want treatment stopped. Her 
history of non-compliance is some 
evidence that she is likely to reject 
medical treatment. But there are no 
reasons to think that in the past death 
has been so clearly. one of the 
consequences she has faced and 
accepted in rejecting treatment. Where 
someone is not able to convey their 
own views, we should work with an 
assumption that they would choose 
what any other reasonable person 
would choose. Most reasonable people 
would not reject life-support in the 
situation described. Karen's parents' 
choice seems based on an 
unreasonable belief. Of course, Karen 
might share that belief, and beliefs 
will be reasonable as well as their 
choices. $0 I think that the possibpity 
that Karen's parents' decision does 
reflect the_ one she would make. does 
not constitute a reason for accepting 
it. 


