
questions and concerns. Quinlan's
first case was an elderly man who had
a postoperative cardiac arrest and was
subsequently unconscious in the in-
tensive care unit (ICU) for 3 weeks.
We are then told that the patient was
transferred to the "palliative care
ward, where a ventilator, respirator
and total parenteral nutrition and hy-
dration were maintained for another
3 weeks." Quinlan asks whether the
"plug should have been pulled" after
the first 3 weeks, since the patient
was "obviously a vegetable." We are
then told, without further explana-
tion, that the patient is now perfectly
well and 85 years old.

Cook's response misses several
key points. First, it is difficult to
imagine anyone calling a unit with
mechanical ventilation a "palliative
care ward." By definition, "palliative
care implies the withdrawal of active
curative treatment of the patient's
condition following recognition that
the patient has a fatal or terminal dis-
ease which cannot be cured."'

Second, the patient was, in retro-
spect, not a "vegetable" if he could
subsequently make a full recovery.
Good ethics follow from good medi-
cine. An appropriate and sequential
neurologic evaluation of the patient
would have provided some clues
about the eventual outcome for this
patient.

In the second case, in which a
man 42 years of age stated that he
did not want to be resuscitated, the
question is strictly one of the pa-
tient's competence. A competent pa-
tient has the right to refuse any treat-
ment. If indeed the patient is found
to be incompetent because of clinical
depression, then he should be as-

sessed and treated for his psychiatric
condition, and his family should be
involved in his care. 'The mere fact
that the patient/family/proxy selects
a management option with which
the physician disagrees does not
make them incompetent."2

Stephen Liben, MD, CM, FRCPC
Director
Pediatric Palliative Care Service
Montreal Children's Hospital
McCill University
Montreal, Que.
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[Dr. Quinlan responds:]

M y original letter was written
not as a clinical description of

the management of either of the pa-
tients but as an example of the ethi-
cal dilemmas that confront us, often
suddenly and at an inconvenient
time (0230 hours) when we have no
consultative assistance.

Granted, I omitted the clinical de-
tails of the unexpected survival of my
patient in the first case. Believe me,
the clinical procedures were inten-
sive and involved many visits by a
team of at least five physicians and
surgeons.

Dr. Liben criticizes our transfer-
ring the patient to palliative care.
The transfer was, to a large extent,
an administrative decision based on
the limited number of ICU beds and
the hospital's accounting manoeu-

vres. The care the patient received
was not the equivalent of that avail-
able in a full ICU but was still ac-
ceptable to the team of physicians,
after some discussion with the family.
In his second paragraph, Liben de-
fines palliative care. The definition
matches almost exactly what was
done- care was provided for a ter-
minal illness that could not be cured.
The diagnosis of `terminal" was obvi-
ously mistaken. A "retrospectoscope"
usually gives a much clearer view of
the options.

The second case more or less took
care of itself. The "retrospectoscope"
has not helped solve this problem.
The US Congress has just passed a
law that would solve the legal prob-
lem by declaring that assisted sui-
cide, under certain, unspecified cir-
cumstances, would not be a crime-
a definite step onto a slippery slope.
The ethics of the situation still pose a
problem.

John J. Quinlan, MD
Brantford, Ont.

I THINK WE HAVE A
PROBLEM IN VICTORIAu:

MDs RESPOND QUICKLY TO
TOXOPLASMOSIS OUTBREAK

IN BC [CORRECTION]
B ecause of a typographical error,

this article by Anne Mullens (Can
Med Assoc J 1996;154:1721-4) inad-
vertently referred to Raj Gill, super-
visor of the nonviral serology labora-
tory at the BC Centre for Disease
Control, as a male. We apologize to
her for this error.- Ed.
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