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Ethical issues in neurosurgery: A cross-cultural view*

SUNILK. PANDYA

IN.fRODUCTlON
The Academia Eurasiana Neurochirurgica was founded in 1985
by Professors H. W. Pia (Giessen, Germany) and Keiji Sano
(Japan) to foster exchanges between European and Asian
neurosurgeons. Each convention is focused on a theme announ-
ced well in advance. Contributions are invited in such a manner
that a multicultural exchange of concepts, traditions, practices
and ideas is achieved.

In 1998, the theme of the ninth convention was neurosurgery
and medical ethics. The convention was held from 29 July to 1
August 1998 in a historic castle (now a hotel) a short distance
from Maastricht, at the southern tip of the Netherlands.

THE OPENING CEREMONY
The inspiring opening ceremony was held in St Gerlach Church,
part of the old castle. In addition to the addresses delivered by
Professor Cees Avezaat, President of the Netherlands Society
of Neurosurgeons; Professor August van Alphen, President,
Academia Eurasiana Neurochirurgica; Professor Keiji Sano,
Founder of the Academia and Mr Ad Hoytink, former
Ambassador of the Netherlands to Korea; there were organ
recitals and singing of classical works.
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medical ethics. Starting off with a quotation from Einstein
('Religion without science is lame. Science without religion is
blind. '), Dr Raja discussed euthanasia, transplantation and
homosexuality. On euthanasia, he quoted Prophet Mohammed's
last address in which he exhorted his followers to observe the
limits of the prescribed law. All killing (except that prescribed by
the courts as punishment for certain well-defined crimes) is
prohibited. On euthanasia, Dr Raja stated: 'There is no mercy
in such killing. ' Transplantation of animal organs was permitted
by Muslim law.

Dr Sunil Pandya presented the ancient Indian principles of
medical ethics and pointed out how present realities were at
considerable variance from what was advocated by ancient
Indian medical seers. Dr Fahlbusch, a senior neurosurgeon from
Germany, pointed out that during his visit to India in 1989, he
had visited Haridwar where he saw dying persons being brought
to the banks of the river Ganges. He then pondered on an ethical
dilemma. Suppose a computerized tomography scan on one
such person showed an eminently treatable illness such as a
clot pressing on the brain, would we be justified in enforcing a
curative operation on a man who has come to terms with death
and has come to the Ganges to die in a manner which might bring
him eternal salvation? This would be even more so if the person
was poor and of low caste. Would curing him deny him the
opportunity for rebirth and condemn him to his present sorry
livelihood for decades?

Dr A. van Bommel, a Dutch citizen who had converted to
Islam and now held the post of Imam, discussed the sanctity of
life from the Muslim perspective. Among the points made by
him was the fact that Islam demands every effort at preserving
life. The ventilator would, thus, not be switched off after the
diagnosis of brain death as the heart was still beating and was
evidence of life. Dr Harry Rappaport from Israel said that the
Jewish faith considers a person alive as long as he has the breath
oflife. Cessation of respiration is thus central to the Jewish diag-
nosis of death.

Dr Graham Teasdale, neurosurgeon from Glasgow, pointed
out that the preceding session attempted to solve ethical
dilemmas on the basis of traditional religious beliefs and
teachings. There is, thus, an excessive reliance on authority.
Modern science demands that we debate each ethical issue and
work together at finding solutions instead of relying on age-old
teachings. The ideal might be to have a rational mix-using the
best distillate of ancient and traditional wisdom and marrying
these to modern concepts and thinking.

The afternoon session started with the rabbinical criteria for
the declaration of death. These include cessation of respiration
and the diagnosis of irreversible damage to the brainstem. An
important principle gives importance to the quantity of life over
quality of life. The Jewish doctor is, thus, not allowed to shorten
life in order to improve the quality of survival.



MEDICAL ETHICS

THE SECOND DAY
The first session dealt with Christian thought on the mission of
healing. The model of Christ, the physician, has been the basis
of subsequent consideration of the role of the healer. One of the
qualities expected of a physician is compassion-sympathizing
with the patient and putting yourself in his position. This is not
to be confused with pity. Whilst man has a right to use his body
to fulfil his functions, the ownership of the body lies with God.
Man has no right to interfere with life. Euthanasia, abortion and
assisted suicide are, therefore, unacceptable. A corollary-to
save the whole, you may sacrifice a part-permits surgical exci-
sion of diseased tissues. At the same time, Christian thought
forbade the prolongation of useless life as this implied a refusal
to accept God's tenderness and mercy. Extraordinary means of
preserving life when life had lost all meaning were forbidden.

Professor W. J. Eijk, Professor of Ethics and Moral Theology
in the Netherlands, pointed out that discussions on medical
ethics often concentrate on dramatic issues such as euthanasia
and neglect the positive duties of the physician. A member of
the audience pointed out that the commandment, 'Love thy
neighbour' overrides that stating, 'Thou shalt not kill'. If so,
why is the termination oflife of a person suffering from incurable
cancer not permitted? Professor Eijk asked, in return, "How does
one prove that killing is an act of love?' Instead, he suggested,
doctors should concentrate on their positive duties-relieving
pain, consoling the individual and generally making the patient
comfortable as the end approaches.

Dr E. O. Backlund, an eminent Scandinavian neurosurgeon,
discussed brain death. He highlighted some anomalous situa-
tions that follow the use of the current definitions of brain death:

1. Dead and living patients are treated side-by-side in the same
intensive care unit whilst the formalities needed for organ
donation are being completed.

2 In diagnosing brain death, the physician chooses the time of
the patient's death. This can have judicial consequences.

3. A newborn's time of birth might be after the time of death of
the mother.

4. The collaboration between physicians responsible for .'brain
dead' patients may be seriously disturbed by disagreements.

Speaking on death with dignity, Dr M. Nagai of Japan felt that
all acts that bring the patient closer to natural death are justified.
The patient must be helped to die not like a vegetable, but as a
human. He agreed that prolongation of a meaningless life was
pointless. Dr Backlund commented on our loss of perspective
on death whereby we look upon the act of dying as unnatural
and death as something to be fought tooth and nail. He condem-
ned both extremes-neglect of the dying patient and over-
treatment in the last stages of life. He agreed with the view that
euthanasia is often taking the easy way out when counselling
and good palliative care would have kept the patient comfortable
and allowed him to live his allotted span.

Dr Rappaport asked whether the current trend in some
countries, notably USA, was salutary. Life-and-death decisions
are now being made by non-medical members of society-
hospital managers, lawyers, clergymen. Decisions by committees
are being advocated. How can this be justified? Can one sum-
mon such a committee at 3 a.m. to decide on whether or not the
ventilator should be turned off? Will society, taking away the
power of the doctor to make decisions, be willing to absolve the
doctor of his responsibilities?

Dr Graham Teasdale discussed ethics in research. Among
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the points covered by him was the needless cruelty to patients
and their relatives by the insistence on full informed consent.
Explanations of everything that can go wrong is not in the
interest of the patient's peace of mind. He emphasized that all
bad science is unethical and that a research project based on
faulty science cannot, ever, be considered ethical.

Dr R. Dillman, Secretary of Medical Affairs, Royal Dutch
Medical Association, then presented details on the Netherlands'
experience with euthanasia. The demand for euthanasia was
voiced by the public in his country. Doctors were then divided
on whether or not they should accede to this request. After a
national debate it was decided that euthanasia should be per-
mitted under explicit conditions that ensure transparency and
accountability. As yet, the law in the Netherlands does not per-
mit euthanasia but no legal action is taken provided the condi-
tions laid down are followed. After analysing experiences to
date, the Netherlands Parliament will now consider modifying
its law to make euthanasia legally permissible. Quoting statistics,
Dr Dillman showed how 6000 of 9000 requests for euthanasia
were turned down on the grounds that the suffering was not
unbearable or could be palliated, all available treatment has not
been completed or where there was evidence of depression that
could be treated. Accountability is on a case-to-case basis and
all cases are nationally analysed.

Dr Dillman summarized the lessons learned from the Dutch
experience. Do not embark on an euthanasia programme unless
you have an adequate and efficient legal framework in place that
ensures transparency and accountability. The patients must
have free and easy access to medical care and assurance of the
highest quality before such a step can be considered. There
must be a full professional review of each case. Euthanasia is
not an alternative to palliative care but an element thereof, when
all else has failed to afford relief.

THE THIRD DAY
Dr E. Schroten, Professor of Christian Ethics in the Netherlands,
discussed professional integrity in teaching medical ethics. He
asked whether virtue is teachable and pointed to the need for
conviction, motivation, character, personality and will in ethical
teaching and practice. He felt that it was best to start teaching
ethics using case studies rather than by embarking on ethical
theories. He suggested phased analysis of each problem, using
questions such as:

1. What is the moral question?
2 What are the available options at first sight?
3. Is there any additional information that must be obtained

before making a decision?
4. Who are the persons who must be involved in making the

decision?
5. What are the arguments relevant to making that decision?
6. After weighing all the data and arguments, what should be

the course of action?
He termed the process for making such an analysis 'reflective

equilibrium' .

CONCLUSION
The meeting was unusual in that it focused on ethics in
neurosurgery from a variety of viewpoints and contrasted
traditional, religious and historical concepts with those based
on modern scientific thought. There was much to learn, especially
from the historic Dutch experience on euthanasia.


