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A Man Who Requested Euthanasia (from Money Driven Medicine—Tests and Treatments 

That Don’t Work pgs. 240-243, http://doctormanagedcare.com/ChaptersMDM.pdf) 
 
An intern called me saying that he had a cancer patient in the intensive care unit 

screaming for euthanasia. I was the director of the Cancer and AIDS Pain Service at the LA 
County + USC Medical Center. Mr. Kim had made the young doctor and his colleagues very 
uncomfortable by begging for death. I got the patient’s history from the intern and the chart.  

This 52-year-old Korean man had undergone surgery in Seoul, Korea for stomach cancer 
13 months earlier. Since the cancer had already spread to the liver and elsewhere, his surgeons 
infused chemotherapy during the operation and medical oncologists followed that by giving 
conventional outpatient chemotherapy. Seeking a second opinion, Mr. Kim came to the United 
States.  

As an outpatient at the LA County + USC Medical Oncology (cancer) Clinic, Mr. Kim 
received an experimental chemotherapy drug for six months. This failed to control his disease. 
The drug toxicity lowered his blood platelet count, increasing his chances of bleeding from the 
remaining abdominal tumors. He received multiple transfusions of blood because of constant 
hemorrhaging through his gastrointestinal tract. 

One bleeding episode required hospitalization to achieve control. During that time, after 
discussing it with his doctor, Mr. Kim agreed to a "do-not-resuscitate" order. Upon discharge 
from hospital, he was, unfortunately, not referred to our visiting nurse association hospice 
program or to my Cancer and AIDS Pain Service for comprehensive care in the terminal phase of 
his disease. 

Three weeks later when Mr. Kim was again vomiting blood, his family rushed him to our 
emergency room. The emergency room doctors immediately transfused him with blood and 
quickly moved him to our new, ultramodern intensive care unit. When bleeding persisted, he 
underwent angiography of his abdominal blood vessels (i.e., an X-ray study in which dye is 
introduced through a catheter threaded into an artery). An attempt to stop the bleeding by 
injecting plastic pellets into the stomach artery failed. Undaunted, the specialists in interventional 
radiology later repeated this procedure because of recurrent bleeding—again unsuccessful.  

Because the cancer was so advanced and the patient was unable to take food while the 
acute bleeding problem persisted, the intensive care unit physicians ordered total parenteral 
nutrition (TPN) to prevent malnutrition. This consisted of over three liters of intravenous fluid 
per day containing about 3,000 calories of nutrients delivered into a large vein near his heart.  

After more time in the intensive care unit, Mr. Kim developed a fever. His doctors 
promptly ordered antibiotics. Later, when the fever persisted and blood cultures showed infection 
with resistant bacteria, they switched him to more powerful antibiotics. 

On the tenth hospital day, a new intensive care unit doctor discussed with Mr. Kim and 
his family the seriousness of his condition. Mr. Kim again requested not to be resuscitated if his 
heart stopped beating. The doctor dutifully noted this in the chart. 

Abdominal pain had been a big problem even before this hospitalization. Mr. Kim's had 
taken prolonged-release morphine for pain for at least six months. While in intensive care, his 
pain had increased despite institution of intravenous morphine infusion and increasing the dose 
to 20 milligrams per hour (a high dose).  

Mr. Kim's doctor asked the anesthesiology pain service to give a nerve block with a long 
needle into the nerves in the back of his abdomen in order to better control his severe pain. After 
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deliberation for several days, the anesthesiologists declined to carry out the nerve block 
procedure for fear of causing internal bleeding and possibly shortening Mr. Kim’s life. 

On the 21st day in the intensive care unit, Mr. Kim’s intern called on me to offer new 
suggestions for the management of his pain. The young doctor had observed that a marked 
accumulation of fluid in Mr. Kim's abdomen was now also contributing to the pain. 

This case offered me an excellent opportunity to teach the intensive care team some of 
the basics of palliative care (pain and symptom management). I explained that, for a terminally 
ill patient in this situation, although we cannot honor a request for euthanasia, physicians are 
under no legal, moral, or other obligation to continue therapies designed to prolong life, such as 
blood transfusions, total parenteral nutrition, angiographies, and antibiotics. However, we are 
duty bound to control pain and other bothersome symptoms and to relieve suffering.  

I suggested that they remove abdominal fluid (do a “paracentesis”) to decrease the 
pressure in Mr. Kim's abdomen. I also requested that the intravenous fluids, including the total 
parenteral nutrition, be stopped in order to prevent further misery from the accumulation of more 
fluid in his abdomen. Finally, I recommended an increase in the morphine infusion dose to 30 
milligrams per hour, to control his pain. 

The next day when I saw Mr. Kim, he was in coma and the morphine infusion had been 
stopped. Very distraught relatives filed in and out of his room for short visits, making their way 
between the hospital staff and the life-support technology. 

Skimming the chart (three thick volumes had accumulated during the 22-day intensive 
care stay), I noted that the paracentesis had not been done, again for fear of causing bleeding and 
shortening Mr. Kim's life. The doctors continued two intravenous antibiotics, total parenteral 
nutrition feedings, and frequent insulin injections. Cultures drawn two or three days earlier 
showed that two types of bacteria were growing in his blood despite the antibiotics. The doctors 
still ordered daily or more frequent laboratory blood tests, probably in part to justify his staying 
in the intensive care unit.    

I spoke at length with the intern and resident concerning general palliative care in this 
type of situation and what to do if abdominal or other pain returned. During the following night, 
Mr. Kim woke up enough to express pain. A morphine injection was given intravenously, but 
initially did not work. Instead of giving Mr. Kim higher doses of morphine, the doctors injected 
Valium, which only quieted him down. 

In the morning, the staff suddenly became concerned about the inappropriate utilization 
of the hospital's resources (the intensive care unit) and ordered Mr. Kim's transfer to the regular 
ward. The total parenteral nutrition, antibiotics, and insulin could all be continued on the regular 
ward, but the morphine infusion pump could not because of hospital regulations. 

The intern wrote an order for prolonged release morphine sulfate tablets to be crushed 
and given through the stomach feeding tube. I pointed out to the staff that crushing prolonged-
release morphine converts it into immediate-release morphine. In someone with tense fluid 
throughout the abdomen and acutely ill with sepsis (blood infection) and low blood pressure, oral 
medications would not be reliably absorbed from the gastrointestinal tract. The nursing 
administration agreed to make an exception and allow the morphine pump for his final hours. 
However, the pump was not turned on since Mr. Kim never came out of coma. The nurses and 
doctors were trained to wait for the patient to have pain before giving the pain medicine. This 
approach gives poor pain control to cancer patients with chronic pain particularly during the 
dying process.  
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I wish there were a happy ending to this story, but there is not. When Mr. Kim died, the 
doctors told the family that they had done all that could be done medically to save him. No one 
could be charged with malpractice since this is not unusual care of the dying in the U.S. After all, 
Mr. Kim had exercised his autonomy in health care decision-making to seek experimental 
treatment, with all its disclosed risks and complications, at the LA County + USC Medical 
Oncology Clinic. Multiple obstacles in our medical care system and a lack of training in care of 
the dying had prevented even rudimentary pain and symptom control measures for Mr. Kim. The 
system provided virtually no help for him and his family with the psychological and emotional 
process of preparing for his death. 

For Mr. Kim and many others who receive inappropriately aggressive high-tech 
interventions for advanced terminal diseases, the treatment is much worse than useless. It greatly 
increases the pain, suffering, and psychological distress during the dying process. This three-
week stay in the intensive care unit served only to magnify his pain and suffering enough for him 
to beg for euthanasia. For Mr. Kim, euthanasia was not the answer.  Physician training in 
palliative care, or hospice medicine, offers a far better solution. 

In a time of dire shortages of health care funding for the poor, the futile treatment of Mr. 
Kim for three weeks in the intensive care unit cost taxpayers over $50,000 in 1991. The cost 
would be at least three times that in 2007.  
 


