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Death without concealment

The early Christians were strongly opposed to war and
violence, and in the first century AD no Christian could have
contemplated becoming a soldier. But a few soldiers came to
be baptised, and some of these were allowed to stay in the
Army. Next some Christians argued that if a soldier was
allowed to remain in the Army after conversion then logically a
Christian might enlist. So the first steps were taken towards
"Christian wars." A church founded on love failed to hold the
line against the institutionalisation ofviolence.
The example of the slippery slope down which Christianity

slid to tolerate war' was quoted by Professor Harry Harris in
his discussion2 seven years ago of the ethics of selective
abortion. He recognised that the abortion of fetuses with gene-
tic defects might be used as justification for the killing of
newborns with similar defects, though he found such selective
infanticide morally unacceptable. These issues have come back
into prominence this year with the trial and acquittal of the
paediatrician Dr Leonard Arthur on a charge of attempting
to murder a baby born with Down's syndrome and rejected by
his parents.
The verdict led many doctors3 to write to the BMJ asserting

the right of every individual to life. Handicapped adults and
the parents of handicapped children wrote articles in daily
papers and appeared on television and radio claiming that had
they been born in 1981 they would not have survived to grow
up and enjoy life. The public at large seems to believe-and
many doctors seem to share this belief-that the medical
profession has been moving down Harris's slippery slope and
has become readier to deprive newborn infants of their lives.

In plain words, that view is wrong: and the dissemination
of these allegations has done and is doing great harm. Paediatri-
cians have not become executioners, and no one with day-to-
day experience of their work in neonatal nurseries could
believe that they have.
What has changed in the past decade has been the techno-

logical scope of neonatal medicine, not its ethical basis. A
generation ago when paediatricians were faced with newborn
infants with severe congenital defects they did their best with
the treatments available; and most of the infants died. No
ethical dilemma was presented and no ethical choice had to be
made.
Now paediatricians (mostly the same ones) look at infants

with similar defects; and if they give every possible treatment
most of the babies will survive, at least for a while. Virtually
every liveborn infant weighing over 2000 g can now be kept
alive.

The effect, to quote Richard A McCormick,4 a distinguished
American Catholic moral theologian, is that the problem has
been shifted to the quality of the life sustained: "Granted that
we can easily save the life, what kind of life are we saving ?
This is a quality-of-life judgment. And we fear it. And certainly
we should. But with increased power goes increased responsi-
bility." McCormick sees life as a relative, not an absolute,
good, and argues that life is a value to be preserved only in so
far as it contains some potentiality for human relationships.
When in human judgment that potentiality would be totally
subordinated to the mere effort of survival then the with-
holding of treatment would be justifiable.

If there are certain infants whom we agree should be allowed
to die, says McCormick, then there is a line to be drawn. The
best-known example of efforts made by clinicians to draw
such a line is in infants born with meningomyelocele. Professor
John Lorber's most recent assessment5 of the outcome when
selection is practised makes several important points. The
infants from whom active treatment was withheld were given
feeds on demand but they were not tube fed or given anti-
biotics. More than 90% died within six months of birth. Such a
policy is not euthanasia, nor does it mean that babies that
would have survived in the past do not nowadays. Several
parents, says Professor Lorber, "agreed to treatment when the
fairly good prognosis and the probability of survival, even in
the absence of treatment, was explained." When treatment was
withheld parents were dissuaded from taking their babies
home. In these circumstances many parents continue to visit
their babies; a decision to withhold treatment does not imply
that the parent has rejected the child or stopped loving him.

Indeed, in virtually every case of selection for non-treatment
the parents and other relatives, the nurses, the doctors, and all
concerned will be distressed both when the decision is made
and during the weeks and months when treatment is not given
for infections and other complications. And since the line
must be drawn with a wide tolerance for error, many children
given treatment will survive with severe handicaps.

Better solutions must be possible-and they are on the hori-
zon. High-resolution diagnostic ultrasound (at present
available only in a small minority of obstetric units) can detect
all but a few infants with spina bifida and other major defects.6
Inborn defects such as thalassaemia can be detected by analysis
of the DNA of samples of chorionic villi taken early in the first
trimester.7 Further technological advances should enable
obstetricians to diagnose many more fetal abnormalities early
enough for the pregnancy to be terminated at eight to 12
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weeks. Specific interventions at and around conception8 might
reduce the frequency of others.
Yet while the numbers of infants being born with severe

handicaps may be reduced, such births will continue to occur,
and difficult ethical decisions will still have to be made. Doctors
need not be ashamed of making them. The best defence to any
criticism is that the decision to withhold treatment and let an
infant die should be made openly. In such cases we believe
that a paediatrician should get the agreement of a colleague to
his assessment.9 Next, and equally important, when the baby
dies the death and the circumstances leading up to it should be
discussed at the next clinical meeting of the division of paedia-
trics (or at the joint obstetric/paediatric meeting if that is the
local alternative). By putting the deaths on record the treatment
policy will be seen to be considered, consistent, and
compassionate.
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Medical aspects of
unemployment
Satisfying work is generally agreed to be necessary for health
and wellbeing. Regular work provides the opportunity for
channelling creative drives and promoting self-esteem and
gives pride in achievement. Yet the possible effect of un-
employment on health has been ignored to a remarkable
extent by various authorities throughout the years. Evidence
linking unemployment with psychiatric and physical morbidity
has, in fact, gradually become available since the 1930s.

Eisenberg and Lazarsfeld1 described the psychological re-
sponse to the event of unemployment in three phases. The first
response is one of shock and denial, followed by feelings of
optimism and a long-deserved holiday-and such feelings will
be enhanced if there is a substantial redundancy payment.
The second phase is characterised by increasing distress,

as the man or woman comes to realise the harshness and
seriousness of the problem, particularly after vigorous efforts
to find work have been unsuccessful.

In the third phase the ex-worker has become resigned and
dispirited and develops the "unemployed identity." He no
longer looks for jobs in a regular manner but in a haphazard
and casual way without any real hope of success. He has
feelings of inferiority and submissiveness and of hopelessness
about his ability to provide for his dependants.

Tensions, family quarrels, irritability, and depression are
common, particularly in the second phase. Not everyone will
go through all these phases. The degree of reaction will be
influenced by the amount of satisfaction associated with the
lost work and the significance of the loss of status and prestige.

The cumulative effects of other stresses occurring during
unemployment and the extent to which the loss of employment
was seen as unjust or selective will also contribute to distress.
One of the few prospective longitudinal studies of the

effects on health of unemployment was reported by Kasl and
colleagues in 1975.2 They found that physiological changes,
including increase in blood pressure and the serum concentra-
tions of cholesterol and urate, correlated with increased
depression, irritability, and loss of self-esteem. These changes
began during the time that redundancy was expected and the
abnormalities disappeared only on or a few months after
re-employment.

Harvey Brenner3 4 has produced evidence from a time-series
analysis that an association exists between mortality and
morbidity rates and economic indices, including real income,
unemployment, economic growth rates, and inflation, with a
lag period of one to three years. He included suicide and
homicide rates and admissions to psychiatric hospitals in his
health indices in addition to mortality rates. Brenner's methods
and conclusions for England and Wales4 have recently been
criticised in detail by Gravelle and colleagues,5 who are
exploring the possibility of assessing effects of unemployment
on mortality, using more specific models and different statistical
techniques.

Other recent studies on the effects of unemployment on
psychiatric morbidity have been carried out by Fagin6 and
Cochrane and Stopes-Roe.7 Fagin's pilot study of 22 families
showed that their health deteriorated after unemployment,
and that this deterioration was not confined to the ex-worker
but also occurred in wives and children. The morbidity took
the form of moderate or severe depression and the exacerbation
of illnesses such as asthma, psoriasis, and gastrointestinal
disorders. He also found that disabled people who had
succeeded well throughout their working lives suffered an
appreciable increase in distress and incapacity associated with
their disability during unemployment. Children's school
performance declined and their behaviour became disturbed.
Marital relationships were often affected, and some of the
families separated permanently after unemployment. In many
of the instances the general practitioner was not aware of the
breadwinner's unemployment.

Cochrane and Stopes-Roe7 studied relations between mental
health in women and marital state and employment. They
found that women who worked outside the home had fewer
psychological symptoms than those who were not in paid
employment. This particularly applied to depression.

All these studies, then, confirm that work is conducive to
mental and physical health and that unemployment may
increase the risk of morbidity and mortality. Loss of work is
indeed a major life event which requires adaptation and is
inherently stressful. Holmes and Rahe8 quantified life events
by their social readjustment scale according to their power as
stresses. In prospective studies they showed that there was a
critical level of the number of life events experienced over a
year that put that person at great risk of illness. Life changes
have cumulative effects and may tax an individual's adaptive
ability to the maximum. Holmes and Rahe8 found that losing
one's employment, changing to a different type of work, and
retirement all ranked high on their scale of life changes. If
additional stresses occurred, such as death or illness of a
member of the family or marital separation, the additive
effect was likely to lead to illness.
The evidence is sufficiently strong to warrant an intensive

full-scale prospective longitudinal study on random and
representative samples of the unemployed population, with a
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