








Undergirding all the writings of the Kiibler-Ross group is an assumption

that we ought to interpret death’s meaning autonomously. Therefore moral

concerns tend to become matters of personal preference, aesthetic taste,

or subjective feeling.

sonally satisfying and “appropriate” death and be helped to do
$0. Thus Kiibler-Ross wraps up her overview of the five
stages by affirming that “if we can accept our patients
the way they are with denial, anger, bargaining, depres-
sion, they will. . .reach a stage of acceptance enabling
them to die in peace and dignity” (1970:169). The first
four stages contain negative emotions which can be
destructive if they are not forsaken in order to reach the
final stage.’ “Genuine” acceptance entails a passive
withdrawal and a peace-filled turning inward, com-
parable to the “primary narcissism” of early infancy in
which the self experiences itself “as being all.” A per-
son’s “circle of interest diminishes”; he or she wishes to
be silent, solitary, sleeping, or “at least not stirred by the
news and problems of the outside world” (1969:113,
119-20). Nothing should be asked of the dying; all
should be given.

Acceptance is not to be the goal only of the immi-
nently dying. It is something we should “teach our
children even before they go to school.” If we did so, we
would teach people to “live a different quality of life
with different values, [to] enjoy today and not worry too
much about tomorrow” (Kiibler-Ross 1981:48, emphasis
added). We should all learn an important lesson from
the dying: “we have only NOW—'so have it fully and
find what turns you on, because no one can do this for
you!” ” (Kiibler-Ross 1975:xxii).

Others in Kiibler-Ross’s circle point out her norma-
tive bias toward a five-stage progression to acceptance
yet fail to make a similar critique of their own work.

Their criticism implies that they have a better idea of
how persons should die. Kastenbaum, Shneidman, ang
Weisman contend that the universal application of
Kubler-Ross’s stages ignores individuality; they there-
fore become even more individualistic. Weisman, for in-
stance, argues that instead of a stage theory we should
proceed case by case. All resources for determining a
“good” death lie within each person: “We have only our
own reality. . .set into a mirror reflecting how life-styles
might become death-styles. We have our own life to live
and our own death to die. ... We cannot trust estab-
lished authorities” (1977:110-11). Although he hopes to
differ from Kubler-Ross here, he simply builds upon her
belief that each of us has the capacity to make of our
own death what we will and the ability to choose death
as a moment of final growth or rebirth. Weisman takes
literally the epistemological position that individuals
totally create the world in which they live and die. Thus
an “appropriate death” is one in which we “confront our
own mortality as if we had created it,” one that “we
might choose, had we a choice” (1977:119).

Since a good death can be only what is personally
suitable and internally desirable, what is suitable for
one person may not be for another. “What might seem
appropriate from the outside, might be utterly mean-
ingless to the dying person himself. Conversely, deaths
that seem unacceptable to an outsider, might be desir-
able from the inner viewpoint of the patient™ (Weisman
1972:37). In the end, Weisman concludes, “the final
judge is the patient—whether it feels right to die at that
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~ Undergirding all the writings of the Kubler-Ross
group is an assumption that we ought to interpret
death’s meaning autonomously. Individuals must de-
ﬁde according to individual conscience. Therefore
noral concerns tend to become matters of personal
reference, aesthetic taste, or subjective feeling. Note,
example, how Abraham Maslow defines a good
ath: “The right moment for a good ending [is] a
phenomenological sense of good completion. . .entirely
rsonal and internal and just a matter of feeling
eased with myself, self-respecting, self-loving, self-
miring” (1970:16). The implicit ethic operating here
sembles the ethic articulated by moral philosopher
avid Norton: the “internal reward that consummates”
life is the concluding recognition that “I lived the life
which was my own” (1976:190).
According to this line of thought, individual desires
and feelings dictate needs, and needs will ultimately
ctate rights and moral obligations. After weighing
ne’s feelings, needs, and wants, the right course of ac-
lion is that which comes closest to satisfying all one’s
teeds in the situation. These premises lead to what
tthicist Kenneth Vaux labels an “autonomy ethics,” in
which all good revolves “around one’s own needs and
vants” and the primary concern is “self-assertion and
idvocacy of rights” (1984:107). This ethic makes per-
onal happiness, defined as gratifying individual de-
es to maximize self-realization, synonymous with vir-
ue. Any sense of the larger public is reduced to the
lurality of individual consciences making decisions in

Flume Nine

|

|
k

private contexts based on personal desires. “Public”
means the sum of private consciences. Authentic public
debate becomes relatively unnecessary and even in-
trusive to the emotional process of each individual.

Presupposing the vision of the culture of care, Lif-
ton and Erikson offer an alternative to psychologies that
envision connection and relationship as a means to the
further end of autonomous individuality and fulfill-
ment. The humanistic psychologies of the culture of joy
often consider dependence upon and even sacrifice for
others a fraudulent escape from the authenticity of
“creating one’s own death”; they identify authentic self-
hood as the separation of self from the influence of the
social order. In sharp contrast, the motif in the thought
of Erikson and Lifton is reciprocity between self and
other, between individual maturation and growth of the
wider community.

In terms of moral philosophy Erikson and Lifton
represent variations on the theme of utilitarianism. In
this ethic “the ultimate end is the greatest general
good”; an action is right and obligatory if “conducive to
at least as great a balance of good over evil in the uni-
verse as a whole as any alternative would be” (Frankena
1973:15-16). Like those in the train of Kubler-Ross,
Erikson and Lifton assume the position that one ought
to act so as to advance certain goods. Erikson and Lifton
part from them, however, over the question of whose
good one ought to promote. For them the ultimate end,
even in approaching one’s own death, is the greatest
general good. The best integration of death into life is

3



Psychology, though narrowly conceived, becomes a broad enterprise

that shapes culture and projects an ideology based upon its own

metaphors, models, and norms.

guided by the “grand-generative” function of mutual
care and “meaningful interplay” between the cycle of
generations (Erikson 1982:63). According to Lifton we
can only transcend the unalterable brokenness of death
through commitment to our “biological fellows” as well
as to our common “history, past and future” (1976:
31-34).

These observations do not deny other important
ethical assumptions that operate in much of the discus-
sion led by Kiibler-Ross. It has undoubtedly promoted a
serious concern for obligations and duties to the sick
and dying, an awareness of the need for honesty, and
an intensive caring for human welfare. In addition,
Kibler-Ross raised awareness about the importance of
telling the truth in patient-physician relationships. In-
deed, a genuine person-oriented quality characterizes
much of the discussion. Weisman states, “If cure is im-
possible, then care and safe conduct ensure a dignified
exitus. It is our mutual obligation” (1974:190). Similarly
Kubler-Ross asserts, “The primary physician does not
desert the patient. This simply means that we still care
for him as a human being, when a patient’s condition
cannot gratify the physician’s need to cure, to treat, to
prolong life” (1981:25).

However, in critical ways these moral considerations
remain secondary. They are seldom self-consciously ar-
ticulated as such or cohesively integrated into a larger
philosophy of life. But more important, not only do the
foundational justifications behind these statements
move in an entirely different direction, so do the con-
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trolling moral objectives and practical outcomes or con-
sequences. The obligation to care remains secon dary to
the premise of individual satisfaction or fulfillment.
Care is not a duty or a virtue in and of itself, as theo-
logical ethicist Paul Ramsey would contend, nor ought
we care because of love of a greater good, as Augustine
and many Roman Catholic theologians maintain. Rather
we ought to care in order to enable individual patients in and
of themselves to develop personal potential and achicve inner
peace. We care because this will nurture the seed within
each individual and allow it to grow to its full potential,
If we care enough to foster proper acceptance, death
becomes a means to enhanced emotional growth.

Given these observations, Erikson and Lifton offer
a more adequate approach than do the Kiibler-Ross cir-
cle. Granted, in meeting our end, personal realization
has a crucial place. This premise has special merit in a
society in which many lack a stable sense of self-esteem
that can weather the threat of life’s limits. Indeed one
critic of Kuibler-Ross, George Kuykendall, observes that
part of the appeal of the death and dying movement lies
in its very responsiveness to the problems of a nar-
cissistic people who cannot face the threat of their own
dissolution (1981:46). The movement answers this need
by suggesting that individuals have the inner capacity to
eliminate such painful ambiguity and by giving permis-
sion for a healthy narcissism even before death, rather
than demanding further sacrifice of self.

This approach nonetheless raises serious questions:
Do individuals, if listened to reflectively, have the capac-
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to master death? Even if they do, is emoting in-
scriminately the most appropriate or adequate means
stery? More fundamentally, how should we define
understand mastery, or should we even apply this
in discussing attitudes toward death? In many
personal mastery is not the only nor the most ap-
opriate metaphor. Almost despite its best intentions,
s Kiibler-Ross discussion moves toward an isolation
the self. Because Kuibler-Ross views each patient as a
individual needing help to work out his or her own
rsonal death and because she sees acceptance as
ceful withdrawal, her approach “tends to isolate dy-
eople from others.” The goal becomes “emotional
sufficiency” rather than a renewal of covenantal
mitments (Kuykendall 1981:47). It may be true, as
stentialism impresses upon us, that everyone meets
ath alone, but we are not detached islands awaiting
‘end with no binding connection to others. We exist
relation to one another and sometimes for one an-
and not simply for ourselves. Death then has im-
t moral implications that extend beyond the im-
te self. The Kubler-Ross conversation tends to
ict moral meaning by limiting its reference point
individual.
ethic of personal realization falls far short of an
hic of care that recognizes the larger web of our rela-
onships to communities and societies. A problem
when personal realization becomes the primary
le basis for determining action and when connec-
between this ideal and other important ideals

(justice, for example) are not made. Several moral phi-
losophers even question whether ethical egoism as such
is an “ethical” stance, much less an adequate one. Be-
cause humans are already prone to look out for them-
selves, talk about moral duties must preclude consider-
ing one’s own good foremost (Frankena 1973:19-20,
54-55, 113). Ethics by definition must address the im-
pact of actions upon others.

Certainly Erikson and Lifton have failed, along with
Kubler-Ross and her circle, to consider the complex rela-
tionship between the implicit values of their psycholo-
gies as representatives of the culture of care and other
important ideals. They do not claim to think coherently
as philosophical ethicists, and we should not expect
such qualified reflection from them. Still, Erikson's and
Lifton’s psychological theories come closer to leaving
room for a more comprehensive ethical position. They
acknowledge that in some measure a good and right
death requires responsiveness and relatedness in gen-
uine human community. Satisfaction of need is a basic
component of the culture of care, but when defined in a
larger context the concept of human need assumes new
meanings. Individual desires must be understood in
light of maintaining a mutuality of met needs and a con-
tinuity with past and future generations.
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The Scene of Modern Medicine

The contrast in psychological and developmental un-
derstandings of the person can and should have signifi-
cant implications for how we understand the medical
context and some of the specific ethical issues that arise
therein. Not only do Erikson and Lifton recapture cer-
tain moral and religious meanings of death and surpass
the discussion in comprehensiveness and depth, they
suggest new paradigms for sorting out the complicated
choices surrounding illness, dying, and death. Al-
though neither of these scholars intended their psychol-
ogies to be used to resolve medical dilemmas, they can
teach us about the nature of human decision making.
They remind us that in our “age of psychic numbing”
death entails individual and collective responsibility for
destiny. This ideal has crucial implications for the
modern medical state.

The ethical and psychological assumptions of the
Kubler-Ross discussion operate often, though subtly, in
contemporary medical decision making. An emphasis
on meeting all desires of patients characterizes Ameri-
can health care generally, and certainly this has had
many sources. But the basic tenets of the death and dy-
ing movement, their appeal, and their promotion in
hospitals, clinics, and homes certainly encouraged the
triumph of this ideal. The movement demanded that
chaplain and doctor alike begin to respond to a patient’s
feelings rather than inflict their own. Psychiatrists were
called in as the newly recognized professional experts

who could determine and mediate the needs and de-
sires of dying patients. Chaplains were more prone to
imitate techniques from the social sciences than to draw
on less esteemed religious resources. In varying ways,
all this contributed to a tendency in the emerging field
of medical ethics to reduce all important moral prin-
ciples to an emphasis on the principles of patient
autonomy and unrestricted rights to “one’s own death””
Only recently have some begun to question the ade-
quacy of this focus on personal rights and suggest its ap-
propriate relationship to other important moral con-
siderations like responsibility and commitments to
broader communities of concern.

Unfortunately, the Kiibler-Ross discussion stops
short with asking whether a particular act diminishes
personal anxiety and promises individual serenity.
Although helpful in particular instances, this guiding
principle cannot serve in complex situations, such as
deciding whether to provide the maximum artificial
feeding to patients with rapidly degenerative intestinal
cancer. What do we do when a patient desires it to calm
his or her fears of dying or to allow time to “accept”
death but when the treatment is not always physically
helpful, when it is often very expensive, when funds
and availability are limited, or when treating that pa-
tient means not treating several others in dire need?

Lifton responds with a different focus to what he
calls “psychological dislocation” or “psychic numbing”
in hospitals and clinics. He encourages a general re-
newal of symbols for life continuity, for immortality. In

R

46

Second Opinion



place of past images of heaven or judgment which no
ger illuminate (including some in the death and dy-
ag movement such as peaceful acceptance) and in light
f future images of nuclear holocaust which desensitize
and destroy the capacity to create symbols, he suggests
we need new ways to conceive death’s meaning.
ertheless, his idea of modes of immortality is laced
problems. Besides the human tendency always to
t more and to Just after infinity, there are practical
roblems when the modes are offered as a solution to
the dying person or to people in general. How, for ex-
ample, can we recommend the mode of biological re-
yroduction in a world plagued by overpopulation and
s related dilemmas? Or, for that matter, how do we
scommend this mode of immortality and continuity to
a twenty-seven-year-old who has been diagnosed with
er of the colon but is childless? Erikson’s greater
ern for care and generativity than for survival and
ortality provides more discretion in dealing with
complex issues. The quest for immortality through
tific endeavors and medical achievements can be
dily perverted into an end in itself, breeding insen-
itivity to other goods of human relationship and life.
iously, the reassurance that one’s self is “immortal”
hrough various modes of immortality and that one’s
fe survives past one’s death does not justify certain ac-
ons and can become dangerous in itself when it means
disregard for one’s neighbors.

Nonetheless, both Lifton and Erikson bring more
dequate ethical assumptions to the complicated

choices surrounding death and medicine than members
of the Kiibler-Ross discussion. Lifton recognizes the
dangers of a moral decision-making process that is
guided by “personal salvation” or by “technical-
scientific transcendence” (1979:376). In a nuclear age, he’
maintains, we need rather to assume responsibility for
wider networks of relationships that connect us to one
another.

Erikson likewise coaches us to win the game of
technological progress not through a quest for personal
glory but through teamwork. When he addresses a
graduating class of medical students, he does not shy
away from the ethical complexities of the hospital world
that they are about to enter. He emphasizes that “every
technique has to be reconsidered from the point of a
joint social responsibility” for humanity’s physical and
mental health (1972:32). Wisdom, he holds, will always
remain a valid term for the appropriate response to
death and its problems, regardless of changes that have
occurred or are still to come. Beyond this, medical ad-
vance calls for new rituals that will affirm a continuous
interplay between those beginning life and those end-
ing it. We need new ways of insuring “some finite sense
of summary and, possibly, a more active anticipation of
dying!” Above all, Erikson cautions against any illusory
“one-way street to never ending progress” (1964:132).
Rather we must renew our commitments to care for
what we have already generated. In his words, we need
a new standard that acknowledges the “responsibility of
each individual for the potentialities of all generations
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Beyond eliciting and fulfilling individual needs, however, each scholar in the

death and dying movement promotes a similar goal: Each individual ought to

achieve for herself or himself a more personally satistying and “appropriate”

death and be helped to do so.

and of all generations for each individual and this in a
more informed manner than has been possible in past
systems of ethics” (1964:157).

Erikson’s analysis reveals the importance of attend-
ing to the implicit moral assumptions and ramifications
of the psychological theories that guide our thinking,
not just in the area of medical ethics but generally.
Given the erosion of many traditional moral and reli-
gious resources for understanding death and the signifi-
cant transformations in our views through the work of
social science in recent years, the ability to weigh the
pros and cons of various psychologies becomes espe-
cially critical. Not only do psychologies of death offer
limited, controllable findings; they recommend. They
not only validate facts and observations but formulate
quasi-religious and moral orientations to existence and
nonexistence.

Those who use psychology as a tool for under-
standing death can find other options besides Freud’s

prudent acquiescence to fate. Moreover, to understand
death psychologically does not necessitate an ethica]
egoist position; other positions are available. But it ig
important to distinguish the psychological from the
ethical: these two kinds of statements, language, and
understanding need to be more carefully identified and
less freely confused. This has special import in certain
“psychological” considerations of death which advance
definite moral obligations and values with little or no
consciousness. Despite minor differences, the members
of the Kubler-Ross discussion share the moral assump-
tions of the culture of joy. In many ways the culture of
care advocates the evolution of ethical alternatives bet-
ter suited to the complexities of our modern world.
Through discernment of the differences between the
two cultures, we will find ourselves better prepared to
face the troubling questions about life’s meaning and
death’s place.©

NOTES

1. Although I look primarily at predominant ethical frameworks, I am also interested in how religious or quasi-religious
language and orienting metaphors influence everyday understandings of moral obligations. By no means do I intend
to collapse the moral and religious spheres or maintain that moral thinking depends upon religion; moral thinking
can and does stand on its own. Yet beliefs, faith, and overarching metaphors play a significant role in informing, shap-
ing, and motivating moral postures. Theological ethicists in both Protestant and Roman Catholic traditions (for exam-
ple, James M. Gustafson and Richard McCormick, respectively) have expressed similar opinions.

2. According to Kiibler-Ross, denial is “usually a temporary defense and will soon be replaced by partial acceptance”;
relief of anger in the next stage is important primarily because it helps move a person “toward better acceptance of the
final hours”; and depression is “necessary and beneficial if the patient is to die in a stage of acceptance and peace”

(1969:40, 54, 88).
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