
 
 
 
 
 
 
 
 
 
 

ETHICAL, LEGAL, AND SOCIAL ASPECTS 
 

OF MEDICAL CARE 
 
 
 
 

1999 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

ETHICAL, LEGAL. AND SOCIAL ASPECTS OF MEDICAL CARE 
 

1999 SCHEDULE 
 
 
 

August  24, 1999 
 

Session I: INTRODUCTION/INFANTS 
 
 1300-1340  Edmund G. Howe, M.D., JD. 
 
 1340-1400  FILM: Dreams and Dilemmas  
 
 1400-1420  Virginia F. Randall, M.D., M.P.H  
    Janice L. Hanson, Ph.D. 
 

1430-1550  Discussion Groups  
 
August  31, 1999 
 

Session II:  RESEARCH  
 
 1300-1315  Human Research: Edmund G. Howe, M.D., J.D. 
 

1315-1320  Videotape: “Balancing Society’s Mandates” 
 
 1320-1420  “Frankenstein,” Jon Spelman  
 
 1430-1550  Discussion Groups 
 
 
ALL DISCUSSION. GROUPS WILL BE HELD IN THE USUHS CAFETERIA, BUILDING B, FIRST 
FLOOR. 
 
ATTENDANCE IS MANDATORY AT PLENARY DISCUSSION AND DISCUSSION GROUPS. 
 
LECTURES AND PLENARY DISCUSSIONS WILL BE HELD IN LECTURE ROOM D, BUILDING C. 
 
 
 
 
 
 
 
 
 



 
September 7, 1999   
 

Session III:  MILITARY MEDICINE  
 
 1300-1420  Edmund G. Howe, M.D., J.D. 

Dermot Cotter, M.D. 
Gordon Livingston, M.D. 
Robert A. Leitch, COL, MBE 
Ed Miles, CPT, USA (Ret.) 
Craig H. Liewellyn, COL, MC, USA (Ret) 

 
1430-1550  Discussion Groups 

 
September 14, 1999 
 

Session IV:  WITHHOLDING LIFE-PROLONGING INTERVENTIONS  
 
 1300-1420  Joanne Lynn, M.D. 
 
 1430-1550  Discussion Groups  
 
September 21, 1999 
 
 Session V:  THE STUDENT/PATIENT RELATIONSHIP  
 
 1400-1450  Introduction - Edmund Pellegrino, M.D. 
 
    FILM: “Spinal Tap” 
 
 1500- 1550   Discussion Groups 
 
September 28, 1999   
 

Session VI:  ALLOCATION OF LIMITED RESOURCES 
 

1400-1450  Robert M. Veatch, Ph.D. 
 

1500-1550  Discussion Groups  
 
 
ALL DISCUSSION GROUPS WILL BE HELD IN THE USUIHS CAFETERIA, BUILDING B, FIRST 
FLOOR. 
 
ATTENDANCE IS MANDATORY AT PLENARY DISCUSSION AND DISCUSSION GROUPS. 
 
LECTURES AND PLENARY DISCUSSIONS WILL BE HELD IN LECTURE ROOM D, BUILDING C. 
 
 
 
 



October 5, 1999 
 

Session VII:  GENETIC SCREENING & COUNSELING  
 
 1400-1450  Robert Murray, M.D. 
 
 1500-1550  Discussion Groups  
 
October 12, 1999 
 

Session VIII:  REPRODUCTION  
 

1400-1450  Ezio E. Borchini, Esq. 
 

 1500-1550  Discussion Groups  
 
October 19, 1999 
 

Session IX:  THE HOLOCAUST  
 
 
 1420-1450  Patricia Heberer  
 
 1500-1550  Discussion Groups  
 
 
 
 
 
ALL DISCUSSION GROUPS WILL BE HELD IN THE USUHS CAFETERIA, BUILDING B, FIRST 
FLOOR. 
 
ATTENDANCE IS MANDATORY AT PLENARY DISCUSSION AND DISCUSSION GROUPS. 
 
LECTURES AND PLENARY DISCUSSIONS WILL BE HELD IN LECTURE ROOM D, BUILDING C. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

“Free thought means thinking freely - - 
as freely, at least, as is possible for 

 a human being. The person who is free in 
 any respect is free from something; what 

 is the free thinker free from? To be worthy 
 of the name, he must be free of two things: 

the force of tradition, and the tyranny of 
 his own passions. No one is completely free 
 from either, but in the measure of a man’s 

emancipation he deserves to be called a free thinker.” 
 

“What makes a free thinker is not his 
 beliefs, but the way in which he holds 

 them. If he holds them because his elders 
 told him they were true when he was young, 

 or if he holds them because if he did not 
 he would be unhappy, his thought is not free: 

but if he holds them because, after careful 
 thought, he finds a balance of evidence in 
 their favor, then his thought is free, how- 

ever odd his conclusions may seem.” 
 

“He will not bow to the authority of others, 
 and he will not bow to his own desires, but 

 he will submit to evidence. Prove to him 
 that he is mistaken, and he will change his 

 opinion: supply him with a new fact, and he 
 will if necessary abandon even his most 

cherished theories.” 
 

He needs, towards his fellow men, independence; 
 towards his own prejudices, a difficult self- 

discipline; and towards the world that he wishes 
 to understand a clear untroubled outlook which 

endeavors to see without distortion.” 
 

From ‘Understanding History” 
by 

Bertrand Russell 
 
 
 
 



 
ETHICAL, LEGAL, AND SOCIAL ASPECTS OF MEDICAL CARE 

Introduction to the Course 
 
 
 The study of bioethics is important for many reasons. Ethical decisionmaking always 
has played a significant role in the physician-patient relationship. In addition, recent advances in 
technology have resulted in prolonging patients’ deaths as well as their lives; thus, there are new 
challenges in deciding when to perform life-prolonging interventions. The continued change in 
demographics also is significant. Several factors, such as the increasing number of elderly 
persons and the burgeoning population of patients with HIV infection have contributed to the 
spiraling costs of medical care. Consequently, there are unprecedented issues regarding cost 
containment. 
 
 These and other developments have resulted in re-ordering the predominant values over 
the past several decades. From the time of the Hippocratic oath, the principal model for medical 
practice has been based on paternalism. According to this model, physicians make those 
decisions they think must further patients’ best interests. 
 
 In the twentieth century, physicians, lawyers, and philosophers challenged paternalism 
with an alternative model which gives greater priority to patient autonomy. This challenge was 
spurred principally by legal developments which affirmed the right of patients to informed 
consent as opposed to merely the right to consent. Physicians then began to alter their practice 
and based their treatments on what patients, as opposed to they, themselves, considered patients’ 
best interests. 
 
 This change was particulary desirable because advances in technology often offered 
patients two or more fundamentally different treatments for the same disease. In such instances, 
physicians’ and patients’ preferences can significantly differ. Studies of surgeons’ vs. patients’ 
preferences in regard to treatments for lung and laryngeal cancer illustrate, for example, that 
patients, relative to physicians, prefer radiation over surgery. Although patients would have a 
shorter statistical survival rate with radiation, this avoids the morbidity and possible mortality 
associated with surgery. With laryngeal surgery, it also avoids the risk of their losing their 
capacity to speak during the remainder of their lives. 
 
 The change from paternalism to a autonomy is reflected most clearly in physicians’ 
practices in regard to truth telling. In the early l960s only a small percentage of physicians told 
patients the truth when patients had cancer. A few decades later, this percentage was reversed. 
 

With the new importance of cost containment, the emphasis on autonomy itself began to 
shift. In the early l980s the system of diagnosis related groups was adopted in which hospitals 
receiving federal funds received fixed amounts based on the illness for which a patient was 
treated. 
 
 One major change in clinical practice brought about by the need for cost containment is 
gatekeeping — Physicians having to decide who gets access to limited resources. A core 
question related to gatekeeping is whether physicians who must consider limited resources when 



deciding how to treat a patient should inform patients that they are considering these additional 
factors. 
 
 In the view of many, including me, physicians should attempt to avoid compromising 
their primary allegiance to patients’ interests whenever possible. They can often accomplish this 
by delegating decisions regarding who should receive limited resources to someone outside the 
treatment relationship. 
 
 In this course you will consider difficult ethical dilemmas. Some of you may believe that 
your ethical views are the only right ones. Someone in this course will challenge your views and 
suggest that they are not as well thought out as you believe and, perhaps, even that you may be in 
danger of mistreating patients by imposing your moral beliefs. You then may feel offended and 
defensive. 
 
 In a previous year when the topic of abortion arose, two students came to talk to me after 
class. One student opposed abortion. He was enraged at classmates who favored abortion. He 
felt that they should not have been admitted to USTJHS. Shortly, thereafter, a second student 
came in. She believed in abortion and was enraged at fellow students who were against it. She 
thought that they were out of touch with human needs and should not have been admitted to 
USUHS. 
 
 I am addressing this because your emotional responses to the issues discussed in this 
course may interfere with your ability to analyze issues rationally. It is important to me that this 
be minimized. Few ethical viewpoints are so sacrosanct that they are not open to disagreement. 
If you feel troubled by what I, a lecturer, discussion facilitator, or other student has said, please 
come to talk about it with me at room Al 040A, which is at the most northwest corner (literally) 
of Building A or call me at (295-3097). 
 
 If you do not subject moral views to rational scrutiny, you risk making moral decisions 
not by reasoning but by emotion. The primary purpose of bioethical analysis, in my view, is to 
provide a means of resolving moral disputes by logic rather than emotion. 
 
 Some of you may hope that this course will enable you to come out with the “right” 
decisions when ethical dilemmas arise. This will not be the case, but if you learn how to analyze 
ethical issues, you will have an important skill for clinical practice. You, I, and others may still 
though come out with different answers. 
 

GRADING 
 
 The course will be graded, A, B, C, D or F. D or above is a passing grade. The course 
grade will consist of a multiple choice exam held in December and a 3 - 5 page essay due the last 
day of the course. Each will count 50% towards the final grade. All students must also complete 
sometime during the course a computer learning exercise in bioethics which is in the library. 
This can be done alone or with others and is not graded. The “answers” on this computer are not 
the “right” ones. The computer exercise is intended to exercise ethical reasoning. I hope you 
 
 



 
will rant and rave and accuse me of being absurd! 
 

MULTIPLE CHOICE EXAM 
 
 Questions on the multiple choice exam will be taken from the lectures, handouts, and 
required reading. Whether multiple choice exams are a valid test of medical ethics is 
controversial. I believe that they test only one skill and that they may have no relationship to 
such questions as whether physicians conscientiously care for their patients, have moral integrity, 
and so on. Nonetheless, I think that they are useful in this course because they provide you some 
means of assessing the degree to which you have learned the basic concepts it is trying to 
convey. The questions each year are similar to those of previous years, and past exams are on 
reserve in library. 
 Ethics questions are also asked on the boards. On the next page I have provided two 
questions similar to those given on the boards and in this course. 
 
 

ESSAY 
 
 Choose a topic related to bioethics which interests you, whether or not it is dealt with 
directly in this course. If your desired topic is only distantly related to the course materials, 
please check with me prior to writing it. 
 
 Your paper can take whatever format you would like. It can be a case analysis, essay, 
dialogue, or play. Whatever you choose, be sure you present fully the strengths and weaknesses 
of both sides of the issue you consider, a conclusion, and your reasoning behind it. 
 
 If some of you wish to analyze a specific case, after this introduction I have provided a 
structure which you might wish to follow. During the first session of the course, I will present an 
overview of this and other competing frameworks for ethical analysis. We will then have a 
plenary discussion in which we will apply this framework together in the analysis of several 
cases. 
 
 I will grade the essays and other faculty will provide additional critical comments. 
Essays will be graded on the following criteria: recognition of relevant factors affecting the case 
or issue; ability to identify values which bear upon the case or issue; ability to differentiate an 
ethical from a legal argument; ability to differentiate deontological from utilitarian arguments 
and to identify the relative strengths and weaknesses of each; the willingness to argue for a 
decision; and the strength of reasoning in arriving at a decision. 
 
 The overall objectives for this course are as follows in order of priority. 
 
 l).To becoming more aware of your own value biases so that they do not interfere with your 
judgments. 
 2).To identify ethical issues when they arise so that you can respond to them 
appropriately. 
 



 3).To gain skill in analyzing ethical issues. 
 
 I look forward to discussing with you your thoughts, feelings and responses throughout 
the course and, I might add, throughout your clinical years and career. The military facilitates 
the discussions we will begin now going on long after your training. I hope to hear from you! 
 

SAMPLE MULTIPLE CHOICE EXAM OIJESTIONS 
 
Choose the Best Answer 
 

1. Patients may experience exceptional vulnerability in the patient/physician 
relationship. This vulnerability may be reflected in 

 
A. Use of the term “doctor’s orders” 
B. Patients’ tendency to overcomply with physicians’ requests 
C. Patients’ reluctance to request second opinions out of fear that their 
     physicians will be will be offended 
D. All of the above 

 
2. After a patient’s baby had died, her physician requests an autopsy. She grants 

permission but the next morning asks how the baby is doing. This unfortunate 
occurrence may have resulted from 

 
A. The mother not understanding the meaning of the word “autopsy” 
B. The physician using some euphemism for death such as that the baby 
     “passed on” and the mother misunderstanding 
C. Both of the above 
D. Neither of the above 

 
 The answers are: 1 (d), 2 (c). The first question is intended to determine whether you 
appreciate how it is that patients might respond in a less than totally assertive manner due to their 
vulnerability. The second question is intended to determine whether you can recognize the 
possible consequences when physicians use medical language or a euphemism when they speak 
and do not ask patients what they have understood them to have said. 
 
FIVE-STEP STRUCTURE FOR ANALYZING CASES AND SPEC IFIC ETHICAL 
DILEMMAS 
 
1. State the major ISSUE of the case in terms of two opposing alternatives. 
 
2. List the two or three (or more) most significant CONSEQUENCES that you believe would 
result from one or both alternatives. 
 
3. State the two or three most significant VALUES that you believe would be furthered by 
 EACH ALTERNATIVE. 
 



4. DECIDE THE CASE. GIVE YOUR REASONS.  
 
5. Give a RULE which applies to this case and can be applied to others. 
 
DISCUSSION OF THESE STEPS 
 
 You must be imaginative when inferring possible CONSEQUENCES. Consider this 
example. Suppose that a woman is forty years old and wishes to find out if the fetus she is 
carrying has Down’s syndrome. She undergoes amniocentesis and it is discovered that the fetus 
she is carrying does not have Down’s syndrome, but has XYY chromosomal abnormality. 
Suppose the question is “should physicians tell the woman that her fetus has XYY chromosomes 
or should they merely tell her that her fetus does not have Down’s syndrome and keep the 
information about XYY to themselves? One possible consequence if the woman is told that her 
fetus has XYY abnormality is that she may treat her son as if he is abnormal; by treating him this 
way, he may develop abnormal behavior as a self-fulfilling prophecy. An alternative 
consequence is that by telling the mother she might seek psychiatric consultation for her son if he 
begins to show abnormal behavior such as excessive aggressiveness. That could be beneficial. 
 
 Some consequences are “uncertain” For example, in the case above, it may be uncertain 
whether an individual with XYY abnormality will show increased aggressiveness. This, of 
course, makes the question of whether to tell her even more problematic. 
 
 After you have stated the important consequences in the case, then delineate important 
VALUES. In the XYY case, for example, one might wish to not tell the mother because not 
telling her might save her child from the mother’s behaving abnormally towards her child. The 
value here would be benefiting the child by avoiding harm to him. This is a utilitarian or 
consequentialist value called non-maleficence or avoiding harm.  
 
 A value in favor of telling the mother is that giving her information about her child 
respects her as a person, regardless of the consequences. This is a deontological value, having to 
do with respecting a person’s dignity, and in this case, the mother’s autonomy, regardless of the 
consequences. Note that it can be argued that respecting her as a person by giving her this 
information might be harmful to her and her child. Thus, in this example, the consequential 
value of non-maleficence and the deontological value of respecting her autonomy may conflict. 
 
 The most important values are doing good (beneficence and not harming (non- 
maleficence) (consequential values), respecting persons’ dignity and autonomy, and treating 
people equally (justice or equity, also a deontological value). We will talk about these 
throughout the course. 
 
 DECIDE. The fourth thing is to decide each case. In clinical practice, there is no way to 
avoid making difficult ethical decisions. 
 

Having made your decision, I would then like you to give your reasoning. 
 
 



 Finally, formulate a rule which captures the priority you have implicitly established in 
deciding the case. Generally your rule should be stated in this grammatical form: “In cases in 
which a, b, and c are present, the physician should _____________________ . 
 
 Let me give a few examples of rules concerning the XYY case we have been considering. 
A rule which would justify telling the mother might state. “In cases in which a fetus has a 
genetic abnormality and this abnormality would have little negative effect, the mother should be 
told the truth even if she doesn’t ask for It.” Another rule which would go with the opposite 
conclusion, namely not telling the mother, could be: “When the probable benefit from telling a 
mother about a fetal defect is marginal and harm is likely, the mother should not be told the truth 
unless she asks for it.” 
 
 Some rules are better than others. Some rules are too narrow. For example, the rule “if a 
woman having amniocentesis to find out if her child has Down’s syndrome has a fetus who has 
XYY syndrome, she should be told the truth” is too narrow. It cannot be applied to other cases. 
A rule can also be too broad. An overly broad rule is cases. A rule can also be too broad. An 
overly broad rule is “the physician should always tell the truth” or “physicians should do no 
harm.” Since both rules are so vague, they are unlikely to be helpful. 
 
 The most common errors in the analyzes of cases are: 
 

1. Failure to state the issue. 
2. Missing important consequences. 
3. Missing important values and particularly values on both sides of an issue. 
4. Confusing consequences and values. 
5. Failing to decide. 
6. Rule too broad or too narrow. 
 

TWO EXAMPLES (ABBREVIATED) OF THE USE OF THE FIVE-STEP STRUCTURE 
IN ANALYZING A CASE 

 
Case 
 
 Mrs. Drake, a 40 year old woman in her fifth month of pregnancy has requested 
amniocentesis to determine if her fetus has Down’s syndrome. If so, she has indicated that she 
will choose to have an abortion. 
 
Amniocentesis has indicated that the fetus has XYY chromosome abnormality. Scientific data 
suggests that persons with XYY chromosomes may have reduced intelligence and/or increased 
aggressiveness, but these studies are inconclusive. 
 
 There was no prior agreement as to what you should tell her under these circumstances. 
 

Do you inform her of your finding concerning the XYY abnormality? Why or why not? 
 
 



First response 
 
1. Issue: Should physicians tell her that her fetus has XYY when she has not asked for this 

information? 
 
2. Consequences: If they tell her, telling her may give her needless worry; she may use this 

information to have an abortion. This would mean loss of fetal life; the child may be 
stigmatized; the mother may react to this information by raising her child in an abnormal 
manner (e.g. overly permissive or overly harsh) to attempt to offset the adverse effect of 
XYY; her son’s abnormality may then become a self-fulfilling prophecy. 

 
On the other hand, Mrs. Drake may choose to seek help for her child at early signs of 
overly aggressive behavior; this may help prevent development of antisocial behavior. 

 
3. Values: important values on the side of not telling her are: 1) doing no harm (not causing 

worry) 2) protecting life (no unnecessary abortion) 3) doing no harm (no unnecessary 
stigma) 4) avoiding harm (not creating a self-fulfilling prophecy). 

 
Values furthered by telling are: 1) telling the truth and 2) doing good (prevention of 
sociopathy). 

 
4. Decision: Tell her. The beneficial consequences of not telling her are improbable. Her 

worry, her deciding to abort, and her overreacting in bringing up her child could be offset 
by counseling. 

 
Telling the truth treats her with respect. It is a most important value, even when its 
consequences are negative. In this case, the consequences seem more likely to help than 
harm. 

 
5. Rule: In cases in which it is discovered that a pregnant woman’s fetus has genetic 

abnormalities, unless the negative consequences of the physician’s telling her the truth 
strongly outweigh the positive consequences, the physician should tell her. 

 
Second response 
 
1. Issue: should the physician give this patient uncertain information? 
 
2. Consequences: The effect of XYY chromosome is uncertain. Mrs. Drake may choose to 

have an abortion if she has this information, regardless of counseling. 
 
3. Values: The most important values here are Mrs. Drake’s right to be informed versus the 

fetus’ right to live. This is not, strictly speaking, a case of truth-telling because the 
physician is not being deceitful by withholding information which he has not been asked. 
(Do you agree with this assertion?) 

 
 



4. Decision: Not tell her. Preservation of life, even fetal life, should be of highest value 
unless there are overwhelming values which outweigh it. Since it is uncertain that her 
child will have any behavioral abnormality, the fetus’ life should not be taken on the 
basis of a mere possibility of behavioral abnormality. (Do you see any problems with 
this logic? Does it represent physicians’ imposing their own values without being 
justified in doing so?) 

 
5. Rule: The rule of this case is quite narrow. In cases in which the effect of a fetal 

abnormality is unknown and may be negligible and the patient does not ask beforehand 
for such information, the physician should withhold information if there is a possibility 
that by revealing this information the end result will be death of the fetus. (Should, 
incidentally, the physician have asked beforehand whether or not the mother would want 
this information to avoid this dilemma’s occurring?) 

 
Note: It is perhaps of interest that in an international study asking genetic counselors what they 

would do when a patient’s fetus has XYY chromosomes, in most countries there was a 
strong consensus that counselors should be non-directive. In Hungary there was a 
moderate consensus that counselors should be directive and encourage the mother to have 
the baby. 
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ETHICAL,LEGAL,AND SOCIAL ASPECTS OF MEDICAL CARE 
 

Session I: Introduction/Infants 
 

August 24, 1999 
 

 1300 - 1340 Introduction/Infants 
Edmund G. Howe, M.D., J.D. 

 
 1340 - 1400 Film: Dreams and Dilemmas 

 
 1400 - 1420 Virginia F. Randall,  M.D., M.P.H. 

Janice L. Hanson, Ph.D. 
 

 1430 - 1550 Discussion Groups 
 
Prioritized Learning Objectives: 
 

1. To learn different approaches to ethical conflicts. 
 

2. To gain familiarity with ethical reasoning. 
 

3. To consider cultural and ethical relativity. 
 

4. To consider issues raised when infants are born with  severe 
handicaps. 

 
5. To consider whether retarded citizens should be permitted to 

have sexual intercourse and to bear children. 
 

6. To anticipate the kinds of problems which can arise in 
deciding whether or not an infant born with severe defects 
should be given maximal care. 

 
7. To consider the different arguments which can be made when 

deciding how much to share with parents concerning your 
religious beliefs. 

 
8. To gain familiarity with the arguments and feelings 

that can arise when deciding who among several adults 
or infants should have access to scarce resources 
(micro-allocation decisions). 

 
Required Reading: 
 
1. Beauchamp, TL, Childress, JF: Principles of Biomedical 

Ethics, Oxford Press, 4th Edition, 13-14, 85-88, 92-93,  
217-219, 1994. 

2. Botkin, JR: Delivery room decisions for tiny infants: 
An ethical analysts. The Journal of Clinical Ethics, 
pgs. 306-311, 1990. 

 



Prioritized Recommended Reading on Reserve in the Library: 
 

1. Kamen, A: Court Strikes Down "Baby Doe" Rules. The 
Washington Post A1 A81. 

 
(A brief account of the Supreme Court's holding that 
the Federal Government cannot overrule parental 
decisions regarding newborns with severe handicaps) 

 
2. Hauerwas, 5: Learning Morality from Handicapped 

Children. The Hastings Center Report, pp. 45-46, Oct. 1980. 
 

(A review of two books that highlights possible 
differences in the reactions of parents and physicians 
to handicapped children) 

 
3. Jolna, S: A Delicate Debate on Sexuality. The 

Washington Post A4, March 4, 1979. 
 

(A brief report of a proposal to allow retarded adults 
privacy so that they could have sexual intercourse and 
some reactions to it) 

 
4. Raine, BA: Beyond Entitlement: Why Society Fails the 

Retarded. The Hastings Center Report pp. 45-46, Feb 
1984. 

 
(A book review highlighting the need for society to do 
more for retarded individuals than is currently being 
done). 

 
5. Pueschel and Murphy: Counseling Parents of Infants with 

Down's Syndrome. Postgraduate Medicine 58(7) :90-95, 
1975. 
(Some further guidelines on counseling.) 

 
6. Duff, RS: Counseling Families and Deciding Care of 

Severely Defective Children: A Way of Coping with 
"Medical Vietnam". Pediatrics 67:315-320, 1981. 

 
(Discusses how to decide whether or not a newborn born 
with severe birth defects should be given maximal care. 
This is especially valuable since parents can now be part of 
that decision.) 

 
7. Parental and Community Response to the Birth of a 

Down's Syndrome Child. 
 

(Anecdotal information based on one family's experience.) 
 

8. Duff and Campbell: Moral and Ethical Dilemmas in the 
Special Care Nursery. NEJM 289 (17) :890-894, 1973. 



(Some data on what choices were actually made a little  
over a decade ago.) 

 
9. Anonymous: Non-treatment of Defective Newborn Babies. 

Lancet pp. 1123-24, Nov 24, 1979. 
 
  (One British physician's rationale for allowing such a 

child to die. Note that he was unwilling to sign his 
name.) 

 
10. Birth-Defect Dilemma: Students Given Taste. US 

Medicine p. 25, April 15, 1981. 
 
  (A description of a talk given by Karen Metzler in this 

class a number of years ago. This is on videotape in 
case you wish to see it.) 

 
11. Kamen, A: White House Asks Court to back "Baby Doe" 

Rule. The Washington Post A3 
 
  (Background material to present Supreme Court 

decision.) 
 

12. Murray, T: The Final Anticlimactic Rule on Baby Doe. 
Hastings Center Report pp. 5-9, June 1985. 

 
  (An "interim" discussion of the problems which arose 

prior to the Supreme Court ruling just enacted.) 
 

13. Will GF: For the Handicapped, Rights but no Welcome. 
Hastings Center Report pp. 5-8, June 1986. 

 
(A thoughtful article on the limitations of "rights" 
approaches in deciding what should be done concerning 
handicapped individuals.) 

 
14. Prager, D: Md. Investigating Home for Retarded. The 

Washington Post Jan. 21, 1980. 
 
  (An example of the difficulties providing adequate care 

for retarded citizens.) 
 

15. Pellegrino ED: The Anatomy of Clinical-Ethical 
Judgments in Perinatology and Neonatology: A 
Substantive and Procedural Framework. Seminars in 
Perinatology 11:202-209, 1987. 

 
  (An excellent brief overview of ethical theory and a 
  fourth approach to ethical analysis which is much like 

the five step process I have provided you.) 
 
 



INTRODUCTION TO SESSION I 
 
 

August 24, 1999 
 
 
 In this first session, initially I shall present an overview 

of approaches to the ethical analysis of case dilemmas. 

Subsequently, the film, "Dreams and Dilemmas" will be shown. 

This film describes twins born with serious problems and the 

difficulties which arose regarding them. Drs. Randall and Hanson 

will then share with you family centered perspectives they have 

come to find important when decisions must be made involving 

infants with disabilities. Dr. Randall is an Adjunct Associate 

Professor of Pediatrics here at USIJES and Dr. Hanson is a 

Research Assistant Professor of Pediatrics here at USUHS, also. 

In your discussion groups, parents of children with special needs 

will be joining you. These parents have volunteered to share 

with you what they have learned from their personal experiences. 

During the first part of your discussion groups, you can pursue 

with them questions regarding their personal experiences. After 

this, you and they can discuss the cases together. 

 What to do when infants are born with severe defects is 

among the most controversial issues confronting physicians today. 

Only a few years ago, it was taken for granted that an infant 

born with Down's Syndrome and an intestinal anomaly incompatible 

with life could be allowed to die. But after this occurred in 

Indiana in April 1982, administrative action followed creating 

toll-free "hotlines" by which anyone suspecting that treatment 

was being withheld from a handicapped newborn could initiate an 

investigation. The Supreme Court subsequently struck down these 

"Baby Doe" rules and on April 15, 1985 the Department of Health 

 

 



and Human Services published a final rule defining withdrawal of 

treatment as medical neglect unless the infant is chronically and 

irreversibly comatose, treatment would merely prolong dying, or 

treatment would be inhumane. 

 The question what to do when an infant is born with severe 

defects, is an ideal starting point from which to begin ethical 

analysis. Since the infant has not yet developed personal views, 

it is not possible to consider the value of respecting infants' 

preferences or individual autonomy. 

 Is it better to protect an infant from inevitable suffering 

or to respect its sanctity of life? Karen Metzler, a woman with 

spina bifida spoke at USUHS a few years ago. She described the 

suffering she has experienced from over forty operations. Yet, 

to her, there is little question that in spite of this suffering 

she is glad to be alive. 

 Others feel that when an infant's suffering is considerable 

and cannot be avoided, it is cruel to keep the infant alive, but 

when its suffering is marginal, parents might best decide what 

should be done since no decision is clearly superior. Note that 

according to this idea, who makes the decision may be more 

important than what the decision is. Why? Since the parents are 

most intimately involved, allowing them to decide respects both 

their dignity and patient autonomy since they are the child's 

legal representative, and are presumed to act in the best 

interests of the child. 

 In England, surgery is withheld from children born with spina 

bifida who will be severely impaired in spite of the fact that 

without this surgery, these infants usually die within a 

 

 

 

 



year. The practices in Britain and Sweden are also somewhat 

different than the practices in regard to extremely premature 

infants in this country. 

 There are sufficient resources in this country to provide 

surgery to all such infants, but more infants may require 

 neonatal intensive care than present resources permit. My son 

Robin was born prematurely at Georgetown University Hospital, for 

example, and needed to be on a respirator in the intensive care 

unit to survive, and my wife and I were told initially that he 

would have to be transferred to another hospital because there 

wasn't room in the neonatal ICU. There could have been no nearby 

neonatal intensive care units available. If other infants with 

much more severe birth defects had been admitted first, should my 

son who was premature but otherwise healthy have been permitted 

to die? Consider this case: 

A child was born in an outlying hospital. The mother had 
genital herpes and it was a very premature birth, so it was 
clear in advance that there could be serious problems; 
despite that fact, the local obstetrician delivered the 
child by cesarean section without attempting to transfer the 
mother to a large hospital with a neonatal intensive care 
unit. Only after birth, when the extent of the child's 
problems became clear, did the physician attempt to transfer 
the neonate to a local NICU. This attempt was fully 
supported by the family. Three of the local units were 
entirely full and refused admission. The fourth had a few 
spaces left, but it had only six nurses on duty for the 21 
children already there (way above the normal staffing ratio) 
and there were equipment shortages. It also refused admission 
although the neonatologist in charge agreed (1) that he would 
have admitted the child if it had been born in his hospital 
because "then he would be our problem"; (2) that there were 
several very sick children in the unit whose chances of 
survival, while not nonexistent, were very low; and (3) that 
the child's chances without intensive care were much worse 
(although not certainly fatal) than if he were admitted. 

 
"Microallocation problems are raised when deciding which of 

several children should have access to scarce intensive care unit 



beds. The best known of these questions arose when kidney 

dialysis machines first became available. They were initially 

scarce and determining which patients should have access became 

excruciating. Now; in England, kidney dialysis machines are 

similarly scarce and access to them is limited. To appreciate 

how these decisions are excruciating, in your discussion groups 

you will participate as if you were a member of one of these 

committees. 

 

 Among the most important microallocation questions which 

must be considered is this: if all efforts are undertaken to 

keep infants with severe birth defects alive, what moral 

obligations then exist to support them and their families 

throughout these children's childhood, adolescence and adult 

life? Should, for example, full opportunities for training and 

employment be provided to retarded individuals? Should their 

parents be compensated for extra expenses their children's 

retardation has made necessary? And if these children are kept 

alive, what efforts should be made to maximize their well being? 

Should mentally retarded persons in supervised homes be permitted 

to enjoy sex? If so, how should the question of their 

reproducing be handled? Should they be allowed to have children 

and raise them under supervision? This last question involves 

the interests of potential children. How do you "factor in" 

their interests? 

 

 You will also address a wholly different topic in your 

discussion group--the degree to which you should share with 

patients your religious and ethical beliefs concerning such 

questions as whether or not a mother should abort a fetus with 

 
 
 



Down's Syndrome. What role one's religious and moral views 

should play when interacting with patients runs throughout the 

course. 

 

 The case you will address in your discussion group raises 

the question, "Should a physician initiate discussion of religion 

for the purpose of influencing a patient?" The argument for 

doing so may be logically irrefutable if the physician holds 

certain underlying assumptions. If, for example, physicians 

believe that only patients of their own faith will achieve 

everlasting life and all other patients will undergo eternal 

damnation, their attempting to convert the patient to their own 

religious view would make sense. 

 

 The major argument against physicians' attempting to 

influence any patient to adopt a religious view is that the 

physician is exploiting the vulnerability of the patient. 

Although some patients may appreciate such physicians' efforts, 

others may merely tolerate them because they fear that doing 

otherwise might offend their physicians and if they are offended 

they may give less than optimal care. 

 

 This fear is common in patients and results in their 

tolerating much from physicians that they resent. This point 

cannot be over-emphasized. It is largely because patients have 

this fear that physicians' taking initiative to ask patients 

about their values becomes so important; many patients will not 

share that they have different values unless they are asked. 

 

 At the end of Session I, the film "Dreams and Dilemma" will 

be shown. This film portrays the story of premature twins with 

numerous complications. We will view the first portion of the 



film, which is about one of the twins. The film will be on 

reserve in the LRC for those of you who would like to view the 

story of the second twin. 

 

 I encourage you to take some time in your discussion groups 

to discuss your feelings about the film, and to ask questions of 

the parent in your group. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Session I - Cases for Discussion 
 

August 24, 1999 
 
Case 1 
 
 Missy, the daughter of Mike and Sue B., was born with spina bifida 
with meningomyelocele, a defect which occurs approximately once a year 
in every 500 live births. Spina bifida refers to an abnormal opening in 
the spine, and meningomyelocele is a 
condition in which portions of the spinal cord, as well as meninges and 
spinal fluid, have slipped out through the abnormal opening and are 
enclosed in a sac which protrudes from the backbone. Up until ten years 
ago almost 80 percent of these 
babies were certain to die in early infancy. Today, surgical treatment 
is available to ameliorate the condition, and about 75 percent now 
survive, although affected children all face a lifetime of illness, 
operations and varying degrees of 
disability, including mental retardation. 
 
 Soon after Missy's birth, a physician consulted with Mike 
B., giving full details of the severity of the condition which, 
in her case, already included spastic paraplegia, incontinence of urine 
and feces, and club feet. He explained the necessary treatment, costs 
and prognosis and urged that immediate surgery 
be performed to prevent further nerve damage. Without surgery, 
he said, Missy would probably contract meningitis which, if untreated, 
would either lead to more severe handicaps or even be fatal. He 
explained further that if Missy survived an operation, she would never 
be able to walk without the aid of brace and crutches, that she would 
have to undergo extensive physical therapy all her life, and that she 
had a 90 percent chance of developing hydrocephalus ("water on the 
brain") 
 
 The parents were well-educated, with a good income and 
comprehensive medical insurance. Their three-year old, daughter was 
healthy. Each had known families with abnormal children. 
 
 Assume that legally surgery can be withheld and that the parents 
can decide. Sue and Mike decided not to have Missy treated. 
 
 Have the parents acted in Missy's best interest? 
 
Case 2 
 
 A forty-year-old woman comes to you with her husband. She wishes to 
have amniocentesis to determine if the fetus she is carrying has Down's 
Syndrome. If it does, she plans to have an abortion. 
 

You, for religious reasons, are adamantly opposed to 
abortion under a circumstances. Should you tell these parents 
 



that you believe that their decision to abort the Down's Syndrome fetus 
would be spiritually and morally wrong? 
 
Case 3 (Three Parts) 
 
 A. You are a member of a committee which has two kidney 
machines and five patients who are ready to die of renal failure 
if they do not get a machine. The information you have been 
given on them is as follows: 
 
Patient Sex  Marital Status Age No. Children Occupation 
  
  A  male      married     35  2   ? 
  B     female         single      28  0   ? 
  C      male      married     38  3   ? 
  D     female          married     32  1   ? 
  E  male      married     30  0   ? 
 
Are you going to select your two lucky winners at random?  If 
not, what criteria are you going to use? 
 
 B.  You now have an additional item of information for each. 
 
Patient Sex Marital Status Age   No. Children Occupation 
 
   A  male     married  35  2  Mafia hit man 
 
   B     female     single   28  0  Concert 
          violinist 
 
   C  male     married  38  3  Accountant 
          (Currently 
          unemployed while 
          on trial for 
          embezzlement 
 
   D     female     married  32  1  Manager of house 
          of 
          prostitution 
 
   E  male     married  30  0  Research on 
              kidney 
          physiology; last 
          year youngest man 
          to win Nobel 
            Prize 
          for his role in 
          developing the 
          kidney machine 
 
Are you going to select the two at random? If not, by what criteria? 
Are these criteria different from those you adopted in part A? 



 C. In part B, your committee elected to employ a set of social 
worth criteria (since the five candidates had already been chosen by 
virtue of the fact that medical criteria had been met). As a result, 
patients C and E are receiving renal dialysis and A, B, and D are having 
increased medical difficulties. However, at this meeting, two new 
candidates have applied. Both are reasonably upstanding individuals. One 
meets the medical criteria better than either C or E, in that she has 
fewer medical complications outside of the primary renal problem. The 
other is a highly placed politician whose particular interest has been 
to get additional government funds for research and development of 
dialysis programs. Suppose that your committee believes that you can 
always train more physiologists, while enlightened politicians are hard 
to come by, and concludes that this candidate meets the social worth 
criteria better than either C or E. 
 
 You state that it is indeed a pity that no opening in the program 
exists for either of these two individuals, but a fellow committee 
member says that this is no problem; you will simply put C and E off 
the machines to allow these new candidates to have them. When you object 
that it is improper to stop treatment on people once they have been 
accepted, he replies that if one takes the medical and social worth 
criteria seriously, i.e., that certain individuals are more worthy of 
being saved - his proposal is the logical conclusion. If not, you are 
really simply allocating resources on a first-come, first served basis; 
and this is random allocation and not medical and social worth criteria. 
 
Do you accept this argument? What do you do with the new patients? 
 
(Adapted from cases 41, 42, and 43, Ethical Decisions in Medicine, 
Howard Brody) 
 
Case 4 

Assume that the neo-natal care unit of the hospital in which you 
work has a limited number of cribs and that the law allows your hospital 
to pursue any policy regarding newborns with defects with complete 
immunity from suit. Assume also that your hospital has three options. 
First, it may treat all newborns needing intensive care on a first-come, 
first-served basis. This would mean that certain healthy low weight 
infants who would need only a short time in the intensive care unit to 
survive would die. Alternatively, all infants born with Down's Syndrome 
could be excluded from the intensive care unit or all infants with spina 
bifida. Which policy would you select? Why? 
 
Case 5 
 A 23 year old mentally retarded citizen lives in a home which 
provides supervision with 7 other persons who are retarded. he and 
another resident wish to have sexual relations, but have no opportunity 
to do so privately. He indicates that he would be willing to use  
condoms. 
 
Should such a room be provided? Why or why not? 
Case 6 



 A 26 year old retarded woman wishes to have her own biological 
child and to raise him or her if supervision could be provided. You 
are on a government committee to determine whether societal funds 
should be provided to pay for this supervision. If not used for this 
purpose, these same funds could be used to provide large numbers of 
mentally retarded persons educational and work-related training 
opportunities. 
 
What do you decide? 
 
 
 
 
 
Case 7 
 
 In the state in which you live, a specific amount of money would 
enable severely mentally retarded persons to live outside 
institutions, maximally care for themselves and perform work 
activities. Alternatively, these funds could be used to build and 
staff neo-natal intensive care units which would save the lives of 
babies otherwise healthy, but premature. 
 
Assuming that funds were not available to accomplish both, which would 
you select and why? 



 
 
 
 
 
 

Session III 
 
 
 
 

MILITARY MEDICINE 
 
 
 
 
 

September 7, 1999 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



ETHICAL, LEGAL, AND SOCIAL ASPECTS OF MEDICAL CARE 
 

Session III:  Military Medicine 
 

September 7, 1999 
 
    1300 - 1420  Edmund G. Howe, M.D., J.D. 
      Dermot Cotter, M.D. 
      Gordon Livingston, M.D. 
      Robert A. Leitch, COL, MEE 
      Ed Miles, CPT, USA, (Ret) 
      Craig H. Llewellyn, COL, MC, USA (Ret) 
 
    1430 - 1550  Discussion Groups 
 
Prioritized Learning Objectives: 
 
1. To consider whether military physicians during combat 
should  attempt to save their own soldiers lives by giving 
less than  optimal treatment to captured enemy soldiers to elicit 
information  from them. 
 
2. To consider the extent of military physicians' obligations 
to enemy  soldiers. 
 
3. To consider military physicians' potential moral conflicts 
when  providing care to civilian patients in occupied territory 
in part  for political gain. 
 
4. To consider military physicians' duty when 
serviceperson/patients  give them confidential information. 
 
5. To consider military physicians' duty to warn 

serviceperson/patients who come to them for treatment that 
they will report information these servicepersons disclose 
prior to servicepersons' disclosing it. 

 
6. To consider military physicians duty when they treat 

soldiers during combat who want to return or to be relieved 
from duty. 

 
7. To consider ethical dilemmas which can arise in mass 

casualty situations when injured persons include one's own 
troops, enemy soldiers, and civilians. 

 
8. To consider the extent of military physicians' ethical 

obligations to servicepersons and other beneficiaries of 
military medical care during peace. 

 
Computerized Learning Experience: Lesson F 
 
Required Reading: 



 
1. Beauchamp, TL, Childress, JF: Principles of Biomedical 

Ethics, Oxford Press, 4th Edition, 424-429, 434-436, 
1994. 

 
2. Smith, AM: The Ethos of the Military Surgeon. The 

Pharos, 11-14, 1993. 
 

3. Howe, EG: Ethical Issues In Military Medicine: Mixed 
Agency, Principles and Practice of Military Forensic 
Psychiatry, Eds. R.G. Lande, D.T. Armitage, (Charles 
Thomas, Springfie1d,Ill., 1997) 469-474, 482-486, 497- 
501. 

 
4. Livingston, G.: Serving Two Masters: The Ethical 

Dilemmas That Military Medical Students Want to Avoid-- 
But Can't. The Washington Post, December 22, 1996. 

 
5. Livingston G: Letter from a Vietuam Veteran Saturday 

Review, Sept 20, 1969. 
 
Recommended Readings: 
 

1. Anderson, CW: The Clinical Psychologist's Role in 
Treating Gay People in the U.S. Military. The Military 
Psychologist: The Official Newsletter of Division 19 of 
the APA, 12(1), 5-8, 1995. 

 
Prioritized Recommended Reading on Reserve in the Library: 
 

1. Vastayan EA: Warfare. In the Encyclopedia of 
Bioethics, Reich, Ed., New York, The Free Press, 1977. 

 
(This article discusses ethical issues involved in 
military physicians treating civilians in occupied 
territory in part for military gain.) 

 
2. Veatch R: Soldier, Physicians and Moral Man. In Case 

Studies in Medical Ethics. Cambridge, Mass., Harvard 
University Press, 1977, pp. 61-64. 

 
(A discussion of whether military physicians should 
treat civilians in an occupied territory from a 
different perspective.) 

 
3. Lifton RJ: German Doctors and the Final Solution. New 

York Times Magazine, September 21, 1986, pp. 64+. 
 

(A review of a book in which the author reports his 
findings from interviewing several physicians who 
participated in Nazi atrocities. He describes more 
specifically the process by which they came to ignore 
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their Hippocratic Oath to collude in these acts.) 
 4. Gaylin: What's an FBI Poster Doing in a Nice Journal 

Like That? Moral Problems in Medicine. Ed., Gorovitz, 
Englewood Cliffs, New Jersey, Prentice Hall, 1976. 

 
(A discussion of an issue arising in civilian medicine 
comparable in some ways to the issue discussed in #1 
and #2 above.) 

 
5. Curran, Casscells: The Ethics of Medical Participation 

in Capital Punishment by Intravenous Drug Injection. 
NEJM 302:226-230, 1980. 

 
(Further discussion of the nature of a physician's 
professional medical obligations and, specifically, 
whether or not there is a conflict between being a 
physician and participating in capital punishment.) 

 
6. Veatch R: The Psychiatrist's Role in War. In Case 

Studies in Medical Ethics. Cambridge, Mass., Harvard 
University Press, 1977. 

 
(A short discussion of whether a military psychiatrist 
who "treats" a soldier with combat fatigue who wants to 
get out of duty does him a service or disservice.) 

 
 

7. Callahan, Gaylin: The Psychiatrist as Double Agent. 
Hastings Center Report, February, 1974, pp. 12-14. 

 
(A discussion of ethical conflicts stemming from a 
physician's mixed loyalty in a civilian context: 
namely, what should a psychiatrist do when he knows 
that a student applying to medical school has severe 
mental illness?) 

 
8. Bellamy: Contrasts in Combat Casualty Care. Military 

Medicine 150:405-410, 1985. 
 

(Data and discussion of the different priorities placed by 
German and American troops during World War II. The 
Germans gave more priority to furthering the military 
mission; the American to treating wounded soldiers.) 

 
9. Sommers CH: Once a Soldier, Always a Dependent. 

Hastings Center Report 16(4):15-17, August 1986 
 

(This article argues that society has an obligation to 
treat veteran's non-service connected health problems 
due to its "paternalistic" relation to the soldier.) 

 
10. Howe EG: Medical Ethics: Are They Different for the 
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  Military Physician. Military Medicine 146:827-342,  
1974. 

 
(An overview of some key ethical issues affecting 
military physicians; a much briefer version of the 
third required reading.) 

 
11. Vastyan EA: Warriors in White: Some Questions About the 

Nature and Mission of Military Medicine. Excerpts from 
Texas Reports on Biology and Medicine 32:327-342, 194. 

 
(More discussion of the issues raised in readings 1 and 
2, above) 

 
 

12. Logan: Probers Called to See `Needless' Death. The 
Washington Post August 16, 1977. 

 
(The article describes the conflict on which the last 
case for discussion is based.) 

 
13. Howe EG: Trust Between Military Physicians and 

Servicepersons with HIV: Implications for Civilian 
Medicine. Biolaw 2:5101-5112, 1988. 

 
(An article which addresses triage situations in the 
military and compares the ethical implications of these 
approaches to civilian practice.) 

 
14. Swann 5: Euthanasia on the Battlefield. Military 

Medicine 152 (11) :545-549, 1987. 
 

(The author, a USUHS student who recently graduated, 
argues that in rare instances, active euthanasia would 
be justified.) 

 
15. Quigley J: International Limits on Use of Force to 

Elicit Confessions: A Critique of israel's Policy of 
Interrogation. Brooklyn Journal of International Law, 
14(3) :485-502, 1988. 

 
(An article reviewing international policy in regard to 
the use of coercion to gain information from captured 
enemy personnel with specific reference to the policy 
in Israel.) 
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INTRODUCTION TO SESSION III 

September 7, 1999 

 This session addresses ethical dilemmas in military medicine. 

Initially, I will give a brief overview of 4 critical concepts in this 

area: Military medical triage and treatment of combat fatique, treatment 

of POW's, use of medicine for political purposes, and respecting 

servicepersons' confidentiality during peacetime. This will provide some 

context for the speakers who follow. Dermot Cotter, M.D., a psychiatrist 

at Naval Hospital then will describe a conflict he experienced in 

Guantanamo Bay. Next, Gordon Livingston, M.D., a psychiatrist who went 

to West Point and served in Vietnam, will discuss his experiences and 

exposure to atrocities. Be sure you read his articles in this packet 

before the class. Robert Leitch, COL, MBE, will then introduce Ed Miles, 

CPT, USA, who was in Vietnam and will share with you what he believes 

you should know based on his own experiences in the military as a 

patient. Col Leitch will then discuss several contemporary ethical 

conflicts regarding military medicine during war. Finally, Dr. Craig 

Llewellyn, Colonel, MC, USA (Ret), whom you know, will share his view of 

what you might gain from these presentations. 

 The assertion "all is fair in war" has profound ethical 

implications for military personnel since, theoretically, it would 

permit behavior of any kind during combat. Consider this situation: An 

enemy soldier is captured who possesses information which could save one 

hundred of your own soldiers' lives, but he 
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refuses to disclose this information. Suppose that attempts to "extract" 

this information by Using pain are considered. Should they be ethically 

permissible? What if you, a military physician, became aware during 

combat that such events were occurring? Should you say nothing? Or 

should you speak out? Why? Why not? If you believe that you should act, 

how certain would you have to be that painful procedures were being 

implemented? These are the kinds of questions you will be discussing in 

your groups. 

What do servicepersons feel when they have been in combat for some 

length of time? Consider these findings regarding soldiers' reasons for 

fighting during WWII: In 1944 veteran infantrymen in the Mediterranean 

were asked, "Generally, from your combat experience, what was most 

important to you in making you want to keep going and do as well as you 

could?" The incentive the men cited most -- 39 percent of the time -- 

was "getting the task done," that is, putting the war behind them and 

getting back home. Solidarity with the group, or "buddies," was less 

important (14 percent) than it was in helping a man pull through a 

specific, "tough" combat situation. 

What could be called "idealistic" reasons figured in only one 

answer out of twenty. In sum, if the men who were polled represented 

their several million fellow soldiers, they were fighting mainly so they 

could go home again. This view is illustrated in the recent movie, 

Saving Private Ryan. 
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Or compare this description of soldiers in The Civil War: "The 

changing nature of combat weakened drastically the original soldier's 

conviction that at the center of war stood the confident individual. On 

the contrary, this war had demonstrated its power to punish all soldiers 

far more severely than any personal deficiency could possibly penalize 

the single soldier. In short, private concerns regarding one's courage 

or cowardice began to yield to the collective experience, and soldiers 

became more concerned with survival than with any private triumph of 

values." 

Vietnam also was not the first conflict in which soldiers' behavior 

was other than exemplary in selected instances. Consider this passage 

describing the Civil War: "However emotionally unprepared, soldiers had 

marched to war expecting to kill. They had not, however, expected to 

steal, burn, and destroy, and the unease they felt on those counts drew 

them closer to others who had acted identically. Far more intense than 

casual home town friendship, comradeship offered support in combat that 

the soldier of 1861 would have denied he would ever require; a 

compensation for the emotional support of the home folks that seemed 

surprisingly less relevant; and a reassurance that, though he was acting 

in ways that would have been abhorrent three years before, he had not 

become an evil person." 

Illegal or immoral behavior during combat may be rare, but you 

could find yourself learning of such instances in your capacity as a 

physician. It is important, therefore, that you 

 

 

7 



consider their ethical implications now. 

The first issue you will consider, then, in Cases 1-3 in your 

discussion groups is the degree, if any, to which you should participate 

in acts which could save the lives of your own soldiers but which are 

illegal or whose legality is ambiguous. A simple answer is never. This 

point is implicit in the third recommended reading by Lifton, which 

describes the process by which Nazi physicians came to perform 

atrocities during World War II. Yet, as the number of soldiers 

potentially saved becomes larger and the illegal status of an act less 

clear, some may disagree, especially if they experience their own 

soldiers dying first hand. 

Even if military physicians believe that they should never be 

involved in acts whose legality is questionable, they still could face 

the question what to do when they suspect that immoral acts are going on 

outside their treatment facility. Should they ignore illegal acts that 

they suspect are going on during combat or should they "blow the 

whistle?" 

Case 4 involves the question whether the military physician who 

treats civilians in occupied foreign territory in part for military gain 

is wrongfully exploiting these patients' vulnerability. This question 

was raised when military physicians treated Vietnamese civilians. A 

somewhat analogous question has been raised in regard to whether or not 

civilian physicians should place pictures of wanted criminals with skin 

disorders in dermatology journals to assist in their being apprehended. 

In 
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both instances, physicians can be seen as using their profession to 

exploit these patients' illness to further ends other than their 

patients' needs. Is doctors using criminals' dermatological illness for 

the purpose of law enforcement right or wrong? Do this and the military 

example raise the same or different morally relevant factors? The fourth 

recommended reading discusses this civilian dilemma. 

Consider that depending on how military physicians treat civilians 

in occupied territory, there may be multiple levels of concern. Treating 

such patients in order that they will feel favorable towards the 

military is one level of concern. But such patients could also be 

treated only on the condition that they divulge that family members or 

friends are members of enemy troops. This latter policy would be of more 

serious concern. The major concern when military physicians treat 

civilians in occupied territory is the exploitation of patients' 

vulnerability. 

Yet, strong arguments favor military physicians treating civilians 

in occupied countries. First, the treatment benefits civilians. Second, 

international law intends to make war more humane. Although the usual 

means of waging war involves destruction, attempting to achieve victory 

by providing medical care to civilians is more humane. 

The issues raised in Cases 5 and 6 discuss whether military 

physicians should keep information they obtain from 

serviceperson/patients regarding behavior such as homosexuality 
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and illegal drug use confidential, and whether they should warn these 

patients prior to these patients disclosing potentially self-

incriminating information. Military regulations regarding homosexual 

servicepersons have change. Consider these cases as they arose prior to 

the changes made under President Clinton. The principles remain 

important and fixed. 

Military physicians often decide whether to keep servicepersons' 

disclosures of homosexuality confidential, and whether to "warn" them if 

they will not. When military physicians have conflicting obligations to 

the military and serviceperson/patients in cases such as these, they may 

perceive their duties to be defined by the military without regard to 

patients' individual factors. This view is called a role-specific ethic. 

This approach is followed by police officers when they give out parking 

tickets. The advantages of this approach include furthering equity and 

consistency, supporting the authority of the military, and removing a 

military physician's personal risk from making an improper judgment. 

Its major disadvantage is that if military physicians follow 

military requirements to the letter in all cases in which the 

requirements apply, they could act extremely harshly. Little may be 

gained by the military, for example, from a physician's reporting a 

female soldier's having a single stress-precipitated homosexual 

encounter during basic training. From the standpoint of the soldier, 

however, much might be lost. 

On the other hand, suppose military physicians choose to 
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decide each case on a case by case basis, reporting some soldiers but 

not others. On what criteria should they base these decisions? They 

might give most weight to the military's underlying intent in adopting a 

regulation, the consequences to the military of their not reporting a 

soldier's illegal behavior, and likely consequences to soldiers if they 

do report them. The seventh recommended reading discusses somewhat 

analogous considerations in a civilian context, namely, those which 

arise when a psychiatrist knows that a patient who has severe mental 

illness is applying to medical school. Ethically, do you think the 

psychiatrist should respect the patient's confidentiality or breach it? 

If the psychiatrist breached it, would this be for the sake of the 

patient, for the sake of future patients whom his patient might 

mistreat, or both? 

Consider an illustration not included in your cases for discussion. 

Suppose that a memorandum requires Navy physicians to report any 

serviceperson using marijuana and that a Navy physician sees a patient 

on active duty who reports using marijuana but who wishes to remain in 

the Navy. One line of argument would support the physician reporting 

this patient's use of marijuana because the physician has a duty to the 

military. The patient should know that marijuana use is illegal and that 

the physician has a duty as a military officer to report illegal 

behavior. This argument does not take fully into account, however, that 

the patient may, even knowing both, still believe that the military 

physician would keep this information 
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confidential, because physicians generally keep patients' communications 

confidential. 

The presumptions that patients know or should know are, 

incidentally, very different kinds of presumptions. The first presumes a 

fact, the second, a moral priority. What are the different ramifications 

of each of these presumptions? 

Consider these two dilemmas which have previously been presented in 

the Human Context Course: 

CLINICAL PROBLEMS 
 
Case 1 A 28-year-old navy Petty Officer Third Class comes in to see 

you accompanied by his wife. He explains that he wants you to 
reassure her that "I'm not drinking any more than the rest of 
the guys", as he has told her, and that he does not have a 
drinking problem, as she maintains. He tells you, and his 
wife concurs, that although he had always been a drinker, it 
never bothered her until he came back from a recent cruise 
when he had gone out drinking with his buddies whenever they 
put into port. Since his return, he has continued to do that 
on weekends, and although he often has to be driven home by a 
buddy and may not remember what happened, he never has more 
than two beers at night during the week, and his work in 
personnel has continued to be praised by his supervisor. He 
is certain that any reference to alcoholism on his records 
will destroy his hopes for a successful career in the Navy. 
What do you do? 

 
Case 2 A 42-year-old Air Force Lieutenant comes in to see you 

accompanied by his wife. He explains that he wants you to 
reassure her that the hand tremor he has recently developed 
is a result of "tension" at work, as he has told her, and not 
a result of his drinking, as she maintains. He tells you, and 
his wife concurs, that the tremors began about two months 
ago, shortly after a new, and generally unpleasant supervisor 
was assigned to his office. At that time, he began to take a 
third and fourth martini when he came home after work, "to 
settle down". he is a procurement officer for the Air Force 
Systems Command, and is certain that any reference to alcohol 
problems on his records will destroy his opportunity for 
promotion. What do you do? 
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These two cases involve active duty persons using alcohol, not 

marijuana. Are there relevant differences between these two substances, 

such as different prognoses regarding these servicepersons' potential 

future impairment? 

Case 7 raises this issue: What should military physicians do when 

they treat patients during combat who want to return to duty but are 

impaired to a degree that might endanger the unit or themselves? Case 8 

raises this issue: What should military physicians do when a patient has 

combat fatigue or a minor physical injury and wants to get out of combat 

duty, but is capable of returning? 

These cases raise several issues. First, are the military 

physicians violating duties to their patients if they put the unit's 

needs first? In general, this answer is no. The unit's goals are more 

important and the soldier should expect that during combat the unit will 

come first. 

Note the relative shift in presumption when considering military 

physicians' obligations during combat versus peace. During combat, there 

is greater justification in presuming that the soldier knows that the 

military physician will place the unit first. During peace, the 

justification is less strong. Why? 

Second, are military physicians violating duties by permitting 

themselves to be a link in the chain of events which sometimes leads to 

a soldier's being killed in battle? The physician in most contexts 

attempts to save lives. The fifth recommended reading raises the issue 

whether civilian physicians 
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should participate in capital punishment. Can you distinguish 

these two situations? 

Further, when military physicians treat serviceperson/patients 

during combat so that they can return to the front, this furthers the 

equity between these soldiers and other soldiers who have remained at 

the front. If military physicians "rescued" soldiers from combat when 

they received minor injuries, their doing so would discriminate against 

soldiers who had remained healthy. Also, the decision to wage war is 

political, not the physician's. 

What if a soldier during battle decides that he is no longer 

willing to fight? This ethical dilemma is presented in at least two 

"texts" on medical ethics, one of which is the sixth recommended 

reading. A first important issue this article raises is whether or not a 

military physician is particularly prone to misconstruing a soldier's 

wanting out of battle as combat fatigue when it may be his genuine 

desire. 

Military physicians, as anyone, are susceptible, wittingly or 

unwittingly, to adopting the biases of their profession, medical 

specialty, institution, or country. A bias of the medical profession, 

for example, may be that preserving life is of higher value than 

relieving suffering. Some believe that due to this bias, physicians now 

impose more suffering on patients than they should since technology can 

keep patients alive for longer periods of time. 

A political bias was exemplified by psychiatrists in the 
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former Soviet Union who diagnosed persons as mentally ill who protested 

against that political system, and then committed them to an 

institution. Yet such protests may be a symptom, and some Soviet 

psychiatrists did not believe that they were using psychiatric 

diagnoses' for political purposes. If Soviet psychiatrists' clinical 

inferences did reflect political bias and they were unaware of this, all 

physicians may be similarly prone to bias of which they are unaware. 

Combat fatigue is a normal response to severe stress during battle. 

Brief, supportive treatment best enables soldiers experiencing combat 

fatigue to resume normal functioning. However, returning these soldiers 

to hospitals runs a high risk of converting symptoms of combat fatigue 

which would otherwise be transient into permanent psychiatric illness. 

Since the symptoms of this reaction and its optimal treatment are well 

established, the risk of misdiagnosis of this syndrome may be much 

smaller than some would imagine. 

Still, even if a soldier has this reaction but wants to get out of 

battle, can it be said that his intention is no longer genuine because 

he has combat fatigue? Stated differently, if he has combat fatigue, is 

he no longer competent to make this request and to take responsibility 

for possible consequences such as court martial? 

Cases 9 and 10 involve dilemmas which could arise on the 

battlefield during triage after mass casualties have occurred. Under 

international law, captured enemy soldiers should be 
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treated on a par with one's own soldiers, but injured civilians may be 

given second priority. Can you identify the reason that the equity 

present in civilian situations differs during combat? 

These cases also raise issues similar to those in the first three 

cases: all involve situations in which military physicians' legal 

obligation is clear but in which they could experience pressure to 

violate the law. In the first three cases, for example, the possibility 

was raised that during combat military physicians could experience 

pressure to give captured enemy soldiers less than optimal treatment so 

that these soldiers could be interrogated. Similarly, when mass 

casualties occur during combat, military physicians could experience 

pressure to treat their own soldiers first. Cases 9 and 10 are based on 

situations which actually occurred. In responding to them, you will have 

an opportunity to pursue ethical analysis and to anticipate what you 

could encounter during combat. 

Case 11 involves the question whether military physicians have a 

duty to speak out when they believe that patients' lives might be 

endangered if they have attempted to achieve a remedy through formal 

channels but it hasn't achieved satisfactory results. This situation 

could include military physicians' learning of or suspecting atrocities 

during wartime or observing a surgeon's operating negligently during 

peacetime. These criteria would be pertinent: the probability of harm to 

a patient, its magnitude, and the degree of your certainty concerning 

this. What else? 
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A final question not raised in the cases provided for discussion is 

whether active euthanasia is justifiable during combat. Examples of 

euthanasia have occurred. John Masters, in "The Road Past Mandalay", 

describes a situation in which soldiers had been wounded and 'could not 

be moved without endangering the entire unit. Since the enemy likely 

would have captured and tortured these soldiers, they were killed. 

Howard Brody, in "Ethical Decisions in Medicine", gives a second 

hypothetical example of this dilemma: A Green Beret is wounded and 

cannot be moved; probably he will be captured and tortured for 

information. Would "euthanasia" be justified? Why or why not? 

 Compare this dilemma with cancer patients experiencing severe pain. 

There is a distinction between giving morphine to relieve pain which 

might kill a patient and giving morphine for the primary purpose of 

killing a patient. If you believe that civilian physicians should never 

kill a patient, are there relevant moral considerations which 

distinguish the combat situation? 

 Steven Swann, a graduate of USUHS, wrote a paper which was 

published in Military Medicine (December 1987) in which he develops 

criteria to attempt to justify a military physician's performing 

euthanasia. His paper won the Bioethics Essay Contest open each year to 

USUHS students. One Army physician who has read this paper considers 

Swann's argument dangerous and disagrees strongly. If you wish to inform 

your own opinion, it is the fourteenth recommended reading on reserve. 
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Session III - Cases for Discussion 
 

September 7,1999 
 
Case 1 
 
 A captured enemy soldier is brought to you by members of your own 
troops who are specialists in interrogation. They tell you that this man 
knows vital information which could prevent an entire unit's being 
destroyed. "It is absolutely necessary that he give this information." 
The interrogators want you to give this soldier succinyl choline to 
transiently paralyze his respiratory muscles so that he will remain 
alert but unable to breathe to induce him to talk. 
 
 What do you do? 
 
 Assume you refuse. You are asked instead to give him intravenous 
sodium amytal (truth serum) to attempt to get him to talk by "loosening 
his inhibitions." This drug will not cause pain, but will produce an 
effect similar to the moderate intoxication which occurs after one takes 
several drinks. 
 
 What do you do? 
 
 
Case 2 
 
 During intense combat, a captured enemy soldier is brought to you 
with his arm hanging by his side, injured by a missile. He appears to be 
in mild pain. Before you can assess the damage, your own soldiers tell 
you that this captured soldier has information that could save the lives 
of several of your own soldiers. They want to question him immediately 
and add that if they offer him treatment only on the condition that he 
gives them this information, this might make the difference between his 
talking or not talking and save several soldiers' lives. 
 
 What do you do? 
 
 
 
Case 3 
 
 You are treating your own and enemy soldiers during intense combat. 
You have heard stories that on occasion captured soldiers who have vital 
information and will not talk are taken up in helicopters and if they 
continue to be silent are thrown off. 
 
 You are now treating an injured enemy soldier for a 
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superficial flesh wound. Your paramedic comes into you and states that 
he overheard interrogators waiting in another room saying that the 
patient you are now treating has vital information. They are considering 
taking him up in a helicopter and throwing him out if he won't talk 
after you finish treating him. 
 
 What do you do? 
 
 
Case 4 
 
 Captain Levy, a physician, arrived at Fort Jackson, South Carolina, 
in July 1965 to take over as Chief of the Dermatology Clinic. The aidmen 
he was to train would work as medics with the Special Forces (Green 
Berets) in Vietnam, providing them with dermatological skills that would 
be used, among other things, to win support of local residents for the 
American cause. 
 
 By October 1966 Captain Levy had reached the conclusion that he 
must refuse to train the Special Forces in dermatology. According to the 
brief filed in his defense, Captain Levy maintained that the medical 
training being given to the Special Forces Aidmen was prostituting 
medicine for political and military purposes. He quoted Colonel Richard 
Coppedge, former Chief Surgeon for the Special Forces' Warfare Center 
who had originated the aidmen program, as calling it a "political use of 
medicine; certainly its effects are political.. .the motives of those 
who engage in it may differ." 
 
 The Staff Judge Advocate, summarizing Colonel Coppedge's testimony 
at the Army court martial, said: 
 
 

...With the advent of the Vietnam War the mission of the 
Special Forces changed somewhat; there were more 
counterguerrilla forces than there guerrilla forces. it 
became recognized that the struggle was in many respects a 
social war in which social instruments such as medicine would 
have to be utilized. So "we sought to use medicine as a means 
of approaching the enemy and imposing our will on his." The 
one great "in that you have is this medic because people are 
short on doctors and trained medical personnel in there; the 
thing to do is sort of push a medic up there in front and let 
him get the confidence of these people by treatment them.... 
this lays the way open now for the rest of the team to come 
in and organize them in their primary mission. 

 
 Captain Levy argued that the order was illegal because it forced 
him, as a physician, to violate medical ethics. 
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One authority cited was Dr. Jean Mayer, a nutritionist and 
professor: "1 would say that the whole thrust of progress has been to 
separate the functions of the doctor and his auxiliary from. . . the 
destruction of life and property.. . It is an ethical judgment and it is 
one which is based on the whole thrust of what professional men have 
(tried to make medicine) for the past twenty-five hundred years." 
 
(From Veatch, Recommended Reading #2) 
 
 Should military physicians treat civilians in occupied territory in 
part for political or military gain? 
 
 Does it matter if the treatment given is designed primarily to meet 
the population's needs, e.g., providing nutrition or treating infectious 
disease or is designed primarily for its "dramatic effect", e.e., 
cosmetic surgery? 
 
 To what extent, if any, does this answer depend on whether the 
military is attempting only to gain the population's favor or is using 
treatment to attempt to gain specific information from patients, such as 
information from spouses of enemy troops useful in locating their 
husbands? 
 
 
 Would it matter how this information is obtained? Would it make a 
difference, for example, if patients were asked to give information 
voluntarily after being treated as opposed to being treated only on the 
condition that they give information or is the concept "voluntary" a 
misnomer in this instance because these patients are in an inherently 
coercive situation--that is, they are not truly free to choose because 
they have pressing medical needs? 
 
(From Veatch, Recommended Reading #2) 
 
Case 5 
 
 A 20-year-old female member of the military police comes to see you 
for frequent headaches of recent onset. In taking a history you ask her 
if she has experienced any recent upsets. She states that indeed her 
headaches began shortly after she broke up a relationship with a friend. 
Attempting to give her the opportunity to ventilate her feelings of 
loss, you invite her to tell you what happened in this relationship. She 
states that she would rather not, but you insist that, in your opinion, 
it would be beneficial for her to talk about it. As she describes her 
relationship it becomes clear that she has been having a relationship 
with another woman. 
 
 You have heard that the commanding officer of the MPs believes that 
no one who practices homosexuality in any way, 
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shape, or form should 
remain in the military. This patient has been screened for HTLV-III 
related illness and is negative. It is possible that if you inform her 
commander of her homosexual conduct, her commander will bring action to 
have her administratively discharged. She wants strongly to remain on 
active duty. 
 
 Do you inform the MPs commanding officer? Why or why not? 
 
 
 
Case 6 
 
 A 35-year-old Air Force Major comes to the Emergency Room 
complaining of 48 hours of abdominal cramps and diarrhea. You notice on 
the Emergency Room record that he has a mildly elevated blood pressure. 
He says that this always happens when he sees a physician for the first 
time but on subsequent visits it always reverts to normal. Because of 
this, he asks that you not note it in his record, because he is a pilot 
and this would result in his temporarily being taken off flying status 
until he could get it officially straightened out. he is concerned that 
this might cause him to miss an important mission and harm his career. 
What do you do? 
 
(This case was given to you in the Human Context Course last year.) 
 
 
Case 7 
 
 You are seeing a soldier in whose unit several soldiers have been 
killed. He was referred to you by his Sergeant who noted that he was 
agitated and talked exceptionally fast. In response to questioning him 
about his response to his fellow soldiers' deaths, he states that is 
part of war and he can't wait to get back into battle to "kill the 
bastards that did it." He holds up an imaginary rifle and demonstrates 
what he would do. 
 
 He knows that you could retain him at least transiently for 
observation and pleads with you to send him back to his unit immediately 
so that he will not lose "credibility" with his fellow soldiers. 
 
 What do you do? 
_____________________________ 
Adapted from Colbach EM Ethical Issues in Combat Psychiatry. 
Military Medicine 150:256-265, 1985 
 
Case 8 
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 During combat you see a soldier who has recently seen many of his 
unit killed. He tells you that he wants to get out of combat and will 
accept whatever consequences would result from his refusing to go back 
to duty. He appears entirely calm and rational. You believe that he is 
probably reacting to his experience in combat and manifesting a stress 
response which 
 
would be best treated by sending him back to his unit after a brief 
treatment but are not certain. 
 
 What do you do? 
__________________________________ 
Adopted from Veatch RM Case Studies in Medical Ethics, pp. 245- 
250. Harvard University Press, Cambridge, Mass., 1977 
 
 
Case 9 
 
 During combat you are one among a few other military surgeons who 
are overwhelmed by injured soldiers, enemy soldiers and civilians of the 
country in which battle is occurring. The most seriously injured persons 
are about to be evacuated by helicopter. You observe, however, that 
those about to be evacuated consist only of your own soldiers and some 
of them might do satisfactorily if not evacuated, whereas a number of 
enemy soldiers will die if they are not promptly evacuated. You report 
this to your commanding officer. He says, "Keep those enemy soldiers 
alive so that we can question them. After that they can die, it doesn't 
matter to me." 
 
 What do you do? 
_________________________________________ 
Adopted from Livingston GS. "Medicine and Military" in Humanistic 
Perspectives in Medical Ethics (Edited by Visscher MB, pp. 268, 
Prometheus Books, Buffalo, 1972. 
 
 
Case 10 
 
 You, a military surgeon are overwhelmed by combat casualties. You 
are attempting to treat first those patients most severely injured who 
might survive as a result of your treatment. After evaluating patients 
just brought in consisting of your own soldiers and civilians, you begin 
to treat a civilian. Your superior officer says "Leave those civilians 
alone; there are dying marines all around you. I'll court martial you if 
you touch a wounded civilian." 
 
 What do you do? 
____________________________________________ 
Adopted from Parrish J l2, 20 and 5 A Doctor's Year in Vietnam. E.P. 
Dutton and Co., Inc., New York, 1962, pp. 213-264. 
 
 

22 



23 

Case 11 
 
Assume that you are a physician at Naval Regional Medical 
Center in Oakland and believe that patients have died because of a 
shortage of staff. After attempting to remedy this situation 
by going to the proper authorities, you believe that your options of 
working with the system are closed. 
 
What would you do? Why? 
_________________________________________________ 
Adopted from Probers Called to See "Needless" Death. Logan, The 
Washington Post August 16, 1977. 
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Session IV: Withholding Life-Prolonging Interventions 
 

September 14,1999 
 
   1300 - 1420 Joanne Lynn, M.D. 
 
   1430 - 1550 Discussion Groups 
 
Prioritized Learning Objectives: 
 

1. To know major ethical and legal considerations regarding the 
withdrawing and withholding of hydration and ventilation. 

 
2.  To discuss feelings physicians may have when treating 

severely ill patients. 
 

3.  To consider relieving patients' suffering even 
when this means using drugs which could hasten their death 

 
4.  To understand relative strengths and weaknesses of estimating 

the patient's preference and assessing their benefit/burden 
ratio when determining incompetent patients' treatment. 

 
5.  To appreciate strengths and weaknesses of, and distinctions 

between ordinary and extraordinary treatment, starting and 
stopping treatment, omission and commission, and of the 
doctrine of double effect. 

 
6.  To know recent representative court decisions and 

controversial legal issues regarding withholding and 
withdrawing food and water. 

 
Computerized Learning Experience: Lesson E 
 
Required Reading: 
 

1. Beauchamp, TL, Childress, JF: Principles of Biomedical 
Ethics, Oxford Press, 4th Edition, 219-235, 1994. 

 
2. Edwards, MJ, Tolle, SW: Disconnecting a Ventilator at the 

Request of a Patient Who Knows He Will Then Die: The 
Doctor's Anguish. Annals of Internal Medicine 117:254- 
256, 1992. 

 
3. Quill, TE: You Promised Me I Wouldn't Die Like This!: A  

Bad Death as a Medical Emergency. Arch Intern Med 155: 
1250-1254, 1995. 

 
 
 



Prioritized Recommended Reading on Reserve in the Library: 
 

1. Nicholson RH, Kody HG, Ulshaefer T and Qiu RZ: No Feeding 
Tubes for Me. Hastings Center Report, June 1987, pp. 23- 
26. 

 
(Contemporary views on withholding a nasogastric feeding 
tube from British, German, and Chinese perspectives.) 

 
2. Areen J: The Legal Status of Consent Obtained from 

Families of Adult Patients to Withhold or Withdraw 
Treatment. JAMA 258:229-236, 1987. 

 
(A current description of laws pertaining to  
family consent. The author points out that physicians cannot 
safely rely on family consent in the absence of legal 
authority, but since the courts are increasingly 
providing this authority, physicians who rely on family 
consent are unlikely to be sued successfully unless 
families are not acting in "good faith".) 

  
3. Morse: Final Requests: Preparing for Death. The 

  Washington Post, July 15, 1985, D5. 
 

(A discussion of the current status of two means by which 
patients can issue advance directives, the living will 
and the durable power of attorney.) 

 
4. Quilty WJ: Ethics of Extraordinary Nutritional Support. 

Journal of the American Geriatrics Society 32:943-944, 1984. 
 

(An Australian physician's views on whether or not 
hyperalimentation should be given to an 89-year old man 
who had Alzheimer's disease and had suffered a 
cerebrovascular accident which left him stuporous.) 

 
 

5. Curran WJ: Law-Medicine Notes/Defining Appropriate 
Medical Care: Providing Nutrients and Hydration for the 
Dying. NEJM 313:940-942, 1985. 

 
(A criticism of the court's solution in the Conroy case.) 

 
6. Wanzer, SH, Federman, DD, Adelstein, SJ, et al. The 

Physician's Responsibility Toward Hopelessly Ill 
Patients. The  New  England  Journal  of  Medicine 
320 (13) :1989, 844-849. 

 
(A state of the art document discussing among other 
important issues the use of extra analgesics which may 
shorten a patient's life.) 

 



7. Marcus, E: Living with Court Limits on "Right to Die". 
The Washington Post, June 2, 1990, A8 

 
(A short article on the implications of the Cruzan 
decision namely that patients should be encouraged to 
indicate advance directives) 

 
 

8. Engelhardt and Rie: Intensive Care Units, Scarce 
Resources and Conflicting Principles of Justice. JAMA 
255:1159-1164, 1986. 

 
(A discussion of difficulties encountered in attempting 
to design a system to distribute scarce resources justly.) 

 
9. Smedira, NG, et al.: Withholding and Withdrawal of Life 

Support from the Critically 111. New England Journal of 
Medicine, 322(5) :1989, 309-314. 

 
(A study indicating that about half of the deaths of 
patients dying in an ICU are due to their care being 
withheld or withdrawn.) 

 
10. Emanuel, EJ and Emanuel, LL: The Promise of a Good Death. 

The Lancet, 351: 1998, 21-29. 
 

(This article focuses on the need to provide better care 
to patients over weeks and months when they have a 
prodrome before dying, such as patients with congestive 
heart failure and COPD. 

 
11. Booth, W: Oregon Suicide Is Called the First Under Law 

  Legalizing Doctor Role. The Washington Post, March 16, 
  1998. A7. 
 

(This article, in addition to presenting information and 
some pros and cons of the new law, describes the first 
patient who used it, a woman in her mid-eighties with 
breast cancer.) 

 
12. Lowe, AD: Feeling the Final Exit. ABA Journal, September 

1997, 47-52. 
 

(This article provides a succinct summary of the recent 
Supreme Court holdings regarding physician-assisted 
suicide and it discusses some of the key considerations 
regarding this practice, as well.) 

 
 
 
 
 



INTRODUCTION TO SESSION IV 
 

September 14, 1999 
 

 The focus for Session IV will be on the care of patients who 

are reaching the end of their lives. Joanne Lynn, a world-renowned 

geriatric and hospice physician, will present state-of-the-art 

approaches to the care of dying patients. 

 

 In general, when competent patients have terminal illness, 

they can refuse any measures which would prolong their lives 

without their refusals being construed as a suicide attempt. They 

can, for example, refuse treatment with chemotherapy for cancer. 

 

 Problems arise in regard to what should count as terminal 

illness. If, for example, a patient with early Alzheimer's Disease 

refuses a potentially life saving treatment, such as penicillin 

for pneumonia, the nature of the patient's refusal may be in 

doubt: Should the patient's refusal be considered "valid" or 

should it be more construed as a "suicidal equivalent" stemming 

from depression? 

 

 When patients have terminal illness, there is an ethical and 

legal consensus that they should be given as much pain medication 

as necessary to provide maximal comfort. Careproviders cannot give 

patients doses of analgesics which they know will kill them. As 

long as careproviders' intent is to relieve patients' pain 

however, they may do so even if the medication could trigger 

patients' death prematurely by impairing patients' respiratory 

drive. 

 Some physicians believe in the sanctity of life so that they 

would not give excessive doses of analgesics if this could hasten 

death. This unwillingness to provide relief from pain could be to 



a patient's detriment. In my view, physicians holding such a view, 

at a minimum, should inform patients who may face this situation, 

that they hold this personal view. Preferably, they should treat 

patients whose likelihood of encountering this situation is 

negligible. 

 

 Patients who do not have an imminently terminal condition, in 

most instances, also can refuse life sustaining treatment. 

Patients with amyotrophic lateral sclerosis, for example, may 

refuse ventilary support which could sustain their life for years. 

 

 At one time it was believed that it was preferable, at least 

legally, not to start patients on a respirator, than to 

discontinue it later. Ethically and legally, the opposite is now 

the case, because unless artificial ventilation is initiated, it 

is often unclear how a patient will tolerate this experience. 

 

 Some physicians oppose withdrawing artificial ventilation 

because they believe -- rightfully -- that dying by suffocation is 

a "terrible death". Patients' potential agony can be eliminated, 

however, by use of medications such as morphine and valium. If a 

patient, even with these medications, finds the experience of 

having ventilation withdrawn too stressful, ventilation can be 

restarted. 

 

 Whether to withdraw ventilation from infants can be 

especially problematic since infants cannot indicate their 

preferences. The decision is best made by assessing infants' 

benefits and burdens, which may be difficult. Does, for instance, 

the pleasure an infant gets from hugs outweigh the burden of 

experiencing artificial respiration and of undergoing such 

procedures as being suctioned? 



The decisive consideration may sometimes be who should make the 

decision. This usually should be the parents since they are the 

ones most closely involved. Yet, if they are overly involved, 

their ability to assess their infant's interests may be highly 

impaired. 

 

 Not too long ago, it was felt that providing food and water 

to patients was ethically equivalent to providing comfort to 

patients by touching them. More recently, withholding artificial 

nutrition and hydration has been construed as equivalent to 

withholding other interventions. 

 

 As with ventilation, some care providers are unwilling to 

withdraw nutrition and hydration because they believe that dying 

from hunger or thirst is a terrible way to die. In many patients 

with serious illness, however, the experience of hunger and thirst 

differs from that of persons who are healthy who would, of course, 

experience substantial discomfort. Unhealthy persons may not want 

to eat and the effects of dehydration due to not drinking may 

diminish rather than increase pain. Further, if discomfort occurs 

when patients go without artificial nutrition and hydration, 

medications such as those named previously can be given to 

alleviate it, or if their conditions become overly burdensome, 

nutrition and hydration can be initiated. 

 

 One such dilemma arose recently in New Jersey and involved an 

84-year old terminally ill woman, Claire Conroy, who was mentally 

incompetent. Her nephew, her sole living relative, sought judicial 

authorization to have her nasogastric tube removed so that she 

could die. The trial court decided to permit removal of the tube, 

 



but the intermediate appellate court reversed this holding. On 

appeal, the New Jersey Supreme Court ruled that a nasogastric tube 

is a form of "artificial feeding" and, as such, may be classified 

as a medical procedure which may be withdrawn from a dying 

patient. 

 

 An incompetent patient is entitled to the same respect as a 

competent patient. If, for example, an incompetent patient has a 

terminal illness, is suffering, and has previously stated that he 

wants life-prolonging treatments withheld, ethically, his wish 

should be respected even if his family objects. Legally,a patient 

can best express his preference in such instances by issuing an 

advance health care directive such as a living will or by 

appointing a durable power of attorney. 

 

 Living wills can provide physicians immunity for withholding 

or withdrawing treatment from incompetent patients who are 

terminally ill. Appointing a durable power of attorney is a legal 

means by which patients can enable others to make decisions for 

them if they become incompetent. Its use is recognized in all 

states, but its practicality may be limited because many patients 

tend to deny their prognosis, especially when they have an 

illness, such as Alzheimer's Disease, which is slowly progressive. 

Exploring these options early in the course of terminal illness 

may enable patients to be more active in their own care. Sometimes 

this requires initiative on the part of the physician. When 

homosexual patients who have AIDS are estranged from family 

members, for example, physicians might take initiative to inquire 

if they wish to appoint a surrogate decision-maker. 

 

 In principle, for a patient to be considered legally 



incompetent, this judgment should be made by a court and a legal 

guardian appointed. To an increasing extent, physicians are 

willing to act without legal authority when the patient's best 

interest and expressed preferences correspond with the family's 

preferences. Since the family or next of kin would most likely be 

appointed surrogate decisionmakers if a guardian were appointed by 

a court, the legal risk to physicians acting in the absence of 

express legal authority is likely to be minimal. 

 

 Generally, a formal declaration of incompetence and the 

appointment of a guardian should be considered when treatment is 

major, the illness is progressing, or the patient is difficult to 

manage. A guardian's authority may be limited, however, and 

patients found incompetent to refuse psychiatric treatment may 

remain competent to refuse medical intervention. Physicians, 

therefore, must know the law of the jurisdiction in which they 

practice. If, for example, they are in doubt as to a guardian's 

authority, they should request to see the court order of 

appointment or contact the appointing court directly. 

 

 When patients are permanently comatose and treatment is 

futile, whether treatment can be withheld or withdrawn may be 

decided on the basis of the "subjective" standard (i.e., what is 

presumed the patient would have wanted), or the "objective" 

patient standard (i.e., what most patients in the same situation 

would want, taking into account the patient's particular burdens 

and benefits) .The former standard most respects patients' 

individuality by permitting family members or others closest to 

the patient to implement patients' personal desires. It allows 

more possibility, 

 



however, that those speculating regarding the patient's 

preferences, knowingly or unknowingly, may impose their biases. 

Ms. Mary Hier, a woman in her nineties was irreversibly 

incompetent, for example, and pulled out her gastrostomy tube. Her 

surgeon testified that he believed she didn't want it reinserted, 

but later acknowledged that he had expressed this opinion in part 

because he wanted to save taxpayers' money. 

 

 What kinds of evidence accurately indicates patient 

preference? The patient's pulling out a nasogastric or gastrostomy 

tube? The patient's groaning as if in pain when moved? The 

patient's seeming to like ice cream? All have been cited as 

evidence in recent cases. What problems do you see in using these 

as evidence of a patient's "true" preference? 

 

 A key determination when the objective patient standard is 

used is which intervention would cause the least suffering. 

Physicians should know what other patients in the same situations 

tend to experience. Dying by suffocation, for instance, is an 

agonizing experience, but a patient can remain relatively serene 

if he is given morphine and valium prior to being taken off a 

respirator. If, on the other hand, the patient experiences 

distress, the respirator could be reconnected. As a second 

example, most healthy persons feel hungry and thirsty when food or 

water is withheld. Patients with cancer often experience little 

discomfort. 

 

 When patients with terminal illness have severe pain but are 

competent, physicians should assure that they receive medication 

to relieve pain. In hospices, physicians attempt to relieve 

suffering 



even when this might precipitate death by compromising 

respiration; they have not been prosecuted. Ethically, a competent 

patient should be allowed to choose whether or not he wishes to 

risk dying prematurely in order (hopefully) to obtain relief from 

his pain. Accordingly, an incompetent patient should have as much 

access to pain relief as a competent patient or else the 

discrimination between the two would be invidious. 

 

 When a patient is irreversibly incompetent, who should decide 

what treatment the patient receives? In the Quinlan case, the 

court decided that this decision should be made by the patient's 

family and physician and an ethics committee. The ethics committee 

in this case was intended to insure that the medical conclusions 

were reasonable, not to decide life or death. In Massachusetts, 

such decisions must be made by the court. What do you imagine to 

be the major advantages and disadvantages of each approach? 

 

 What role should cost considerations play? How should costs 

be weighed against a patient's life? Should there be a distinction 

between how much society will pay to keep competent patients and 

incompetent patients alive? Engelhardt, et al., in the last 

recommended reading suggests that one criterion which might be 

considered is whether or not a patient can provide self-care. Do 

you agree? Do you think a physician should be permitted to make 

the decision that an incompetent patient should die because 

treatment costs too much, or should a court, or should such 

decisions be prohibited? 

 

 Should an irreversibly comatose patient be kept alive so that 

relatives can arrive from a distant state before the patient dies 

 



or so that a spouse who cannot accept his partner's death can have 

more time to adjust to it? In these cases, as when an incompetent 

patient is kept alive at his own request, the cost is 

considerable. These last two situations have occurred at Walter 

Reed or Naval Hospital in the last few years and in both instances 

these patients were kept alive. Do you consider this allocation of 

funds justified? 

 

 A focal question on this issue is when, if ever, nutrition 

and hydration should be withheld or withdrawn when patients are 

permanently unconscious or in vegetative states. Although food and 

water may be qualitatively distinct from other life-supporting 

measures such as a respirator, how much of society's exceptional 

regard for food and water should count in deciding what is 

medically mandatory is open to debate. If withdrawing food and 

water were precluded in all cases, some patients would experience 

prolonged suffering. 

 

 Does the provision of food and water represent ordinary or 

extraordinary treatment; and is this distinction ethically 

important? The ordinary/extraordinary distinction has been used by 

courts to categorize life support technology in the degree to 

which it is intrusive or expensive. Although these two 

considerations are important, the terms ordinary and extraordinary 

provide little substantive clarification to the underlying values 

in conflict. 

 

 Should a distinction be made between starting and stopping 

treatment? Clinicians have feared that if they withdrew 

treatments, such as a respirator or IV, they would be more 

vulnerable to legal sanctions than if they were never started. 

This reluctance is 



reinforced because it is psychologically more difficult to stop 

than not to start treatment. Clinically, it is preferable that it 

be easier to start treatment than to stop since the degree to 

which a patient will benefit from medical interventions may become 

apparent only after they are tried. The ethical distinction 

between not starting and stopping treatment is similar to that 

between bringing about a patient's death by failing to act and by 

acting. 

 

 Is pulling out a patient's intravenous line or unplugging his 

respirator failing to act or acting? The consequence, in both 

cases, is identical. Some argue that there is no morally relevant 

distinction between killing by an act of commission and omission. 

Yet, the law may hold otherwise and public regard for physicians 

might change if they actively killed patients. When physicians 

began performing abortions after Roe v. Wade in 1973, did the 

public's view of doctors change? Is this example a valid test of 

this question? Would public respect for physicians change if 

physicians performed euthanasia on patients who were suffering? 

Recent reference on physician assisted suicide are listed in the 

recommended readings. 

 

 At some hospitals, patients on respirators who want to die 

are given heavy sedation and their blood chemistries are ignored 

until they suffer cardiac arrest. Is this practice morally 

equivalent to allowing a patient to die by withholding food and 

water? Would society accept this practice if it were more openly 

acknowledged? 

 

 It is necessary to distinguish between killing which is 

unintended and killing which is intended. This doctrine of double 



effect has been raised in regard to whether or not it is morally 

permissible to kill a fetus to save the mother's life. By analogy, 

a physician might be permitted to withdraw a patient's IV if this 

were the only way to relieve his suffering, but not if the 

patient's death were the physician's primary intention. 

 

 This distinction, however, like that between extraordinary 

and ordinary treatment, may blur rather than illuminate the values 

in conflict, namely the sanctity of life versus relief from 

suffering. Yet, this distinction is important in protecting 

physicians legally. Although prescriptions of high doses of 

morphine in hospices may be tolerated by society because it 

relieves suffering; giving lethal injections to prisoners to bring 

about death might not. 

 

 Three cases involving the withdrawal of nutritional support 

from incompetent patients illustrate recent court responses to 

these issues. In the Barber case which occurred in California, 

physicians stopped intravenous feedings to a patient irreversibly 

comatose. They were prosecuted for murder despite the fact that 

the patient had indicated when competent that he would not want 

his life prolonged in this state and his family had given written 

consent for his treatment to be discontinued. The court ruled that 

nutrition should not be considered distinct from other life-

preserving interventions when further treatment would be futile. 

The court considered a benefit versus burden analysis. 

 

 A second case involved Mary Hier, a 94-year-old woman. She 

had been taking anti-psychotic medication for several years and 

pulled out her gastrostomy tube. Two questions raised were whether 

 



thorazine should be given against her will and whether the 

gastrostomy tube should be reimplanted. Applying the subjective 

patient standard, the court initially decided that she would want 

thorazine but not the surgery, inferring that her removing the 

tube reflected her genuine, desire. 

 

 This case illustrates the great difficulty which can arise 

when attempting to determine an incompetent patient's subjective 

desire. Psychologically, even persons who make serious suicide 

attempts may feel ambivalent about death. Ms. Hier's pulling out 

her gastrostomy tube may have represented one side of her 

ambivalence rather than a clear intention. 

 

 Consider the case of Claire Conroy. Ms. Conroy showed only 

slight awareness, sighing as if experiencing pleasure when 

massaged, and groaning when moved. The criteria the court 

established for deciding future cases of this sort involve the 

patient's prior wishes, the benefit-burden ratio, and a 

combination of both. 

 

 The United States Supreme Court has decided another case 

involving Mary Cruzan, a patient in a persistent vegetative state. 

Basically, the court said that each state may determine its own 

standards and procedures for withdrawing life preserving 

interventions. 

 

 The court also stated that it regarded hydration and 

nutrition to be interventions ethically equivalent to placing a 

patient on a respirator as opposed to a different kind of entity 

representing basic care to give the patient dignity and comfort. 



 In practice, it would appear that Cruzan changed little. It 

was important before Cruzan to learn patients' preferences prior 

to their becoming incompetent. It remains so. 

 

 A development which has taken place since the Cruzan holding 

is the passage of the Patient Self-Determination Act. This act 

requires all medical facilities receiving medicare or medicaid 

funds to inform patients admitted to that facility that they may 

issue advance directives, such as a living will and durable power 

of attorney, if they later become incompetent. Those favoring it 

believe that it will promote patient autonomy, make it easier for 

ward staff to determine what to do, and perhaps save costs of 

treating patients whose treatment is futile and who would not have 

wanted treatment. Those opposing the act fear that highly 

sensitive issues may be dealt with impersonally, perhaps by 

nonmedical personnel admitting patients to the hospital. 

 

 A recent case which represents a new holding involved Mrs. 

Helga Wanglie. In this case, her doctors went to court to seek 

permission to discontinue the respirator which kept her alive in a 

persistent vegetative state. In this state, it is believed that 

patients have no human awareness, such as hearing, touch, or the 

sensation of pain. The court decided that the decision should be 

left to patients' families so long as they are competent. 

 

 An emerging controversial issue is what conditions should 

render a substitute decisionmaker incompetent. One question 

involves substitute decisionmakers who have severe mental illness, 

such as schizophrenia. Consider this example: 

 

 A woman is comatose with a terminal illness, but after 

surgery 



she may regain consciousness and survive another six months or so. 

Her husband says she would not want the surgery, yet you discover 

that he has had extramarital affairs and may be having one now. 

 

Should he be permitted to decide against surgery as his wife's 

substitute decisionmaker? 

 

 An extremely controversial issue is, of course, physician 

assisted suicide. You may want to consider what you believe you 

should do if and when a patient makes this request. 

 

 Should individuals be able to control the time and manner of 

their death? This question has engendered as much divisiveness as 

any single ethical dilemma other than abortion. The Supreme Court, 

however, has ruled (Vacco v. Quill (1997)) and Washington v. 

Glucksberg (1997) that individuals have no Constitutional right to 

assistance in committing suicide. The rulings do not preclude, 

however, the States from legalizing physician-assisted suicide. 

These ruling have had twin effects. First, the emotional and legal 

turmoil over this issue has shifted to the States. Second, renewed 

emphasis has been placed on the type and quality of palliative 

care and compassion which persons receive during the process of 

dying. 

 

 Assisted suicide remains a crime in the overwhelming majority 

of states. Affirming this fact, the Supreme Court noted that, 

 

We are confronted with a consistent and almost universal 

tradition that has long rejected the asserted right, and 

continues to reject it explicitly today, even for 

terminally ill mentally competent doctrine and practice, 

and [is] the considered choice 



  

of almost every State. 

 

 The Supreme Court further pointed out that although the 

holding in Cruzan provides that a patient retains the right to 

refuse unwanted medical treatment, it does not confer the right to 

hasten one's death. It is true that "the common law rule that 

forced medication was a battery and [there is a] long legal 

tradition protecting the decision to refuse unwanted medical 

treatment." However, there is a rational basis for distinguishing 

between unwanted medical treatment and physician-assisted suicide. 

The important distinction, the Court said, is that, 

 

When a patient refuses life-sustaining medical 

treatment, he dies from an underlying disease or 

pathology; but if a patient ingests lethal medication 

prescribed by a physician, he is killed by that 

medication. . .. A physician who withdraws, or honors a 

patient's refusal to begin, life-sustaining medical 

treatment purposefully intends... only to respect his 

patient's wishes and `to cease doing useless and futile 

or degrading things to the patient [who] no longer 

stands to benefit from them.' 

 

The same is true when a doctor provides aggressive 

palliative care; in some cases, painkilling drugs may 

hasten... death, but the physician's purpose and intent 

is, or may be, only to ease his patient's pain. 

 

 

 



A doctor who assists a suicide, however, `must, 

necessarily and indubitably, intend primarily that the 

patient be made dead. 

 

 The ethical dilemma which remains for physicians is the 

competition that arises between the interests of the patient and 

the interests of others- especially in an era of managed care and 

high medical costs. Two questions that must be considered are: 

 

 

1. What would happen if the elderly and the infirm would 

be required to continue to justify their existence? 

 

 

2. What can be done to prevent subtle, virtually 

undetectable pressure from being placed on terminally 

ill patients by family, friends, and caregivers- any or 

all of whom may have interests independent of the 

interests of the terminally ill person? 



Session IV - Cases for Discussion 
 

September 14, 1999 
 
 
Case 1 
 
 A 32-year-old woman presents chief complaints of increasing 
fatigue, abdominal pain, shortness of breath, and headaches. She has 
lost 15 pounds over the past four months. 
 
 On physical examination, the patient is found to have hepatomegaly, 
a left flank mass, and weakness of the left arm and leg. She is admitted 
to the hospital and is found to have a renal cell carcinoma, metastatic 
to the liver, lung, and brain. Consultants agree that no treatment will 
alter the progression of the disease, and they advise against surgery, 
radiation therapy, or chemotherapy. 
 
 What might your negative feelings be in this situation? 
 

- Inadequacy because of the inability to alter the patient's course 
- Fear of your own vulnerability to a similar condition 
- Anger about the cruelty of life 
- Distress by the plight of the patient's husband and children 
- Depression 
- Frustration about the unsuitability of caring for a dying patient    
  in an acute care hospital 

 
Which of the following are constructive responses and which 
destructive? 

 
- Listen attentively to the patient's concerns and emotional   
  reactions 
- Avoid conversation with the patient and family. Become hard to   
  reach and postpone returning phone calls 
- Allow the patient to participate in decisions as she desires or  
  is able 
- Fail to acknowledge a reluctance to care for or talk with the  
  dying patient 
- Ascertain by appropriate means the patient's wishes about DNR  
  orders, sustaining treatment, hospicecare, homecare, 
  and experimental therapy 
- Review medication to assure symptomatic relief 
- Fabricate or equivocate about prognosis 
- Deny other health care professionals the opportunity to express  
  their attitudes and emotions 
- Ridicule or criticize others who express distress at caring for  
  dying patients 

 
 She becomes disoriented and confused and from her grimacing and 
groans seems to be in constant pain. Excessive doses of 
 



morphine could relieve her distress but also could kill her. Do you 
relieve her pain? 
 
Case 2 
 
 A 73-year-old man, brought to you by his elderly brother and 
sister-in-law with whom he lives, has become increasingly forgetful and 
confused over the past 2. 1/2 years. After two episodes of night 
wandering and one episode of combative behavior during which he did not 
recognize his brother, they bring him to the clinic. He cannot remember 
to take medication prescribed for arthritis and cardiac arrhythmias. He 
sometimes dresses inappropriately and on several occasions has urinated 
on the floor outside his bathroom. 
 
 His brother, in a separate interview, expresses distress and some 
disgust. "He forgets what he wants in the time it takes to go upstairs. 
I spend all day looking after him. He's almost a fulltime job. If it 
gets worse, we may have to find a place for him somewhere." 
 
 The patient has just been evaluated at your hospital. The diagnosis 
of Alzheimer's disease is verified in his records. 
 
 Which of the following negative feelings might you have in this 
situation? 
 

- Irritation by another case which is likely to be 
  "untreatable" 
- Annoyance at the brother's attitude 
- Hopelessness about your inability to improve the patient's 
  quality of life 

 
 Which of the following are constructive responses and which 
destructive? 
 

- Tell the patient's family that nothing can be done. 
- Discuss with the family the likelihood that the patient will   
  become progressively dependent and show willingness to remain   
  involved 
- Discuss other resources available, now and in the future. 
- Discuss the financial situation of the patient 
- Urge the family to place the patient in a nursing home 

 
 This patient subsequently shows kidney failure and is placed on 
renal dialysis. The dialysis unit states that his care is expensive and 
he is taking the place of another competent patient who could benefit 
more. They want dialysis terminated. 
 
 Assume that the family agrees and that there would be no adverse 
legal repercussions. Should dialysis be discontinued on the basis of 
this man's irreversible incompetence and the expense of his treatment?" 
 
 



Case 3 
 
 Mr. C.D. is 81 years old with severe dementia and totally dependent 
for assistance with activities of daily living. He has been your patient 
and a resident at an intermediate care facility for the past 2 years. He 
has one relative, a second cousin that visits about once every two 
months. His social interactions have decreased and his food intake has 
become erratic, necessitating feedings by hand by an assistant. 
 
 In the last two weeks, he has been refusing food and water; 
spitting out food, clamping his mouth shut, and pushing hands away. He 
has lost twenty pounds and is mildly to moderately dehydrated. You 
consider the institution of tube feedings. 
 
 A feeding tube is placed and Mr. C.D. pulls it out repeatedly. It 
becomes apparent that only by constantly restraining his hands and feet 
will the feeding tube stay in. 
 
 Mr. C.D. 's cousin believes that this patient is suffering and 
would want to die if competent and able to express his desires. Should 
this patient's nearest relative be permitted to decide for him or should 
this decision be made by his physician, an ethics committee, or the 
court? 
 
 What should the decision be? Why? 
 
Case 4 
 
 A child has been born with meningomyelocele, a congenital defect of 
the lower spine and spinal cord coverings which allows the spinal cord 
to be exposed. The parents of this child have five previous children and 
have some savings to pay for their future education should they wish to 
go to college, but, otherwise, just make ends meet. 
 
 If untreated, 60 to 80 percent of such children die within the 
first year of life, due to meningitis, hydrocephalus (accumulation of 
fluid around the brain), or kidney disease. There are new surgical 
techniques with which such infants can be aggressively treated soon 
after birth. However, this child has a large area of defect with some 
hydrocephalus already present, and in such cases the benefits from 
surgery have been minimal. 
 
 A pediatrician on the staff argues that this is a case in which it 
would be appropriate to intervene to end the life of the infant quickly. 
He states, "Having seen children with unoperated meningomyeloceles lie 
around the ward for weeks or months untreated, waiting to die, I can't 
help feeling that the highest form of medical ethic would have been to 
end the pain and suffering, rather than wishing that the patient would 
go away." 
 
 The chief of pediatrics retorts that it makes no sense to talk 
about the infants "waiting to die" and suffering in that light, 



since they do not, at that age, have the capacity for self-and future-
awareness that such suffering would require. He concludes that therapy, 
even where cure is not possible, is still a major goal of medicine, and 
that one can't get off the hook by doing away with the patient. 
 
 Assuming that the parents regretfully do not want treatment, and 
that legally any of the following would be permissible, which of these 
approaches would you find most acceptable? 
 

- Positive euthanasia 
- Withhold food and water 
- Treat surgically 

 
(Adapted from Ethical Decisions in Medicine, Howard Brody) 
 
 
 
Case 5 
 
 This patient is an elderly individual who resides in a nursing home 
and suffers from severe dementia and incontinence. He spends his day in 
bed or in his wheelchair staring at the world around him, occasionally 
responding in a confused way to the environment. When he develops a 
severe urinary tract infection-and he does so on a regular basis--he is 
transferred to a hospital for care until the infection is cured. Then he 
is transferred back to the nursing home. It costs society considerable 
money to provide care for this elderly, demented patient. Should 
physicians keep this factor in mind when deciding whether or not they 
should aggressively treat this patient's infection? Would that depend on 
who is paying for the patient's nursing home and the accompanying 
medical care? 
 
(Adapted from Bioethics Readings & Cases, Baruch A. Brody and H. 
Tristram Engelhardt, Jr.) 
 
Case 6 
 
 The patient in this case is a 77-year old gentleman who has 
recently been diagnosed as having oat cell carcinoma of the lung. The 
tumor is fairly widespread. The physicians treating the patient 
recommend a combination of radiation therapy and chemotherapy. They 
point out that this usually increases survival by many months, and also 
provides some palliative care. The patient refuses the care suggested, 
but for a very unusual reason. He is concerned that the cost of this 
care (including the cost of his wife staying with him near the hospital) 
will use up whatever money he has saved. He wants to leave as much as 
possible to his wife. All of the people caring for this patient are much 
moved by his feelings, but they are also much moved by the wife's 
insistence that he be pressured to accept therapy. Sadly enough, real 
conflict has arisen between these two loving older people, and everyone 
is distressed by the couple's conflict. What should be done in such a 
situation? 



(Adapted from Bioethics Readings & Cases, Brody and Engelhardt)  
 
Case 7 
 
 Mr. C is a 55-year-old former coal miner who has been retired for 
the last ten years because of black lung disease compounded by chronic 
obstructive pulmonary disease attributable to Mr. C's 40year habit of 
smoking two to three packs of cigarettes a day. Over the last year and a 
half, he has been hospitalized three times because of his lung disease, 
intubated, and then slowly weaned from his ventilator and sent home. He 
was last discharged from the hospital six weeks before. He continues to 
smoke heavily and recognizes that his life expectancy is very meager. 
After the last hospitalization, he completed a directive to his 
physician in accordance with his state's natural death act. He 
instructed that, should he be hospitalized again, he did not want to be 
put on the ventilator, but rather made comfortable and helped to die 
with as little pain as possible. He amplified this directive with a note 
in which he explained that he had lived a full life and could not stand 
being put on a ventilator again. In that note he emphasized that, should 
he be hospitalized and request treatment, the request should be 
disregarded. The last time he was hospitalized he recalls being 
disoriented and not being able to carry through his wish not to be 
intubated again. Two weeks later, he is hospitalized again, gasping 
"Help me, help me!" Because of the directive he signed, rather than 
intubating the patient, the physicians sedate him so that he dies 
peacefully. 
 
 Did these physicians act in the patient's best interest? 
  
(Adapted from Bioethics Readings and Cases, Brody and Engelhardt) 
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Prioritized Learning Objectives: 
 
1. To learn about the patient/careprovider relationship. 
 
2. To learn a philosophical approach to ethical dilemmas. 
 
3. To explore the degree, if any, to which medical students should 

deceive a patient by lying about their status or past experience to 
enhance their own learning. 

 
4. To consider the degree, if any, to which a medical student or 

physician should learn medical procedures on patients who cannot 
give fully informed consent and if they do, the degree to which 
they should inform patients' relatives. 

 
5. To explore whether there are situations in which a medical student 

might be ethically justified in refusing to do what medical 
faculty, attendings, and residents ask or require. 

 
6. To explore whether physicians owe their patients personal 

sacrifice, whether this involves sacrificing time from their family 
or treating patients from whom they could acquire AIDS (i.e., by 
doing cardiac surgery). 

 
7. To explore whether a physician or medical student should defer to 

patients' requests when meeting these requests would violate 
physicians' own values. 

 
8. To consider the philosophical basis of the patient/physician and 

patient/medical student relationships. 
 
Computerized Learning Experience: Lesson C 
 
 
Required Reading: 
 

1. Beauchamp, TL, Childress, JF: Principles of Biomedical 
Ethics, Oxford Press, 4th Edition, 125-128, 146-151, 
346-347, 1994. 

 
 



2. Christakis, DA, Feudtner, C: Ethics in a Short White 
Coat:  The Ethical Dilemmas that Medical Students 
Confront, Academic Physician, pp. 10-15, July 1993. 

 
3. Hoffman, S: A Student Examines Life on the Wards. 

Harvard Medical Bulletin, 1, pp. 15-19, Feb 1991. 
 
Prioritized Recommended Reading on Reserve in the Library: 
 

1. Pellegrino E, Thomasma D: A Philosophical Basis of 
Medical Practice. pp. 207-220, New York, Oxford Press, 1981. 

 
(A section from Dr. Pellegrino's book giving a brief overview 
of his notion that illness is a unique human predicament such 
that when the physician "declares aloud" that he will heal or 
help, this "act of profession" has unique implications). 

 
2. Dworkin and Cassell: The "Student Doctor" and a Wary 

Patient. Hastings Center Report, pp. 27-28, Feb 1982. 
 

(Two commentaries on medical students' obligations when a 
patient asks about his past experience performing spinal 
taps). 

 
3. Veatch R: The Student Doctor: Training in Deception. 

In Case Studies in Medical Ethics, Chapter 6, pp. 147- 
  149. 
 

(A brief description of a series of letters which appeared in 
the New England Journal of Medicine regarding the question 
whether or not medical students should introduce themselves 
as "Doctor") 

 
4. Zuger, A: Professional Responsibilities in the AIDS 

Generation: AIDS on the Wards: A Residency in Medical Ethics, 
Hastings Center Report, pgs. 16-20, June 1987. 

 
(An article which highlights obligations faced by physicians 
as a result of the emergence of AIDS) 

 
5. Shelp, EE: Practicing Procedures on Dying Children: 

  The Hastings Center, pg. 11-12, August 1990. 
 

(Two perspectives on whether procedures should ever be 
learned using children who are dying and, if so whether their 
parents should be asked for consent) 

 
6. Orlowski, JP, Kanoti, GA and Mehlman, MJ: The Ethical 

  Dilemma of Permitting the Teaching and Perfecting of 
  Resuscitation Techniques on Recently Expired Patients. 
  The J of Clinical Ethics, 1(3) :201-205, 1990. 
 



 
(An article analyzing the ethical obligation to obtain 
consent when "practicing" resuscitation techniques on a~ 
patient who has just died) 

 
7. Orr, DA, Bramble, MG: Tricyclic Antidepressant 

Poisoning and Prolonged External Cardiac Massage During 
Asystole. British Medical J, 283:1107-1108, 1981. 

 
(An article cited in the text in which a patient who 
took an overdose of tricyclic antidepressants recovers 
after three hours of external cardiac massage) 

 
8. Riggs, G: What Should We Do About Eduard Pernkopf's 

Atlas? Academic Medicine, 73(4): 380-386, 1998. 
 

(Eduard Pernkopf created an anatomy atlas illustrated 
by dissections of cadavers which could have been 
victims of Nazi atrocities. The author discusses 
whether or not the atlas should be used). 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



INTRODUCTION TO SESSION V 
 

September 21, 1999 
 

 In this session, Dr. Ed Pellegrino, a renowned ethicist will 

present his view of the patient/care-provider relationship and the 

patient/medical student relationship and will analyze ethical 

dilemmas. In Dr. Pellegrino's dialogue, he will begin by 

discussing the degree to which medical students should learn 

medicine by practicing on patients without their or their 

relatives' fully informed consent. This issue will be presented by 

a videotaped vignette which raises the question what a student 

should tell patients regarding their past training and experience 

when they want to perform more difficult procedures such as a 

spinal tap. 

 

 Case 1 for your discussion group raises the same issue as the 

first vignette. Case 2 raises issues regarding medical students' 

learning on a comatose child; and Case 3 medical students' 

learning on a patient who has just been brought into the emergency 

room and died while relatives are waiting outside. 

 

 One of the other dilemmas Dr. Pellegrino will discuss 

involves physicians' obligations to make sacrifices for their 

patients. These sacrifices can range from physicians risking their 

lives to their compromising time with their family and children 

by, for example, reading medical journals at home to keep abreast 

of their field. 

 

 Views on physicians' obligations to make such sacrifices 

vary. Some believe that the physician, like a car mechanic, is 

bound by a contractual agreement and that alone. Dr. Pellegrino 

disagrees. He believes that when physicians offer to care for a 



patient, physicians implicitly promise that they will take on 

obligations to that patient which go beyond those one would expect 

from a casual acquaintance or when making a contract to buy a car. 

Among the justifications of physicians' special obligations to 

patients is the difference in the bargaining position of the 

physician and the patient. This results in large part from 

patients' lack of knowledge about their illness and from their 

fears concerning their illness. Due to these factors, the patient 

is not fully free to negotiate. 

 

 Related questions could be asked concerning military 

physicians' duty to make sacrifices for their patients. 2LT 

Hadley, a student who took this course three years ago, raised a 

particularly interesting dilemma. He asked, "Are military 

physicians ethically obligated to remain with wounded soldiers 

awaiting capture?" What do you think about this question? 

 

 Physicians' obligations to their patients have been 

questioned with new intensity since the emergence of HIV related 

illness. Physicians fear that they could become infected from 

performing mouth-to-mouth resuscitation on patients with HIV or 

from nicking themselves while performing surgery. Some physicians 

believe they should have the right to refuse to perform at least 

elective surgery on such patients. Others believe that they should 

at least have the right to insist that patients on whom they do 

surgery be tested for HIV before surgery. What do you think? Even 

if such patients are not tested, or refuse to be, surgeons still 

could take precautions as if these patients had HIV. Yet, if 

surgeons are nicked, they would not know if they are at risk. 

Also, patients may be at  

 



greater risk during surgery if such precautions are taken. Do 

these considerations change your view? 

 

 In pre-antibiotic days, physicians generally accepted the 

risk that they could acquire a fatal disease such as tuberculosis 

from their patients, but when antibiotics provided a potential 

cure for most infectious diseases, physicians' acceptance that 

practicing medicine could involve risking their lives for their 

patients became less common. The question of whether to take time 

to be with one's family, another kind of sacrifice has always 

existed. 

 

 Ethically, this conflict is exceptionally difficult because 

time away from one's family can involve genuine loss to one's 

spouse and one's children, and the children may be exceptionally 

vulnerable to a physician/parent's absence. Medical students and 

physicians may also have made promises to their spouses when they 

got married concerning limitations they will place upon their 

careers, but they later! find that pressures in their profession 

make these promises difficult to keep. 

 

 The physician's own best interest is also at stake. Whatever 

one believes concerning the degree to which medical students or 

physicians should sacrifice their family's interests to benefit 

their patients, at some point medical students' and physicians' 

own needs become the limiting factor. That is, they may need to be 

with their family for their own emotional needs or risk suffering 

personally adverse consequences. In addition, if they become 

excessively unhappy or depressed, but unaware of these feelings, 

they may then be less able to care for their patients effectively. 

 

 



Case 4 raises for discussion another kind of sacrifice, one's 

personal moral values. In this case a medical student must decide 

whether to sacrifice her own ethical view to do what a patient and 

the medical staff consider in a patient's best interest. 

 

 The medical student/patient relationship, the second major 

topic for this session, can involve conflicts unique to medical 

students or conflicts common also to physicians, nurses and other 

health team members. A question you may already have encountered 

as a student on the ward is: Should you tell the patient that you 

are a student? One you will soon encounter is what you should tell 

the patient when you perform your first lumbar puncture or bone 

marrow aspiration. 

 

 Analogous questions will occur at later states of your 

medical careers. Should, for example, physicians in their 

internship or residency inform patients that they are still in 

training, or should interns and residents assume that if their 

patients don't already know, they are better off not knowing? 

 

 This last question can be eliminated by placing total 

responsibility for acquiring such knowledge on the patient. Is 

this abusive to patients? Does it ignore the fact that patients 

sometimes lack knowledge how hospitals work and of the different 

roles physicians take as they become specialists? When patients 

are sick and worried about losing life or a limb, they may be less 

likely to consider the possibility that some doctors could be 

residents. Nonetheless, if they knew that the physician treating 

them was a resident, they might consider this distinction 

extremely important. 

 



 Some patients might want to get a second opinion if they know 

that their doctor is a resident. In a military hospital should 

they have this option? In a training hospital? Or do patients 

waive this "right" when they enter a military hospital or training 

hospital? 

 

 Beneficiaries of medical care in the military might have to 

pay considerably greater sums of money if they chose to go to 

civilian hospitals. They are in an inherently coercive situation 

and their capacity to choose freely may be compromised. Regardless 

of what patients are told when they enter a hospital, medical 

students and physicians can take initiative to tell patients 

information such as their own training status and past experience, 

or at least take initiative to ask patients if they want to have 

this information. Should they? 

 

 Patients may want to know about their physician's experience 

treating patients with their same illness even if the physician 

has been in practice for some time. Suppose that one pediatric 

surgeon performs cardiac surgery on children two or three times a 

week at a major medical center, and another pediatric surgeon only 

two or three times a year at a smaller hospital. Suppose also that 

the success rate of each surgeon operating on children with the 

same cardiac defect differs considerably. Should the parents of a 

child who needs cardiac surgery be informed? Would you want to be 

informed? 

 

 Medical students' learning and future patients' interests 

would be sacrificed unless some patients permitted students to use 

them as a means to their learning. It is plausible that if 

students were scrupulously honest with their patients, their 



patients may refuse to be treated by them. As the second required 

reading by a medical student at Harvard indicates, however, this 

may rarely occur. 

 

 A final question I would like to leave you: In an article in 

the British Medical Journal the authors report two cases in which 

patients were given cardiopulmonary resuscitation after having 

taken overdoses of tricyclic antidepressants. One patient was 

given external cardiac massage after her heart stopped for 90 

minutes until eventually she survived. 

 

 The authors report also the recovery of a child who had taken 

an overdose of imipramine after five hours of external cardiac 

massage. On the basis of these circumstances, they contend that 

"all junior doctors dealing with medical admissions should be 

aware of the treatment of severe tricyclic self poisoning and 

remember that ventricular tachycardia and asystole induced by 

these drugs have the same clinical consequences. Because most 

patients with tricyclic self poisoning have a healthy myocardium 

before the event, the intensive supportive treatment should 

include continuing external cardiac massage and assisted 

ventilation for several hours rather than accepting apparent 

hopelessness... This may help save the lives of many young adults 

who are otherwise given up for dead." 

 

 You are about one year from being a third year medical 

student. Suppose that a young adult comes in comatose from an 

overdose of imipramine, a tricyclic antidepressant, and has an 

arrhythmia followed by a cardiac arrest. Your resident initiates 

cardiac resuscitation and after twenty minutes says, "Let's all 

call it quits." The resident's assessment of you will be 



reflected in your grade for the rotation you are taking. What 

should you do? Is the risk of a poor grade more important than a 

patient's life? How will you respond to this ethical dilemma? 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Session V - Cases for Discussion 
 

September 21, 1999 
 
Case 1 
 
 Like many medical schools, State! Medical College permits its 
third-year students to rotate through Anesthesiology for a month. During 
the first week', students follow Anesthesiology residents as they visit 
patients. Then students are assigned their own patients. After obtaining 
informed consent, they administer anesthesia under supervision. 
 
 James Denton is one such third-year student, rotating through 
Smithville, VA, an affiliated hospital. His first solo patient is Robert 
Criswell, a sixty-four year-old man with metastatic prostate cancer who 
is scheduled to undergo bilateral orchiectomy (castration) in the 
morning. Criswell has a history of heavy smoking and poor pulmonary 
function, so James reasons that a spinal anesthetic would be safer than 
general anesthesia. 
 
 The attending anesthesiologist tentatively agrees to this plan. 
"You've done lumbar punctures before, haven't you?" the anesthesiologist 
asks. James says that he has done one spinal tap previously, but had 
great difficulty with it. He adds that he has seen three others 
performed. "Well, you've got to learn some time," responds the 
anesthesiologist. Don't worry, I'll be with you." 
 
 James returns to the ward and finds Mr. Criswell. The residents 
have advised him to introduce himself as "Doctor" Denton so as not to 
frighten the patient unnecessarily. - Some of James's fellow students 
use deliberately ambiguous phrases such as "one of the anesthesiology 
team that will be taking care of you." James selects a popular 
alternative, introducing himself as "a student doctor from 
Anesthesiology." 
 
 James tells Mr. Criswell that he would like to use spinal 
anesthesia and explains the procedure for lumbar puncture. "You should 
know," he says as he fills in the consent sheet, "that like any other 
medical procedure a lumbar puncture has risks, including bleeding, 
infection, paralysis, pain, and perhaps even death. Also, a few people 
develop severe headaches after such a procedure and we will ask you to 
lie flat for twenty-four hours afterwards to lessen the chances of this 
happening." 
 
 "Tell me, doctor," Criswell ask, "have you ever had any of these 
problems with your patients?" James feels uneasy at being called a 
doctor and at Criswell's assumption that he has done many lumbar 
punctures before, but he decides that this is not the time to bring up 
his inexperience. "No, never, although I have seen one moderately severe 
spinal headache lasting for three days in a friend's patient," he 
responds. 
 



"That's OK, I can take a headache, "Criswell says as he signs the 
consent form. "I didn't want to insult you or anything. It's just that 
I've heard all kinds of stories about those medical students from the 
university coming over here to practice on the vets and leaving them 
paralyzed for life." 
 
 How should James Denton introduce himself? Is he morally or legally 
obligated to discuss his inexperience in obtaining an informed consent? 
Would it make a difference if the patient had never raised the issue of 
experience? 
 
(Taken from a case by Marc D. Basson, The Hastings Center Report) 
 
Case 2 
 
 Children's Hospital is associated with a major medical school and 
serves as one of several teaching hospitals for its pediatrics 
department. The hospital offers a complete range of therapeutic 
services; in addition, the staff carries out a wide variety of clinical 
and nonclinical research. 
 
 Because Children's is a teaching hospital, nearly all the patients 
are cared for by medical students, residents, and fellows. At every 
level of training the students are introduced to various therapeutic 
techniques by working directly on the patients--a practice that may be 
painful to the student and unnerving to the students who must both 
concentrate on their tasks and try to soothe a frightened or crying 
child. 
 
 Among the many seriously ill children in the hospital there are 
usually several who are in a coma or who are near death. Since many of 
these patients feel little or no pain or discomfort, it has been 
proposed that the students initially practice on these patients. This 
proposal was supported by the claims that there would be less pain and 
trauma overall to the patients and the students' clumsiness and mistakes 
would have little significance for dying and comatose patients. 
 
 The patient-care committee is now examining the proposal. First, it 
must consider whether such a practice should be instituted, and second, 
if it is, whether parents of dying children need to be asked for 
consent. What should the committee recommend? 
 
Case 3 
 
 A paramedic unit brings a man in cardiac arrest who appears to be 
in his mid fifties into the Emergency Room. The paramedics have already 
intubated the patient (passed a breathing tube into his trachea) and 
begun an intravenous line to administer drugs. Since both appear to be 
working well at the time the patient arrives, the emergency room 
physician and a resident continue to use them during the resuscitation. 
Ninety minutes later, the patient still cannot be converted from 
asystolic (flat line) 



cardiac rhythm and is declared dead. 
 
 The patient's family, contacted earlier by the police, have just 
arrived. They have told the nurse that the patient had a longstanding 
history of heart disease. However, since the cardiac arrest was an 
unanticipated event that occurred in a public place, the medical 
examiner's office has been notified. 
 
 Before the body is removed, the ER physician would like to instruct 
the resident and practice two procedures: intubation and starting a 
central venous line. Must he notify the family and obtain consent? 
 
(Taken from The Hastings Center Report, June 1986s) 
 
 
Case 4 
 
 LT Janice Holbrook a fourth year USUHS student doing a 
subinternship at Walter Reed Army Medical Center cares for Jane Barnes, 
a sixty-three year-old woman who has terminal colon cancer. Mrs. Barnes 
is in considerable pain, which has been increasingly difficult to 
control. The attending physician, Dr. Jones, has ordered moderate doses 
of morphine. The family understands that at these doses morphine may 
depress respiratory effort, thus hastening death. 
 
 In the past months, Mrs. Barnes and her family have moved toward 
acceptance of death. Some member of her family is with her constantly to 
comfort her. She is receiving morphine as often as every three hours and 
her sleeping respiratory rate is now very slow. 
 
 Most of the doctors see no problem with giving morphine to Mrs. 
Barnes. However, LT Holbrook disagrees. She believes that the morphine 
will cause Mrs. Barnes to die earlier than she would have otherwise; 
thus she cannot, in good conscience, give the injection. 
 
 One night LT Holbrook is on duty. Mrs. Barnes has been very 
restless, and unable to sleep, even though she received her medication. 
In obvious discomfort, Mrs. Barnes presses the call button and asks for 
more medication. The resident on call instructs LT Holbrook to give the 
injection. LT Holbrook hesitates. Should she refuse? 
 
(Adapted from The Hastings Center Report, April 1987) 
 
 
Case 5 
 
 A five-year-old girl had been a patient in a medical center for 
three years because of progressive renal failure secondary to 
glomerulonephritis. She had been on chronic renal dialysis, and 
 
 



the possibility of a renal transplantation was considered. The 
effectiveness of this procedure in her case was questionable. 
 
 
 On the other hand, it was the feeling of the processional staff 
that there was a clear possibility that a transplant might not undergo 
the same disease process. After discussion with the parents, it was 
decided to proceed with plans for transplantation. Tissue typing was 
performed on the patient; it was noted that she would be difficult to 
match. Two siblings, age 2 and 4, were thought to be too young to serve 
as donors. The girl's mother turned out not to be histocompatible. The 
father, however, was found to be quite compatible with his daughter. he 
underwent an arteriogram, and it was discovered that he had anatomically 
favorable circulation for transplantation. The nephrologist met alone 
with the father and gave him these results. He informed the father that 
the prognosis for his daughter was quite uncertain. After some thought, 
the girl's father decided that he did not wish to donate a kidney to his 
daughter. He admitted that he did not have the courage, and that, 
particularly in view of the uncertain prognosis, the very slight 
possibility of a cadaver kidney, and the degree of suffering his 
daughter had already sustained, he would prefer not to donate. The 
father asked the physician to tell everyone else in the family that he 
was not histocompatible. He was afraid that if they knew the truth, they 
would accuse him of allowing his daughter to die. He felt that this 
would "wreck the family." 
 
 You are this family's physician. Do you agree to the father's 
request? Why or why not? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



CASE 6  
 
  The patient in this case is a 77-year old gentleman who has 
recently been diagnosed as having oat cell carcinoma of the lung. The 
tumor is fairly widespread. The physicians treating the patient 
recommend a combination of radiation therapy and chemotherapy. They 
point out that this usually increases survival by many months, and also 
provides some palliative care. The patient refuses the care suggested, 
but for a very unusual reason. He is concerned that the cost of this 
care (including the cost of his wife staying with him near the hospital) 
will use up whatever money he has saved. He wants to leave as much as 
possible to his wife. All of the people caring for this patient are much 
moved by his feelings, but they are also much moved by the wife's 
insistence that he be pressured to accept therapy. Sadly enough, real 
conflict has arisen between these two loving older people, and everyone 
is distressed by the couple's conflict. What should be done in such a 
situation? 
 
(Adapted from Boethics Readings & Cases, Brody and Engelhardt) 
 
 

CASE 7 
 
  Mrs. L.K., a 74-year old widow, has been your patient for 15 
years. Recently she has been getting confused and forgetful, but she is 
aware of her surroundings and you would hesitate to label her mentally 
incompetent. 
 
  Some recent symptoms of Mrs. L.K.'s have worried you enough 
to put her in the hospital and run some tests. You are quite certain 
that she has a metastasizing carcinoma and that she probably has six 
months to a year to live. You really cannot offer her any realistic hope 
of palliation by chemotherapy or radiation. 
 
  Before discussing your findings with Mrs. L.K., you reveal 
the bad news to her two children. They are immediate and unanimous in 
their response: "Don't tell Momma she is going to die. Tell her these 
are just non-specific symptoms of old age. Let her live out the rest of 
her days in peace." 
 
  What do you do with the information you have? 
 
From Ethical Decisions in Medicine by Howard Brody. 
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INTRODUCTION TO SESSION VI 
 

September 28, 1999 
 
 
 This session deals with a topic of utmost significance, 

resource allocation. Robert M. Veatch will present an overview of 

the problems of distributing limited resources at the levels of 

public policy and at the bedside. The perspectives he will discuss 

are, of course, particularly relevant in this time of managed 

care. 

 

 The cases explore issues related to the discussion. The first 

two cases involve questions regarding the extent to which societal 

resources should be allocated to the elderly. The elderly 

population should increase considerably over the next half 

century. Those over 85 are now a few million; by 2050, this figure 

is estimated to be approximately 16 million. Since this group is 

also exceptionally prone to medical problems and Alzheimer's 

disease, the costs of caring for this population, like patients 

with AIDS, whose numbers will increase, will be much greater. 

 

 The first case will focus upon this macroallocation ethical 

question: What percentage of societal funds should be allocated to 

geriatric patients? The second case asks this microallocation 

question: What proportion of funds allocated to the elderly should 

be spent on those patients who are seriously ill, whose care is 

exceptionally expensive, or who are irreversibly incompetent? 

 

 Many approaches have been proposed for deciding what 

percentage of resources should be allocated to elderly patients 
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relative to other patient groups. One approach takes into account 

the kind of cost benefit calculations used when deciding whether 

or not a dam should be built. This approach compares the potential 

financial gains and losses of providing different kinds of care to 

geriatric versus other patients. If this approach takes into 

account the future contributions of patients, however, the elderly 

are obviously inherently disadvantaged. More seriously, perhaps, 

this approach fails to take fully into account the pain and 

suffering which geriatric patients may experience. 

 

 Another approach attempts to determine the relative monetary 

worth of various medical procedures to geriatric versus younger 

patients by asking these patients how much they would pay for 

them. These schemes may also be biased against the elderly. 

Elderly persons who are retired and have fixed incomes, for 

example, may be unwilling to pay as much as younger persons for 

the same procedure. 

 

 

 Disadvantages of quantitative approaches, such as those 

described above, leave non-quantitative approaches available. One 

such approach would take into account contributions elderly 

persons have already made to society. This approach might 

recognize such contributions as the effort many elderly patients 

have expended raising children. No amount of money could buy the 

devotion parents invest when they wake up during the night to 

change a screaming child's diaper. According to this argument, the 

geriatric population would be entitled to a certain 
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proportion of resources on the basis of compensatory justice. Some 

rebut this argument, however, arguing that parents choose to have 

children for their own enjoyment and thus no compensation is 

ethically required. 

 

 How such approaches come out may depend, at least in some 

cases, on the attitude society holds towards the elderly. Some 

societies neglect or abandon elderly members. In a survey of 95 

cultures, elderly persons apparently had been abandoned or 

intentionally killed in twenty. In other societies the elderly are 

given great respect. In Sweden, when citizens were asked how they 

thought limited resources should be distributed, they indicated 

that they would give them to their elderly rather than receive 

them themselves. Where in this spectrum would you place the U.S.? 

 

 Whatever approach to allocation is taken, conceptually the 

elderly must be differentiated from other groups which may be 

subject to discrimination such as groups which share a racial or 

sexual identity. Since all persons age, arguments which involve 

equity and are most relevant to other groups may not be 

applicable, at least in the same way, to the elderly. If a medical 

procedure such as dialysis is denied to the elderly, for instance, 

all members of society would be subject to this same 

discrimination. Practically, this theoretical consideration may 

have limited relevance because options available to one generation 

may be much different from those available to the next generation 

due to intervening events such as technological advances. 
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Since all persons age, the policies which society adopts 

towards its elderly may have symbolic significance. For instance, 

if a society makes sacrifices so that its citizens can look 

forward to growing older, this policy may reflect this society's 

younger members having greater esteem for themselves. 

 

 Finally, consider that many elderly patients may have 

important needs which require modest expenditures. It may not be 

unduly expensive, for instance, to allow elderly patients with 

terminal illness who want to die at home or in a hospice to have 

this opportunity, or to enable those with physical and mental 

infirmities to live with their families. Measures such as the 

latter, by providing strong psychosocial support and greater 

meaning to their lives, may enable many elderly persons who have 

such limitations to transcend them. 

 

 The questions raised in the second case for discussion 

involve the microallocation issues, how limited resources should 

be distributed among' individual, identified patients and who 

should decide. The first involves primarily the conflict between 

utilitarian values and equity. You have considered these questions 

before in regard to infants in the first session of this course. 

 

 Physicians will more frequently have to make micro allocation 

decisions in which they must decide who, among several identified 

patients, can receive a limited resource. Yet, society has not 

established criteria for physicians to use when making these 

decisions in many situations. Thus, some physicians may make these 

decisions on highly idiosyncratic bases. This 
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raises the ethical question whether these decisions should be left 

in the hands of patients' individual physicians or whether these 

decisions should be checked in some manner by their being put 

before some larger group which is less likely to hold an 

idiosyncratic view. 

 

 Consider whether military physicians should explore means in 

the institutions in which they practice by which microallocation 

decisions could periodically be reviewed. Ethics committees have 

not traditionally dealt with issues involving social justice, but 

have considered microallocation questions involving handicapped 

infants. Thus, they might be appropriate for this task. 

 

 When a patient cannot obtain a limited resource, military 

physicians will also have the dilemma whether to explore if other 

institutions could provide it. This has been required legally in 

some jurisdictions when a patient's need is critical. 

 

 Also, when a resource is not available for a~ patient, 

military physicians must consider whether to inform them. British 

physicians, for example, sometimes do not inform patients who 

cannot receive dialysis at public expense that this treatment 

could be life-saving. 

 

 Military physicians not informing patients under these 

circumstances may save many considerable anguish. Their informing 

them, however, would respect these patients' dignity, and enable 

some to seek other means of acquiring the needed resource, perhaps 

by challenging the basis on which initially it had been denied. 
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 To remain patients' advocates, military physicians may have 

to refer microallocation decisions which involve their own 

patients to others. 

 

 Military physicians should not find deferring such decisions 

difficult. Customarily they function as a team, and the military 

already has mechanisms for delegating some decisions when 

resources are threatened. Mechanisms now exist at Walter Reed, for 

example, for delegating decisions to doctors other than patients' 

physicians when units of a rare type of blood are rapidly 

dwindling and it must be decided who among more than one patient 

should receive remaining units that are available prior to new 

units arriving. 

 

 A further question regarding resource allocation involves the 

extent to which military physicians should make extra efforts to 

address servicepersons' relationships with their families and the 

needs of their sexual partners. Both groups can be critical to 

these patients' welfare. 

 

 If, for example, a family does not know that servicepersons 

are gay and servicepersons wish to tell them, should military 

physicians offer to be with them when they do? Also, if a family 

already knows but has had difficulty accepting a service person's 

sexual preference, military physicians could offer to help this 

family become more accepting. Do you think they should? 

 

 Servicepersons' sexual partners can provide these patients 

invaluable emotional support and serve crucial roles such as 

helping these patients make funeral arrangements, staying with 

9 



them through the night when they have mild dementia so that they 

do not become confused, and helping them find placement in a long-

term care facility if they are severely demented. 

 

 The relationship of patients and their partners is frequently 

disrupted, however, by several factors which range from hospitals 

denying partners the visiting privileges a spouse or family member 

would have to partners becoming emotionally unavailable due to 

grief over the patient's condition, guilt over having transmitted 

HIV to the patient, or concern about their own health. Some 

careproviders recommend, therefore, that when caregivers treat 

patients with HIV, they treat their sexual partners as they would 

their family members. Do you agree? 

 

 As one particularly complicated example, military physicians 

could help patients' sexual partners resolve their grief after 

patients die, just as they might help these patients' families. 

Partners' grief is likely to be exceptional, especially if they 

are excluded from rituals associated with the funeral or are 

treated by the family as distant friends. Do you think militaty 

physicians should provide counseling for such patients' partners 

even if they are not eligible for military care? 

 

 Ethically this would indirectly show servicepersons with HIV 

respect. Also, and more practically, if these patients knew that 

their partners could receive counseling after they died, many 

might feel reassured. 

 

 Military physicians who would offer these patients or their 

families or partners counseling should have the necessary skills. 

Counseling persons and their families about homosexuality and 
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helping families and partners resolve grief may require special 

training. Do you think the military should provide this training? 

Should military physicians ask for it? 



Session VI - Cases for Discussion 
September 28, 1999 

 
Case 1 
 
 Many countries have made decisions to limit by age those who may 
receive certain forms of health care, even if it means that those not 
receiving it die. The standard example of this is kidney dialysis. In 
chronic and severe kidney failure, fatal accumulations of toxic wastes 
build up in the body. Unless the body is cleansed of these waste 
products through the dialysis process, the patient dies. In the 1960s it 
became possible to keep patients alive for long periods of time without 
functioning kidneys. To be sure, there are significant mortality rates 
for dialysis-dependent patients (rates which rise as the patient grows 
older), but dialysis is certainly the only hope for such patients. the 
problem is that this form of treatment is very expensive. America spends 
around $1.5 billion each year on its end-stage renal disease dialysis 
program. Many countries have responded to this type of financial 
pressure by allowing dialysis centers to refuse to accept patients above 
age 65. These countries include Finland (89 percent of Finnish centers 
refuse patients above 65), Ireland (67 percent of Irish centers refuse 
patients over 65), and the United Kingdom (where 80 percent of centers 
refuse patients above 65) 
 
 Some countries such as Germany and France, have only a few dialysis 
centers that refuse patients over 65, whereas many other countries, such 
as Belgium, Denmark, Greece, Spain, and Sweden, have many centers (30 
percent to 60 percent) that refuse dialysis to those over 65. Only the 
United States among the Western countries has no centers that refuse to 
dialyze patients just because they are over 65, and the cost of dialysis 
for all patients is covered by Medicare. 
 
 Are the elderly being deprived of the health care to which they are 
entitled by those centers that refuse to take them, or are those centers 
making an appropriate selection to provide this extra health care to 
those who could most benefit from it? 
 
(Taken from Bioethics Readings & Cases, Baruch A. Brody and H. Tristram 
Engelhardt, Jr.) 
 
 
Case 2 
 
 Mrs. C, 78, has suffered a massive cerebrovascular accident. The 
stroke has left her completely paralyzed on the right side, aphasic, and 
in a deeply obtunded condition. Prior to the stroke, she has been under 
treatment for heart disease, hypertension and diabetes. She appears to 
be developing renal failure. Her husband and her family agree to a "do-
not-resuscitate" order being written on Mrs. C. the question arises 
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of whether to admit her to the ICU; there is only one available bed left 
and there is concern that it may be needed by a 25-yearold woman with 
subacute bacterial endocarditis, who is likely to be salvageable. It is 
considered that both patients could be transferred to another hospital 
with about the same risk of health. The physicians want to know whom 
they should admit to the ICU. If they admit the 25-year-old woman, 
should they suggest that Mrs. C be transferred to another hospital's ICU 
or should she be managed in a general care bed, especially since the 
family has agreed to a do-not-resuscitate order? 
 
(Taken from Bioethics Readings & Cases Baruch A. Brody and H. Tristram 
Engelhardt, Jr.) 
 
 
Case 3 
 
 You're a surgeon who heads a liver transplant team at a local 
university hospital. You've just gotten word from the emergency room 
that a 19-year old man critically hurt in an automobile accident has 
been declared brain dead. His parents are willing to donate his liver 
and other organs. There is a waiting list of recipients but you have 
narrowed the possibilities down to three candidates whose livers are 
failing and require a transplant to live. 
 
 Chuck is 35, unmarried and a confirmed bachelor, a career sergeant 
in the Marines who served with distinction in Beirut and is a member of 
an elite anti-terrorist squad. 
 
 Milton is 60, an award winning newspaper columnist revered as "the 
champion of the little guy". He is a recovering alcoholic who went on 
the wagon five years ago after his doctor told him cirrhosis of the 
liver would kill him if he kept drinking. 
 
 
 Tammy is 22, an unmarried mother of two boys and a girl who lives 
on welfare and has been arrested, but never convicted, on drug and 
prostitution charges. 
 
 Who gets the liver transplant? 
 
(Taken from Choices, Making Ethical Decisions in a Complex World, by 
Christopher Scanlan. St. Petersburg Times, October 6, 1986, p. 2-D+. 
 
 
Case 4 
 
 Dr. Lois Dorsey, a psychiatry resident, was paged by an intern from 
the Medical Intensive Care Unit (MICU) for an emergency psychiatric 
consultation. Gary Davidson, a twenty-eight-year-old gay man, had been 
hospitalized eleven days before 
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for a first episode of Pneumocystis carinii pneumonia (PCP) . One week 
earlier he had been told that the presumptive diagnosis for his illness 
was Acquired Immunodeficiency Syndrome (AIDS). 
 
 On the day Dr. Dorsey was called, the medical team discussed with 
Mr. Davidson the need for a Swann-Ganz catheter, which would be inserted 
in his pulmonary artery. Mr. Davidson refused permission for placement 
of the catheter, and requested that medical treatment be stopped. "Take 
the tubes away and let me die with dignity," he declared. 
 
 The medical team discussed in detail with Mr. Davidson, his 
significant other, and his parents and sister his clinical status and 
prognosis: Mr. Davidson had, they believed, an excellent chance of 
surviving the current illness. They also pointed out that rapid advances 
were being made in understanding the pathophysiology of AIDS and offered 
the prospect for further gains as a result of current research efforts. 
 
 With the support of his significant other and family, Mr. Davidson 
continued to insist on cessation of treatment, citing as his reasons 
"quality of life" and the "right to die with dignity." In the presence 
of witnesses he signed a living will and statement of competency. The 
legal formalities were carried out; however, for "legal reasons" and 
"completeness," before complying with the patient's request, the medical 
team was waiting for a psychiatric assessment. 
 
 Dr. Dorsey reviewed Dr. Davidson's records and interviewed him. Mr. 
Davidson reaffirmed his belief that quality of life was more important 
than quantity of life and that he wished to die with dignity. He 
admitted that he was feeling pain, fear, loss of control, extreme 
discomfort on the respirator, and sleeplessness. He added that he was 
distressed by his inability to eat (on the respirator). When Dr. Dorsey 
asked how he might feel should he recover from the pneumonia, the 
patient noted that he knew he had AIDS and that he would die as a result 
of this illness. Therefore, he said, he did not deserve to take up a bed 
in the hospital and continue to receive medical treatment that could 
better benefit another patient. 
 
 The patient had no psychiatric history and had never attempted 
suicide. He had never had any personal experience with death or dying 
among family or friends, he could not speak because of the respirator 
tubes but he communicated by writing notes and nodding his head. He was 
alert, not disoriented, wrote clearly and logically, and initiated his 
own statements and topics for the interview. He was not tearful but 
appeared anxious. In his own eyes he did not want to commit suicide but 
wanted to be allowed to die. 
 
 Dr. Dorsey concluded that the patient showed no evidence of 
confusion, psychosis, or delusional thinking, but that he did show 
symptoms consistent with depression, probably secondary to 
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his underlying medical condition. 
 
 
 Mr. Davidson, then was legally competent, understood the 
consequences of his decision to refuse treatment, and had the support of 
those closest to him. Yet, because of his age and depression, the 
availability of treatment for his current illness, and the possibility 
that some treatment for AIDS may become available within the next few 
years, Dr. Dorsey hesitated. Should Mr. Davidson's treatment be stopped 
as he wished? 
 
(Taken from Hastings Center Report, February 1984) 
 
 
Case 5 
 
 Mr. J.P. is a 43 y.o. married retired Army E-8, who is under your 
care. He has been seeing you for problems with intermittent fevers, 
diarrhea, and recurrent rashes. As part of your work-up, you order an 
HIV, but do not inform the patient, because you are used to ordering 
them routinely on active duty patients. The test comes back positive. 
The patient is upset, and very angry that he was tested against his 
knowledge. He refuses to bring in his wife in for testing, because they 
are having problems and it would disclose his extra-marital affairs. 
What should you do? 
 
(Submitted by Dan Hicks, M.D., Consultation Psychiatry, Walter Reed Army 
Medical Center) 
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INTRODUCTION TO SESSION VII 

 

October 5, 1999 

 

 Numerous advances have been made in genetics over recent 

years. These innovations have led to unprecedented ethical 

dilemmas regarding genetic screening and counseling. Since genetic 

screening and counseling affect large numbers of people, the 

ethical issues they raise are particularly relevant to physicians' 

clinical practice. The Human Genome Project has, for example, 

resulted in tests for a gene which causes breast cancer but unlike 

Huntington's disease does not cause cancer in all who have the 

gene. Already, this has resulted in staggering ethical problems. 

In persons who have this gene it is unclear whether prophylactic 

surgery or mammography will help, and this data will not be 

available for several years. Some women informed of this, 

therefore, choose not to be tested. Yet, concomitantly, commercial 

tests are now available so that a woman can obtain this result 

with no counseling for $295 by sending in a tube of blood. 

 

 Further, these questions have arisen: Should a woman 

receiving the commercial tests inform her doctor? If she does, 

could it be more difficult to obtain health insurance? When 

 

 

should she inform a daughter? Should the daughter be tested? At 

what age should she decide? 

 

 During this session, Dr. Robert Murray, an eminent 

pediatrician, geneticist, and ethicist at Howard Medical School, 

will discuss basic principles regarding genetic screening and 
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counseling and how they have been affected by new technologies 

introduced into medical practice. 

 

 Questions regarding genetic screening often involve a 

conflict between individuals' interest in not knowing that they 

have a genetic defect and various benefits screening could 

achieve. Testing of newborns for phenylketonuria, for example, 

violates interests mothers might have in not having their children 

tested, but in this instance, since the potential gain to affected 

children is so significant, these interests are overridden. 

Screening of adults, on the other hand, to determine whether they 

have sickle cell trait and their children might have sickle cell 

anemia might be more objectionable. Why? 

 

 The readings give a number of reasons. The results may be 

used to stigmatize those having the trait and even reinforce 

racism. There may be indirect pressure on carriers who are married 

to decide whether or not to ask potential partners if 

 

 

they have the trait or ask them to get tested prior to getting 

married. 

 

 Suppose, as a further comparison, that it were possible to 

screen newborns for Huntington's chorea. This would also be 

problematic. This illness cannot be cured and its prognosis can be 

shattering. Whatever benefits were gained from screening might be 

offset on those found to have Huntington's by the demoralizing 

effect of anticipating this disease. Yet, societal costs of 

treating patients with Huntington's could presumably be reduced if 

women pregnant with fetuses having the Huntington's 
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gene chose to have abortions. How much do you think money should 

count? If, incidentally, pregnant women could discover that their 

fetuses had Huntington's, do you think they should abort? Would 

there be societal pressure to abort? 

 

 Similar values conflict when patients are screened for HIV. 

Most of you are probably familiar with the many adverse 

repercussions (as well as benefits) this has had for some 

patients. As an example of institutional discrimination, insurance 

companies,even if precluded from screening persons directly for 

HIV, may perform T4/T8 determinations which are less reliable. The 

burning of the house of family members whose 

 

 

children had HIV in Florida represents the untempered 

discrimination individuals can express against those with HIV. 

 

 Screening of blood donors has been justified on the basis of 

the obvious benefit to blood recipients. It has been suggested 

that these benefits be limited, however, to protect blood donors' 

interests. An NIH panel recommended, for example, that criminal 

penalties not be imposed on persons who give blood knowing that 

they have HIV, though this would be the only approach which would 

give some blood recipients protection. (Since that recommendation, 

persons who gave blood knowing that they had HIV have, however, 

been prosecuted). This panel also went further to protect blood 

donors. They recommended that all blood donors be given a check-

off form on which they could indicate that their blood not be used 

for transfusions. This would enable persons with HIV to give blood 

in the same way as someone not having this 
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disease without revealing to others that they have this illness.  

There are other potential adverse consequences of screening 

for HIV analogous to those already mentioned for persons found on 

screening to have sickle cell trait. If a person with HIV wishes 

to get married, what dilemmas would a person with HIV have, 

presuming that this person and this person's prospective partner 

had not previously experienced physical intimacy? These persons 

could use condoms, but are condoms 100% safe? Do they always 

prevent pregnancy? Would you be willing to engage in sexual 

intercourse using condoms if your spouse had HIV? Some have 

recommended that persons wishing to get married undergo mandatory 

screening for HIV. Do you agree? 

 

 Now you can ask the same questions in regard to persons who 

know they have the Huntington's gene. What should they do when 

they encounter a prospective marital partner? If it were possible, 

should they be screened for Huntington's during infancy? 

 

 The most important ethical questions regarding genetic 

counseling are these: Should counselors give patients advice? 

Should they ever refuse to give advice even when a patient 

requests it? If they do give advice, what should it be? To get 

your feet wet, please read the appended article about Bree Walker 

Lampley. She has syndactyly. Would you advise her not to have 

children? Should you? 

 

 Consider as an example, a woman in her twenties who has had a 

parent die of Huntington's Chorea and wonders whether she should 

get pregnant. This woman has a 50% chance of having the 
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gene for Huntington's Chorea. If she has the gene, her offspring's 

chance would also be 50-50. What should her physician say? If her 

offspring had the gene, would he be better off never having been 

born? Would the folksinger Woody Guthrie who died of Huntington's 

rather not have lived at all? Would his parents have preferred 

that he was never born? You will consider these questions in your 

discussion groups. 

 

 Genetic diseases often affect other persons in society as 

well as individual patients and their families. Decisions 

regarding genetic screening and counseling will, for example, 

influence the make-up of society's gene pool and affect future 

generations. Should this factor be considered when counseling 

patients? How does this compare with attempting to persuade 

patients to make decisions that will not benefit themselves, but 

will benefit other patients or save society money? 

 

 Consider these cases: 
 
 A client recently diagnosed as having Huntington's disease 
(HD) refuses to permit disclosure of the diagnosis and relevant 
genetic information to siblings who may be at risk for 
Huntington's disease. In your professional capacity as a medical 
geneticist, what would you do? 
 

1. respect the client's desire for confidentiality 
 

2. provide the information to siblings, whether or not they 
ask for it, only after all reasonable efforts to 
persuade the client to consent to voluntary disclosure 
have failed. 

 
3. provide the information to siblings only if they ask for 

it, and after all reasonable efforts to persuade 
the client to consent to voluntary disclosure have 
failed. 

 
4. provide the information to siblings, taking care to 

insure that only information directly relevant to the 
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relatives' risks is provided, regardless of the client's 
desire. 

 
5. send the information to the client's referring 

physician, and let that physician decide about 
disclosure. 

 
 A client with a child recently diagnosed as having hemophilia 
A refuses to permit disclosure of the diagnosis and relevant 
genetic information to her relatives who may be at risk for 
conceiving children with hemophilia A. The information could be 
useful to these relatives both because the female carrier can 
usually be detected and because hemophilia A is usually 
diagnosable prenatally. As a medical geneticist, what would you do 
about disclosure of this information? 
 

1. respect the client's desire for confidentiality 
 

2. provide the information to relatives whether or not they 
ask for it, only after all reasonable efforts to 
persuade the client to consent to voluntary disclosure 
have failed. 

 
3. provide the information to relatives, whether or not 

they ask for it, taking care to insure that only 
information directly relevant to the relatives' risks is 
provided, regardless of client's desire. 

 
4. provide the information to relatives only if they ask 

for it and only after all reasonable efforts to persuade 
the client to consent to voluntary disclosure have 
failed. 

 
5. send the information to the client's referring physician 

as part of the medical record and let the physician 
decide about disclosure. 

 

 Dr. John Fletcher, the former bioethicist at NIH, asked 643 

medical geneticists in 17 nations to respond to eighteen cases 

including these two. Do you expect there was consensus on these 

two cases? Of all eighteen cases he gave them, these were the two 

for which there was least consensus. 

 Genetic engineering and other reproductive advances can also 

affect society in ways which may be undesirable. Sex selection 
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may have serious adverse consequences. For instance, if male 

children are selected preferentially, this could reinforce 

societal sexism. The late Margaret Meade conveyed the profound 

implications of this consequence when she claimed paradoxically 

that she favored prenatal sex selection: only then could females 

ever really be sure that their parents truly wanted them. 

 

 What would you tell a pregnant woman in her late 30's who has 

requested an amniocentesis allegedly to determine if her fetus had 

Down's syndrome? Suppose that her fetus doesn't have Down's 

syndrome but that she has five sons or five daughters. She asks 

you its sex. She may want to learn its sex so that she can get an 

abortion if it is the wrong sex. Would you tell her the fetus's 

sex? If not, should you inform her of this before she undergoes an 

amniocentesis? 

 

 Dr. Fletcher also asked the medical geneticists previously 

mentioned to respond to this case: 

 

 A couple requests prenatal diagnosis for purposes of 
selecting the sex of the child. They already have four girls and 
are desperate for a boy. They say that if the fetus is a girl, 
they will abort it and will keep trying until they conceive a boy. 
They also tell you that if you refuse to do prenatal diagnosis for 
sex selection, they will abort the fetus rather than risk having 
another girl. The clinic for which you work has no regulations 
prohibiting use of prenatal diagnosis for sex selection. What 
would you do? 
 
 1. grant their request for prenatal diagnosis 
  

2. refuse their request for prenatal diagnosis 
 

3. try to dissuade them from having prenatal diagnosis, and 
if they still insist on having it, refuse their request 

 
4. refer them to another medical geneticist or genetics 
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unit offering the service 
  

 There was stronger consensus within each country concerning 

this case, but this case caused the greatest ethical conflict 

between countries. 

 

 Dr. Fletcher reports and comments as follows: 

 

 There was a strong consensus (75%) against the use of 
prenatal diagnosis for sex selection in the following nations: 
Australia, Denmark, Federal Republic of Germany, France, German 
Democratic Republic, Greece, Italy, Japan, Norway, Switzerland, 
and the United Kingdom. Moderate consensus (66.6%) against it was 
found in Brazil and Israel. Geneticists in Canada (51%) and the 
U.S. (60%) would either perform it or refer to someone who might 
perform it. In Hungary, 60% of geneticists would perform it and 
40% would refuse it. Sex selection is clearly the most 
controversial ethical issue at present in medical genetics, when 
viewed in terms of the degree of consensus against as over against 
a growing trend in some nations to meet parents' requests for this 
purpose. Responses from the U.S. and Canada contrast markedly with 
earlier studies finding only 1% in a sample of 448 (Sorenson, 
1975) and 21% in a sample of 149 (Fraser and Pressor, 1977) 
willing to perform prenatal diagnosis for sex selection. As 
chorionic villus sampling becomes readily available, medical 
geneticists may become even more willing to comply with this still 
controversial request. 
 

 The cases provided for this discussion raise additional 

issues regarding genetic counseling and present some of their 

complexities. You may wish to consider how results such as those I 

have just cited should or should not influence your thinking after 

you discuss the cases. 

 

 



Session VII - Cases for Discussion 
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Case 1 
 
 A mother brings her first child, an 18 month old, who had been 
found to have the sickle cell trait to the genetics clinic for 
counseling about the meaning of this designation (diagnosis) It is 
recommended by the counselor that mother and father be tested since both 
might be carrying the hemoglobin S gene and, therefore, might be at risk 
to have a child with sickle cell anemia (SS) 
 
 When the report came back from the laboratory, both parents were 
found to be negative for the presence of S, C, or Thalassemia trait. The 
mother when informed of this result, stated that she wanted to have the 
record show that she had S trait. In order to get her husband to agree 
to be tested, she had explained quite correctly that either he or she 
carried the trait but that both might carry the trait. She felt that he 
would not believe that a mutation had occurred since this child was born 
7 1/2 months after they were married. She characterize him as extremely 
jealous and stated that she loved him very much and wanted desperately 
to preserve their marriage. 
 
 Do you go along with her request? 
 
Case 2 
 
 An attractive, married, 20 year old black female is referred to you 
by an OB-GYN specialist with a history of amenorrhea and infertility. 
She had been treated with birth control pills and progesterone without 
any bleeding. On laparoscopy, she was found to have infantile uterus. A 
small mass had been palpated in the right inguinal region and small 
bilateral inguinal hernia was found. Breast development was normal. A 
chromosome study revealed a 46,XY karyotype. A biopsy of "ovarian~ 
tissue was interpreted as testicular tissue. 
 
 In determining what to tell this patient during genetic counseling, 
the counselor noted that there was a very high frequency of malignant 
degeneration of intra abdominal testes. Furthermore, a high proportion 
of females when informed of this diagnosis have a severe psychiatric 
reaction (including suicide) and when married, a significant percentage 
of husbands cannot adjust to the changed image of their spouse, 
including divorcing them. 
 
 What would you tell this woman concerning her diagnosis? 
 
 
Case 3 
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A 24 year old white male comes to the genetics clinic because he 
has learned that his mother, aged 50, has Huntington's disease. The 
geneticist explain that the client has a 50:50 chance of developing this 
degenerative neurological disorder, that his children will each have a 
1:4 risk at birth until he develops the disorder at which time each 
child will have a 50:50 chance of also developing this condition. The 
geneticist explains that there is not yet an effective treatment and 
that the only way for him to avoid having affected children is for him 
not to have any children. 
 
 The client says that he does not want his wife told about this 
diagnosis because he is afraid she won't want to have children with him. 
he feels that whether or not he gets the gene and develops the disease 
is the Lord's will and, therefore, he will go ahead and have children 
who will also be subject to the will of the Almighty. 
 
 He tells his wife about having come to the genetics clinic. His 
wife calls to inquire as to whether or not her husband could be carrying 
a gene which could be passed on to her children and result in their 
having a disease. 
 
 What do you tell her? 
 
Case 4 
 
 A young married childless couple is referred to the genetics clinic 
for counseling because they are one of the unique couples where both 
husband and wife have sickle cell anemia. They have both had relatively 
mild cases of sickle cell anemia. 
 
 The counselor explains that every child born to them will have 
sickle cell anemia, but that they cannot be certain that their clinical 
course will be as mild as their parents. They also discuss the prognosis 
of the parents and the fact they (the parents) will not react favorably 
to stress and will face other complications. 
 
 Should the counselor try to discourage this couple from having 
children? 
 
 (Assume hypothetically in responding to this case that the fetus's 
having sickle cell anemia cannot be detected prior to birth. In fact, 
this is no longer the case. 
 
 A somewhat similar ethical dilemma exists when sickle cell anemia 
is detected early during pregnancy and abortion can be considered. 
Namely, suppose the mother or couple asks you if she should get an 
abortion. Presuming that you are not opposed to abortion in all cases, 
how would you respond?) 
 
The above four cases were provided by Robert F. Murray, Jr., M.D. 
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Case 5 
 
 Mr. and Mrs. Edwall heard about the Tay-Sachs screening program at 
their local synagogue. The Genetics Unit at the city's teaching hospital 
had organized the city's Jewish religious and civic groups in an effort 
to identify carriers of the gene responsible for the disease. The 
couple's rabbi was fully behind the program. In an evening educational 
session at the synagogue they were told that Tay-Sachs is a genetic 
disease leading to a progressive mental and physical deterioration. Over 
a period of months, the Tays-Sachs baby develops blindness, motor 
paralysis, spasticity, and finally decerebrate rigidity, a rigidity of 
the muscles when the higher brain is not functioning. Death occurs 
before the third year of life. The disease is untreatable, but carriers 
of the recessive gene can be detected a reduced amount of hexosaminidase 
in a blood analysis. When both husband and wife are carriers so that 
they are at risk of having an affected child, prenatal diagnosis of the 
disease can be carried out during the middle trimester of pregnancy, in 
time to give the parents the option of an abortion. 
 
 Mr. and Mrs. Edwall were confident that they were not carriers. 
They ware both in good health. Mr. Edwall was a construction worker who 
had not missed a day on the job in his life. As far as they knew, there 
was no history of Tay-Sachs on either side of their family. The 
incidence of the trait in the non-Jewish population is only 1 in 300, 
but among Ashkenazi Jews, the group from which the Edwalls came and 
which makes up about 90 percent of the American Jewish population, the 
incidence is about 1 in 30. This is the reason for conducting a 
screening program through local Jewish organizations. Mr. and Mrs. 
Edwall were planning to start their family within the next year, so they 
thought they should have the test "just to be sure." 
 
 The chief counselor for the unit asked them into her office. After 
emphasizing very clearly that they could never have a Tay-Sachs baby, 
she disclosed to them that Mr. Edwall had a recessive Tay-Sachs gene. 
 
 Then the counselor asked about Mr. Edwall's family. He had two 
younger brothers, both married. The counselor advised that the other 
members of his family should be screened, especially since his brother 
would be likely to have children soon. She suggested that the brothers 
be tested soon and that Mr. Edwall's parents be screened to see which 
side of the family carried the gene. Screening could then be carried out 
on those who were at especially high risk. The Genetics Unit had a 
carefully worded letter which could be sent by a patient to relatives 
informing them of the importance of the test. 
 
 Mr. Edwall was dumbfounded. He understood that the gene really 
would not affect his health, yet he felt that there was something wrong. 
Somehow he was "not quite a man" if half of his 
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children would have that same "sickness in their cells." He refused to 
inform his family because of the shame. 
 
 The counselor was angered. Here was a man who had two 
brothers who were about to start families. The brothers had a 50 
percent chance of carrying the recessive gene, which meant that, 
with a 1-in-30 chance of the spouses having the gene, there was a 
1-in-60 chance of each of the couples being able to produce a 
baby with Tay-Sachs 4isease. 
 
 Should the counselor send a letter to Mr. Edwall's two brothers 
over his objection? 
 
From Veatch, Case Studies in Medical Ethics,, pp. 130-131. 
 
 
Case 6 
 
 Martha Lawrence was tense and nervous when she came to the Human 
Genetics Unit on December 12, 1971. She had been referred by her own 
physician because, unexpectedly pregnant at the age of 41, she was 
considered at risk for the birth of a Mongoloid child. She was eighteen 
weeks pregnant, which would not leave much time for a potential 
abortion. 
 
 Down's syndrome babies are twenty times as likely to be born to 
women over 40 as to women under 25. About 50 percent of all such babies 
are born to mothers over 35, and 25 percent to mothers over 50. 
 
 Mrs. Lawrence's first two pregnancies had been uncomplicated, and 
her two sons, ages 16 and 13, were both in good health. The genetic 
counselor, Dr. Brenda Gould, recommended amniocentesis, the withdrawal 
of a sample of the amniotic fluid surrounding the fetus, drawn from the 
abdomen with a needle. The fluid contains enough fetal cells for 
biochemical or chromosomal analysis. 
 
 The sample showed that the fetus had no extra twenty-first 
chromosome and thus was free of Down's Syndrome. But the sex-
chromosomes, rather than being XX for female or XY for male, showed the 
abnormal XYY composition. Some research suggests that XYY males might be 
more inclined to violate acts, including sexual offenses, while other 
recent studies do not confirm this finding. Many, in fact, feel that 
there is no evidence whatsoever that XYY individuals are more 
aggressive. 
 
 What should Dr. Gould tell Mrs. Lawrence? 
 
From Veatch, Case Studies in Medical Ethics, p. 137 
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Session VIII: Reproduction 
 

October 12, 1999 
  

  1400 - 1450 Ezio Borchini, Esq. 
    1500 - 1550 Discussion Groups* 
 
Prioritized Learning Objectives: 
 

1. To appreciate arguments for and against coercing pregnant 
women to make optimal choices for their fetuses. 

 
2. To consider potential risks and benefits of surrogate 

motherhood, and other recent developments in in vitro 
fertilization. 

 
3. To consider arguments for and against research using fetuses. 

 
 
Required Reading: 
 

1. Beauchamp, TL, Childress, JF: Principles of Biomedical 
Ethics, Oxford Press, 4th Edition, 206-211, 432-434, 1994. 

  
2. Vezeau, TM: Caring Approaches to Clinical Decision 

Making: Mothering and Drugs. The J of Clinical Ethics, 
1:310-313, 1990. 

 
3. Chervenak, FA and McCullough, LB: Perinatal Ethics: A 

Practical Method of Analysis of Obligations to Mother and 
Fetus. Obstetrics & Gynecology 66(3):442-446, 1985. 

 
4. Claiborne, W.: Chicago's $200 Question/Does New Program to 

Prevent Drug-Addicted Babies Go Too Far? Washington 
Post, A3, July 28, 1999. 

 
Prioritized Recommended Readings on Reserve in the Library: 
 

1. Annas GJ: Pregnant Women as Fetal Containers. Hastings 
Center Report, December 1986, pp. 13-14. 

 
(This article describes in considerable detail a case in 
California in which the first criminal charges were 
brought against a woman for acts and omissions during 
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pregnancy) 
 

2. Annas GJ: Baby N: Babies (and Justice) for Sale. 
Hastings Center Report June 1987, pp. 13-15. 

 
(This article describes details of the case of so-called 
"Baby M" in which the custody of this baby was denied to the 
surrogate mother, Mary Beth Whitehead. The author argues 
against the outcome of this case and states that those who 
labeled this custody decision a "class opinion favoring the 
haves over the have nots are correct. 

 
3. Older VAB, Gallagher J, Parsons MT: Court-Ordered 

Obstetrical Interventions. NEJM Vol. 316, No. 19, pp. 
1192-1196, May 7, 1987. 

 
(This article involves a very recent national survey of cases 
in which court orders have been sought against mothers to 
obtain caesarean sections, hospital detentions and 
intrauterine transfusions. The authors, in addition to 
presenting their findings, argue in general against 
physicians taking these measures). 

 
4. Fletcher JC: Drawing Moral Lines in Fetal Therapy. 

Clinical Obstetrics and Gynecology, Vol. 29, No. 3, pp. 
  595-602, September 1986. 
 

(This author discusses more theoretically when resorting to 
force fetal treatment should be permissible. This author 
argues in favor of women's interests being given priority). 

 
5. Annas GJ: The Baby Broker Boom. Hastings Center Report, 

June pp. 303-31. 
 

(This author cites some recent cases regarding surrogate 
mothers and argues that commercial surrogate motherhood 
arrangements promote the exploitation of women and infertile 
couples). 

 
6. Robertson JA: Surrogate Mothers: Not So Novel After 

All. Hastings Center Report, October 1983, pp. 28-34. 
 

(The author presents several arguments in favor of surrogate 
mothers' arrangements. The author argues that this practice 
is not so distinguishable from other current practices that 
it should be prohibited and offers guidelines concerning 
physicians' practice when couples seek this procedure). 

 
7. Krimmel HT: The Case Against Surrogate Parenting. 

Hastings Center Report, October 1983, pp. 35039. 
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(This author argues against surrogate parenting because of 
the stress and tension this can place on families, the 
possibility that the poor may be exploited, and the 
possibility that surrogate motherhood will "fall prey to 
eugenic concerns"). 

 
8. Brahams D:   The Hasty British Ban on Commercial 

  Surrogacy. Hastings Center Report, February 1987, pp. 
  1619. 
 

(This article describes the British experience in regard to 
surrogate parenting: surrogacy is permitted but only under 
conditions in which it is voluntary rather than commercial) 

 
9. Walters L: Ethics and New Reproduction Technologies: An 

International Review of Committee Statements. Hastings 
Center Report, June 1987, pp. 39. 

 
 

(This recent article presents an overview of 15 committee 
statements representing 8 nations concerning new reproductive 
technologies including surrogate motherhood). 

 
10. Fletcher JC and Schulman: Fetal Research: The State of the 

Question. Hastings Center Report, April 1985, pp. 6- 
12. 

 
(A current description of the state of fetal research and the 
values and forces which have contributed to the present 
situation). 

 
11. Jecker, NS: Conceiving a Child to Save a Child: 

Reproductive and Filial Ethics. The J of Clinical Ethics, 
1(2) :99-103, 1990. 

 
(An article in which the author uses the so-called "care 
perspective" to support parents bearing a child to provide 
bone marrow to save the life of their teenage daughter). 

 
12. Belkin, L: How Old is Too Old? The New York Times 

Magazine, October 26, 1997, Sxn. 6, 34-39. 
 

(A discussion of the pros and cons of pregnancy in later 
years which includes views of "Sophia" who became 
pregnant at 51). 
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INTRODUCTION TO SESSION VIII 

 

October 12, 1999 

 

 In this session, Ezio Borchini, a lawyer in the Public Health 

Services, who has taught 4th year USUHS students medical law and 

group dynamics in ethics selective rotations for several years, 

will discuss current legal developments and ethical controversies 

involving reproduction. 

 

 Advances in reproductive technology have resulted in new 

ethical dilemmas regarding physicians' duties to pregnant women 

and fetuses. In vitro fertilization enables couples who could not 

bear children to do so, but if they fail may entail money and 

heartache. The possibility of performing therapy on fetuses has 

raised new questions concerning whether physicians should perform 

surgery beneficial to fetuses over mothers' objections. Some 

advances, such as ultrasonography, have also altered persons' 

attitudes towards fetuses. Ultrasonography enables both physicians 

and prospective parents to see the fetus early during its 

gestation. This experience may evoke physicians' and parents' 

positive feelings towards fetuses, such that both may feel 

inclined to give fetuses' interests greater priority. 

 

 This session will focus on two issues representative of those 

which have arisen in this area. The first involves the 

controversial question whether physicians should violate pregnant 

mothers' autonomy and bodily integrity to perform procedures such 

as a caesarean section to benefit the fetus. The second involves 

the question whether society should permit surrogate motherhood 
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arrangements and, if so, with what limitations. 

 

 You will also discuss, if you get to the last case, an 

additional issue: The degree to which it should be permissible to 

do research on fetuses to find ways to improve pregnant women's 

likelihood of having successful pregnancies. This case provides an 

additional context in which fetal interests can be explored. The 

fetal interests in this case can be compared with the fetal 

interests in the other situations previously addressed in which 

they conflict more directly with those of their mothers. 

 

 The first three cases for discussion involve direct conflicts 

between the interests of pregnant mothers and their fetuses. It 

should be recognized that these examples are only points along a 

spectrum of such conflicts which could occur. At one pole of the 

spectrum, pregnant women may refuse a caesarean section when a 

caesarean section would be most favorable to the fetus. One woman 

initially refused a caesarean when one foot of her fetus had 

already emerged from her vagina, but could not be delivered 

vaginally. In this situation, would you respect the mother's 

refusal, or perform the caesarean and deliver the baby over the 

mother's will? At the other end of the spectrum, mothers could 

compromise their fetus's optimal interests only to a slight extent 

by failing to adhere to a proper diet or smoking. 

 

 This range of possibilities should be taken into account when 

any specific conflict between a mother and fetus is considered. 

Priorities established in one situation may, by implication, apply 

to other situations and, unless specific limits are clearly drawn 
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in these other situations, these priorities may result in 

undesirable outcomes. If physicians are permitted to violate a 

pregnant mother's autonomy, bodily integrity, or freedom in one 

situation to further a fetus' interests, the same arguments could 

be used to justify giving fetus's interests priority in other 

cases. Thus, the criteria for establishing one set of priorities 

over another must be carefully articulated. 

 

 Consider a maternal-fetal conflict that you might encounter 

if you were Chief of Obstetrics. This situation recently occurred 

in a military hospital. A twenty-two year old woman was admitted 

at 26 weeks gestation because her membranes had ruptured. She 

stated then that she would not consent to caesarean section if 

this became necessary to save her life, the fetus's life, or to 

minimize potential harm to herself or to the fetus. She gives no 

reason, but says that this is just how she feels. 

 

 As Chief of Obstetrics, what would you do? Would you attempt 

to bring this case to court so that a judge can decide? 

 

 First, if pregnant women are forced to undergo surgery or are 

incarcerated for the sake of their fetus and men or women who are 

not pregnant are not, in addition to the obvious violation of the 

former mothers' interests in autonomy, bodily integrity and 

personal freedom, equality is violated. Others have described this 

risk allowing pregnant women to be treated, in effect, as second 

class citizens. 

 

 The inequality is illustrated by comparing the situation of 

pregnant women with mothers who are not pregnant and fathers 

having 
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a child with renal failure and being sufficiently histocompatible 

such that they could donate their kidney to this child. In the 

latter instances, the state would not permit physicians to perform 

surgery on such parents over their objection. 

 

 Others have described the potential harm of physicians 

coercing such pregnant women starkly and pithily. Margaret Atwood 

in the novel "The Handmaid's Tale" states that these women could 

come to view themselves as "two legged wombs, that's all; sacred 

vessels, ambulatory chalices". Attorney Janet Gallagher states, 

"The law's concern for human dignity and self-determination can 

all too readily yield to the recurrent temptations to view and 

treat pregnant women as vessels." It is wrong to allow obstetrics 

or the state to subsume the interests and the civil rights of 

pregnant women to those of the products of conception within 

them." 

 

 A second concern is that physicians taking coercive measures 

against pregnant women to benefit their fetuses might deter other 

pregnant women from doming to physicians to obtain proper care 

both prenatally and during childbirth. If, for example, pregnant 

women were screened for drugs during prenatal visits, some would 

not come for visits. This would be harmful to these mothers as 

well as their fetuses. 

 

 This example illustrates a consideration which should always 

be taken into account when assessing the net desirability of any 

new policy - - what most likely would occur in its actual 

implementation. As the third recommended reading again suggests, 

coercive measures which have already been taken against pregnant 
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mothers to benefit their fetuses have to a great extent (81%) been 

taken against mothers who are African American, Asian, or 

Hispanic, and in this article all these patients were seen by 

doctors in teaching hospital clinics or were receiving public 

assistance. 

 Finally, if society adopted coercive measures against 

pregnant women, the commitment to individual autonomy and personal 

freedom might be significantly undermined. Suppose, for example, 

that women were monitored for illegal drug use during their 

pregnancy. What overall effect would you expect this to have upon 

society? 

  

The second required reading for today's session describes a 

wholly different approach to the pregnant woman who is using 

drugs. You will recall an approach to patients called the "care 

perspective" which we discussed during the first class. In this 

article, Toni Vezeau contrasts how a careprovider would respond to 

a pregnant woman using drugs according to the traditional 

principle based approach and the care perspective. Which would you 

choose? 

 

 A final approach you may wish to consider is discussed in the 

fourth required reading, giving drug-addicted women $200 to get 

sterilized or use long-term birth control. If these women accept 

this, is this voluntary? Should it be? 

 

 The second major issue I will discuss here is surrogate 

mothering. When women wish to become surrogate mothers, mothers 

and their fetus's interests are not in conflict. Respecting such 

mothers' autonomy, the importance of which has just been 

described, would require that their desire to be surrogate mothers 

be 
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respected. 

 

 Yet the experience of Mary Beth Whitehead, who had been a 

surrogate mother, exemplifies the reason for considering a 

paternalistic view. She became separated from her husband partly 

as a result of stress from her battle to obtain custody of the 

child who was a product of a surrogate arrangement. More 

generally, as when coercive interventions are taken against 

pregnant women to benefit their fetuses, paying women to become 

surrogate mothers is seen by some as treating these women more as 

a means to their fetus's ends than as ends in themselves. 

Surrogate motherhood arrangements could also discriminate against 

such women as those who are poor by exploiting their inherently 

coercive situation. 

 

 Further harm to surrogate mothers and their fetuses also 

should be mentioned here because, some are subtle and might go 

unrecognized: Surrogate mothers may be harmed by bonding to their 

fetus and having this bond broken when they give their fetus away. 

Surrogate mothers' expressions of grief and sadness after giving 

these children away support this supposition. 

 

 Finally, as discussed in regard to physicians taking coercive 

measures against pregnant women, allowing surrogate mother 

arrangements, especially commercial arrangements, could undermine 

important societal values. Society now places high value on 

individuals' dignity. Allowing individuals to sell a kidney for 

money would respect these individuals! autonomy, but, in part 

because this would be so offensive to human dignity, this 
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commercial transaction is prohibited. Permitting surrogate 

motherhood could open the door to allowing persons to use their 

body in other ways to gain money, eventually leading to permitting 

persons to sell a kidney. 

 

 Permitting women to become surrogate mothers could also 

affect some persons' attitudes toward having children. Some 

parents could come to expect that they could use surrogate mothers 

to achieve a more perfect lifestyle. Now some parents abort a 

fetus on the basis of its sex. The cultural and economic factors 

which provide additional incentives for sex selection in countries 

such as India are absent in the U.S. 

 

 Another controversial issue involves the use of fetal tissue 

transplants with patients with Parkinson's disease, diabetes, and 

Alzheimer's Disease. What loving daughter wouldn't explore that 

possibility to save her father from the cruel decay of Parkinson's 

Disease?" Depending on your view regarding the fetus, you may be 

opposed to such acts. Some of you may go beyond merely believing 

that obtaining an abortion for either of these purposes is wrong 

for yourself to believing that any woman who would do so is 

morally reprehensible. 

 

 This was the response of many to hearing that in 1989 a 

couple from a Los Angeles suburb conceived a child to save the 

life of their teenage daughter who was dying of cancer. Their 

daughter, Anissa, had leukemia and needed a bone marrow transplant 

to survive. The bone marrows of her parents, her brother and non 

related donors had not been compatible. 
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An initial negative response to these parents, based on their 

bearing an infant as a means to their other child's ends as 

opposed to an end unto herself may merit a second look. Nancy J. 

Jecker, an ethicist at the University of Washington School of 

Medicine in Seattle writes, "It is far from clear that the act of 

conceiving Marissa for purpose of benefitting Anissa could cause 

any tangible harm to Marissa." The argument here is that Marissa 

is better off having been conceived and living the life that she 

does, despite its added tensions, than she would be if she had 

never been conceived at all. Presumably, Marissa would prefer to 

endure certain hardships as long as the hardships in question are 

necessary for her coming into existence. 

 

 If you would like to read Jecker's entire argument, which in 

large part relies on the care perspective illustrated in the 

required reading by Toni Vezeau, it is the next-to-last reading on 

reserve for this session. 
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Session VIII - Cases for Discussion 
 

October 12, 1999 
 
Case 1 
 
 A 33-year-old married white woman, gravida 2, para 1, was admitted 
to the hospital in labor at 0730. The patient had received no prenatal 
care, and although the expected date of confinement was uncertain she 
was thought to be near term. Membranes had ruptured spontaneously 2 
hours before admission. Early in the pregnancy the patient had been 
hospitalized twice for gallbladder disease, at which time 
cholecystectomy and subsequent reexploration for removal of a common 
duct stone were performed. While the patient recovered uneventfully from 
both of these procedures, it was not recognized that she was pregnant. 
Significant past history included the delivery of twins 3 years before 
admission and a lifelong prbblem of morbid obesity (estimated weight 
1.57 kg). 
 
 Ninety minutes after admission the amniotic fluid was noted to be 
meconium stained. Later the fetal heart rate (FHR) tracing demonstrated 
late decelerations, which were confirmed by internal FHR monitoring 
showing a loss of baseline variability as well. Because of these 
findings suggesting fetal hypoxia, the high station of the fetal 
presenting part, and the desultory progress of labor, the patient was 
advised of the dangers to the infant, and delivery by cesarean section 
as recommended. Because of her fear of surgery, the patient refused; 
furthermore, she requested permission to leave the hospital against 
medical advice. The patient's mother and sister, with whom she lived, 
and the father of the baby were fully informed of the circumstances. All 
involved attempted to persuade the patient to accept the advise of the 
physicians, but to no avail. The obstetric psychiatric consultant 
interviewed the patient and was convinced that she was neither 
delusional nor mentally incompetent. The patient was capable of 
understanding the circumstances and making a rational decision. 
 
 Assuming either course is legally acceptable, should general 
anesthesia be given to the mother over her objections and the baby 
delivered by cesarean section? 
(From Principles of Biomedical Ethics, 2nd Ed., Beauchamp & Childress, 
pp. 312-313.) 
 
 
 
 
 
Case 2 
 
 Miss A, a 15-year old pregnant girl, after much consideration, 
decides not to have an abortion but instead to bring the pregnancy 
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to term and give the child up for adoption. As the pregnancy has 
continued, it has become very important for her to have the pregnancy 
over and to return to her high school studies, where she was in the 
upper fourth of her class. She wishes as soon as possible to forget the 
entire incident completely. However, in the 26th week of gestation, 
labor begins and the amniotic sac ruptures. Because the fetus must be 
delivered at this juncture and because of its prematurity, a cesarean 
section is recommended. Miss A absolutely refuses. She does not want the 
scar to remind her of her pregnancy, and she argues that she would have 
had an abortion had she known that anything like this would take place. 
The fetus should be grateful for being born at all, the girl reasons, 
and she should not be obliged to suffer further to maximize its chances. 
The physicians are unclear as to the proper course. One physician argues 
that the girl appears to be dilating well and that a vaginal delivery 
may be possible without too much risk to the fetus. Two other physicians 
disagree. They wonder whether they should consult the hospital lawyer 
and/or a court. The girl pleads for them simply to attempt a vaginal 
delivery. 
 
 Should Miss A's wishes be respected? How much of a risk of death or 
injury to the child would need to exist before she would be required to 
submit to surgery? 
(From Bioethics Readings & Cases, Baruch A. Brody and H. Tristram 
Engelhardt, Jr.) 
 
 
Case 3 
 
 Janet M., in her early twenties, is pregnant for the third time. 
She has been an insulin-dependent diabetic since the age of twelve but 
has experienced no major complications of diabetes. 
 
 Dr. L. has repeatedly advised her of the risks that uncontrolled 
diabetes poses to her fetus. Congenital malformations are two to four 
times more common in infants of mothers whose diabetes is poorly 
controlled. Furthermore, uncontrolled diabetes can result in the birth 
of a premature, stillborn fetus. 
 
 He admits her at fifteen weeks gestation as an inpatient to treat 
her diabetes, but she discharges herself against his advice five days 
later, before her diabetes has been satisfactorily controlled. Once 
home; she ignores pleas from Dr. L. and other physicians to obtain 
chemstrips or a dextrometer for monitoring blood sugar. In response, she 
tells them she "has no money" or "forgot". 
 
 At twenty-one weeks gestation she is hospitalized for a threatened 
abortion but quickly announces her intention to leave. Dr. L. decides 
that her behavior poses a clear risk to the wellbeing of her fetus. 
Unless she changes her mind, he says, he will seek a court order to keep 
her hospitalized. 
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Is his response justified? 
 
(From Hastings Center Report, Thomas B. Mackenzie and Theodore C. Nagel 
p. 24, February 1986.) 
 
 
Case 4 
 
 A 38-year-old woman and her 38-year-old husband consult their 
family physician. They have been married for seven years and the woman 
has had a hysterectomy at the age of 30 for cancer of the uterus. They 
want the physician to inseminate artificially the woman's best friend, 
age 33, with the husband's sperm. The friend has agreed to provide her 
services as a surrogate mother, and the couple have agreed to pay for 
the medical and hospital expenses associated with the pregnancy and 
delivery and to accept the child under all circumstances, even if the 
child has serious birth defects. Although there are no laws in the state 
precluding such activities, the physician is of the opinion that the 
couple should not consider a biological link between the child and the 
father to be that important, and the couple should instead seek to adopt 
a child. 
 
 Is the physician right? 
 
(From Bioethics Readings & Cases, Baruch A. Brody and H. Tristram 
Engelhardt, Jr.) 
 
Case 5 
 
 
 Mr. and Mrs. E. contract with Miss F that she will bring to term an 
embryo produced by the Es' sperm and ova. After embryo transfer to Miss 
F, her mother dies and she begins to smoke and drink in a fashion that 
the Es' find excessive. The Es' ask her either to desist from this 
behavior, which is likely to be damaging to the child, or to secure an 
abortion. She refuses. The child is born prematurely and underweight for 
its gestational age, which the Es' and their physician attribute to Miss 
F's excessive consumption of alcohol. The Es' refuse to accept the 
child, arguing that Miss F failed in her contractual responsibility to 
be a responsible host-mother, and that they will not therefore accept a 
child who may have been damaged by Miss F's behavior. 
 
 What ought laws and regulations say concerning this case? To what 
extent ought embryos to be considered property under the contractual 
control of others or open to sale? 
 
(From Bioethics Readings & Cases, Baruch A. Brody and H. Tristram 
Engelhardt, Jr.) 
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Case 6 
 
 The government's Committee on Biological Research Review examined 
all research proposals submitted for funding by government grants and 
contracts. This day's meeting was devoted to examining one specific 
proposal that came from the world-famous Institute of Embryology at a 
prestigious university teaching hospital. No one on the committee 
doubted the scientific merit of the proposed research or the ability of 
the research team that would undertake this major study. Their doubts 
were fundamentally ethical. 
 
 The institute of Embryology had long been concerned with the plight 
of women who were prone to spontaneous abortions. They had pioneered in 
the development of acute care facilities for premature newborns. Now 
they were eager to develop techniques that would permit the salvaging of 
provable and marginally viable fetuses in the 300 to 1200 gram range. 
The research proposed for review and funding was to develop an 
artificial placenta. Fetuses would be obtained from pregnant women who 
were aborted voluntarily hysterotomy under the country's uniform 
abortion statute, which permitted abortion up to the twenty-four week of 
gestation. The fetuses would then be transferred to the institute's 
research facilities. The technique would involve cannulation of the 
internal iliac vessels, that is placing a small tube in them, permitting 
total perfusion of the fetus/infant. 
 
 It was recognized that success would be limited during the early 
stages of the research. The research team anticipated maintenance of the 
vital signs of the fetuses for periods of no more than a few hours. It 
was hoped, however, especially with fetuses in the 1000 gram range, that 
survival time would gradually increase as the technique was perfected. 
For this phase of the research it was decided that because of possible 
fetal damage during the critical period of transfer to the artificial 
placenta, no fetus would be maintained for more than a two-week period. 
Fetuses would be obtained from the obstetrical services of the six 
hospitals in the immediate vicinity. Adequate compensation would be made 
to the hospitals supplying the fetuses to cover expenses, including 
supplies and staff time necessary for maintenance of the fetus prior to 
the time it was delivered to the embryology clinic. 
 
 Should the research proposal be approved? 
 
(From Case Studies in Medical Ethics, Veatch, pp. 209-210) 
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ETHICAL, LEGAL, AND SOCIAL ASPECTS OF MEDICAL CARE 
 
 

Session IX: The Holocaust/Translating Ethics into Practice 
 

October 19, 1999 
  

   1400 - 1450  Patricia Heberer 
 

     1500 - 1550  Discussion Groups 
 
Prioritized Learning Objectives: 
 

1. To consider how doctors' actions in Germany during World 
War II are relevant to physicians today. 

 
2. To learn how to tell patients and their families "the truth". 

 
3. To appreciate how technology can result in prolonging 

patients' suffering when they no longer wish to live. 
 

4. To identify the conflicts between paternalism and autonomy. 
 

5. To identify ethical issues which involve conflicts between 
patients and third parties. 

 
6. To learn legal requirements of informed consent and compare 

them to patients' clinical needs. 
 

7. To appreciate difficulties in determining patients' 
competency. 

  
8. To learn legal concepts regarding patient/physician 
 confidentiality, good samaritan statutes, brain death 

  statutes, mature minors legislation, and warning 
  endangered third parties. 
 

9. To learn concepts relevant to counseling parents who have 
newborns with defects, such as the importance of informing 
them early after the defect is discovered. 

 
10. To consider how to communicate exceptionally painful 

information to parents. 
 

11. To appreciate the range of experiences parents who raise 
handicapped children can have. 

 
 
 
Computerized Learning Experience:   Lessons B and D 
 
Required Reading: 

 
 



1. Beauchamp TL, Childress, JF: Principles of Biomedical 
Ethics, Oxford Press, 4th Edition, 463-464, 474-479, 1994. 

 
2. Pellegrino, E.D.: The Nazi Doctors and Nuremberg: Some 

Moral Lessons Revisited. Annals of Internal Medicine 
127(4) : 307-308, 1997. 

 
3. Wehlage DF: How To Say It: Terminal Illness, Untimely 

Death, Congenital Problem, Handicap. Journal of the Indiana 
State Medical Association 72:593-595, 1979. 

 
4. Lipson, M: What Do You Say to a Child with AIDS. Hastings 

Center Report 23:6-12, 1993. 
 

5. Klein, SD; Klein, RE: Delivering bad news: the most 
challenging task in patient education. Journal of the 
American Optometric Association 58(8) :660-663, 1987. 

 
6. Reeder, J: Guidelines for Giving Bad News to Families. 

 
Prioritized Recommended Reading on Reserve in the Library: 
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INTRODUCTION SESSION IX 
 

October 19, 1999 
 

 In this last session, Patricia Heberer, a historian at the United 

States Holocaust Memorial Museum here in DC will present an overview of 

doctors' actions in Germany during World World II. At the beginning of 

your discussion groups, I would like you to discuss ways in which risks 

of engaging in unethical conduct could occur today. Many have been 

raised in this course. 

 

 Consider, for example, these issues raised in the class on Military 

Medical Ethics: What should you do if you are told during combat not to 

treat an injured prisoner of war or to withhold treatment until the 

prisoner in interrogated? 

 

 Feel free to discuss the relevance of the Holocaust to medicine 

today for the entire hour, and be sure you read the required reading by 

Dr. Pellegrino prior to the discussion session. If you have time, as in 

the first session, you can then go on to discuss the cases. If you get 

to discuss the cases, you will embrace several fundamental values which 

often come into conflict when treating patients, namely paternalism and 

autonomy. Consider the follow scene abstracted from John Irving's The 

Hotel New Hampshire: 

 
 "I'll be right with you," Father said to her. "Someone's been 
hurt." She came with him, and some other running men, and they ran down 
to the hotel piers. At the end of the dock a man lay on his side, 
bleeding from a wound in his cheek: He had stumbled coming up the ladder 
and had torn his face on a mooring cleat. 
 
 He was a large man, his face florid in the blue wash of the light 
from the moon, and he sat up as soon as anybody touched him. "Scheiss!" 
he said. 
 
 My father and mother recognized the German word for "shit". With 
the assistance of several strong young men the German was brought to his 
feet. He had bled, magnificently, over his white dinner jacket, which 
seemed large enough to clothe two men. He 
 
 
 
 



bellowed to someone. From on board a tall, tanned woman in an evening 
dress with yellow lace came up the dock's ladder like a panther wearing 
silk. The bleeding man seized her and leaned on her so heavily that the 
woman, despite her own obvious strength and agility, was pushed into my 
father, who helped her maintain her balance. Up the dock, and up the 
gravel driveway, the couple wove. 
 
 The woman turned to my father and said, with a controlled accent: 
"He vill need stitches, ja? Of course you haf a doctor." 
 
 The desk manager whispered to Father, "Get Freud." 
 
 "Stitches?" Freud said. "The doctor lives all the way in Bath, and 
he's a drunk. But I know how to stitch anybody." 
 
 "Bring old Doc Todd here! We'll sober him up when he arrives," the 
manager said. "But for God's sake, get going?" 
 
 "It will take an hour, if I can find him," Freud said. "You know I 
can handle stitching. Just get me the proper clothes." 
 
 "This is different," the desk manager said. And it's his face 
that's cut." 
 
 "This is different," the desk manager said. And it's his face 
that's cut." 
 
 "The wound is on his face, Freud," Father said. 
 
 "So what's a face?" said Freud. "Just skin, ja? Like on the hands 
or foots. I've sewn up lots of foots before. Ax and saw cuts--them 
stupid loggers." 
 
 The headwaiter came into Freud's room. It was the best room in the 
men's dorm--no one knew how Freud ended up with it. The headwaiter began 
to undress. 
 
 "Everything but your jacket, dummy," Freud said to him. "Doctors 
don't wear waiters' jackets." 
 
 On the spotless counter, in the serving room between the main 
dining hall and the kitchen, the big German with the gashed cheek lay 
like a corpse, his pale head resting on his folded-up dinner jacket, 
which would never be white again; his propeller of a dark tie sagged 
limply at his throat, his cummerbund heaved. 
 
 "It'z goot doctor?" He asked the desk manager. The young giantess 
in the gown held the German's hand. 
 
 "An excellent doctor," the desk manager said. 
 
 "Especially at stitching," my father said. 
  
In this scene, the issue posed is should the German man who 



has been cut in the face be told the truth, that the only doctor 

possibly available is drunk, or should he not? A case can be made for 

withholding the truth. 

 
 Paternalism and respecting patients' autonomy conflict in cases 

such as this in which a physician must decide whether to tell a patient 

the truth. Paternalism involves the notion that the physician should not 

harm the patient, as the physician sees harm. This notion remains in the 

Hippocratic oath and just decades ago was the principle customarily 

prioritized in traditional medical practice. More recently, however, the 

legal and ethical importance of patients having the opportunity to 

exercise their autonomy has been emphasized. 

 
 Some feel it has gone too far. Consider the following case: 
 

A 65-year-old retired army officer had several abdominal 
operations for gallstones, postoperative adhesions, and bowel 
obstructions. Because of chronic abdominal pain, loss of 
weight, and social withdrawal, he voluntarily entered a 
psychiatric ward. Although he had a very productive military, 
teaching, and research career, he was now somewhat depressed 
and unkempt and had poor hygiene. 

 
Furthermore, he and his wife had curtailed their social 
activities because he could not control his pain without 
assuming awkward and embarrassing postures. He relied on six 
self-administered injections each day of Talwin 
(Pentazocine), which he believed to be essential to control 
his pain. Having used this medication for more than two 
years, he had so much tissue and muscle damage that he had 
difficulty finding injection sites. His goal for therapy was 
to "get more out of life in spite of my pain." 

 
Although the patient has voluntarily admitted himself to this 
ward where adjustment in medication was a clear expectation, 
he refused to allow direct modification of his Talwin dosage 
levels on the grounds that his experience showed that the 
level of medication was indispensable to control his pain. 
After considerable discussion with colleagues, the therapists 
decided to withdraw the Talwin over time without the 
patient's knowledge by diluting it with increasing 
proportions of normal saline. Although the patient 
experienced nausea, 

 
 
 
 



diarrhea, and cramps, he thought that these withdrawal 
symptoms were actually the result of Elavil (Amitriptyline), 
which the therapists had introduced to relieve the withdrawal 
symptoms. While the therapists did not use Elavil to deceive 
the patient, it served that purpose for he blamed it for his 
discomfort. 

 
After three weeks of saline injections, the therapists 
explained what had been done. 

 
(Adapted from Principles of Biomedical Ethics, Beauchamp and Childress) 
 
 
 This case was presented in May 1987 for discussion to a small group 

of persons from several countries. All Americans in the group strongly 

opposed the use of placebo in this case. A philosopher from Germany 

stated that there was no question what should be done: the placebo 

should be given and in his country, he believed, would be. 

 

 As you approach the cases in this week's discussion group, keep in 

mind that this country may give greater importance to respecting 

patients' autonomy than others, including those in Europe. 

 

 In general, the cases for today address a variety of issues 

relating to the translation of medical ethics into practice. The 

specific issues within the cases you will discuss involve conflicts 

regarding paternalism and autonomy such as deciding when patients can 

die; and when to tell them the truth, and when to maintain 

confidentiality. Consider these cases: 

 
CASE 1 
 
 

Giving Bad News to Patients and Families 
 

Mr. K. was a 58 year old retired sergeant who was hospitalized with 
shortness of breath, fatigue, and recent weight loss. An extensive 
diagnostic workup revealed a large mediastinal mass. A thoracic 
surgeon was consulted and recommended bronchoscopy and exploratory 
thoracotomy to determine the nature of the 

 
 
 
 
 



mass and possible resection. The nature of the surgery, the risks 
and benefits, and alternatives were explained to the patient and 
his wife; he also explained that postoperative ventilatory support 
might be needed. When asked if he thought it was cancer, the 
thoracic surgeon said, "I don't think it is". The patient and his 
wife, although anxious about the surgery, were encouraged by the 
surgeon's impression. He also stated that he didn't want to be on 
those machines and to get him off as soon as possible. 

 
During surgery, an unrespectable mesothelioma of the mediastinum 
was discovered to be invading the chest wall. The tumor had grown 
around the great vessels in the chest and near the heart. Excision 
of the tumor was attempted but due to increasing ventilatory 
problems, the surgery was terminated. 

 
To honor the patient's and family's preoperative requests, the 
surgeon informed them of the findings. The family was shocked and 
saddened with this news. The son became tense, asking probing 
questions and demanded that the entire tumor be removed. 

 
During the next few days, the thoracic surgeon encouraged the 
family that the patient would get better and be able to go home, 
fish, and do leisurely activities for a few months before he began 
to get sick again. The ICU residents and nurses observed a slow but 
steady decline in the patient's pulmonary function, and had 
increasing difficulty managing his respiratory status. The patient 
began to ask to be taken off the ventilator. The ICU staff felt the 
patient would die if this occurred. 

 
How might the thoracic surgeon handle this situation and talk with 
the patient and family? 

 
 
CASE 2 
 

Two 14 year old best friends, leaving the junior high school gym 
after a wrestling meet, were shot in the head. One boy was killed 
instantly, and the other was taken to the nearest hospital, a 
military medical center, by the local paramedics. "John Doe" was 
being resuscitated by the trauma team when a frantic looking couple 
rushed into the emergency room looking for Christopher. 

 
A nurse ushered them into a small room in the emergency department. 
Momentarily, two doctors joined them and said, "we don't know if 
these are the parents". After the father went in to identify the 
boy, he returned to his wife. One look at his face told the story. 
A colonel in a white coat came in and said, "He has a mortal brain 
injury". The father asked, "Are we going to lose Christopher?" The 
Colonel said, "Yes. I'm sorry", and left the parents with the 
nurse. Within 5 minutes, the Colonel returned and asked if they 
were an organ donor family? 

 
 
 



How might you have handled this situation differently? 

 Telling patients the truth respects them even though they 

may, temporarily at least, feel worse as a result of hearing the 

truth. 

 The conflict between respecting patients' autonomy and 

nonmaleficence or beneficence is greater, however, when respecting 

a patient's autonomy means permitting the patient to refuse 

treatment and as a result of this refusal die. 

 Prior to this session, or at the beginning of your discussion 

group, consider the following questions: 

 If someone you loved were dying, would you spare no cost to 

keep him alive? 

 If someone in your family were terminally ill and refused 

treatment, would you respect his wishes or attempt to persuade him 

to accept further treatment? 

 If all that was keeping you alive was a machine and your 

family could pull the plug without the possibility of legal 

repercussions, what would you want? 

 This last question may involve cost considerations such as 

the following: If a machine were keeping you alive and depleting 

your family's savings, suppose you wanted the machine disconnected 

for this reason. Should your request be respected? 

 In general, the law presumes that patients have a right to 

refuse treatment even if this means that they will die. There are, 

however, some exceptions. If, for example, third parties have 

interests at stake, such as children who require the court's 

protection, doctors may impose treatment on a patient in spite of 

a patient's refusal. Jehovah's witness patients may refuse blood 

transfusions but have transfusions imposed over their will because 

 

 

 



they are pregnant or provide critical financial and emotional 

support for their dependent children. 

 

 A second exception to persons having the right to refuse 

treatment is when the patients' desire can be classified as 

suicide. Thus, fairly recently, a young social worker, Elizabeth 

Bouvia, who has had limited use of her arms and legs throughout 

her life, wished to be admitted to a hospital in California and 

there permitted to starve to death. The hospital initially refused 

because of the overriding interests of society, other patients, 

and the hospital staff, in not having to participate in her 

starving. The California court, however, upheld her request. You 

can read about her request and the case itself in the readings on 

reserve. 

 

 It may seem to you quite appropriate that this hospital 

initially refused to permit Ms. Bouvier to die, but what about 

patients who are bedridden, have outlived their friends, have no 

relatives and feel that they have lived their lives? What about 

the 80-year-old patient who has had a stroke and cannot use his 

limbs, resides in a nursing home, and wants to die. Courts have, 

on occasions, permitted such patients to die by starvation, but in 

states which have not explicitly permitted this, doctors usually 

feel that they must force feed such patients to avoid being 

prosecuted for murder. 

 

 Dr. Eric Cassell, an internist who has written extensively on 

medical ethics, believes that under these circumstances, force 

feeding patients or passing a nasogastric tube is an "ugly" 

solution. He argues that a far preferable solution is for the 

physician to come to the bedside and say "Mr. Brown, I see you 

haven't eaten much today." 

 



Mr. Brown may respond "No, I just don't feel so well. Maybe my 

appetite will be better tomorrow." 

 The doctor then might say, "Well let's hope so," and over a 

period of time Mr. Brown may lose weight and eventually die of an 

illness such as pneumonia. The doctor then may report pneumonia as 

the cause of death so that the question of homicide does not 

arise. Cassell argues that this solution is not ugly since the 

physician and nursing home personnel have remained compassionate 

advocates of the patient's interests as opposed to becoming his 

adversary. See the article by Hilfiker on reserve if you wish to 

consider this more deeply at this time. You might be interested in 

the article about Dr. Hilfiker as well which is included with it. 

 An implicit ethical consideration in regard to Cassell's 

suggestion is whether allowing a patient to starve is 

unnecessarily cruel. That is, if Mr. Brown wants to die, some 

would favor euthanasia. You may think that this suggestion 

represents science fiction or is the opinion only of a radical 

fringe. I refer you to part of the minority opinion in the final 

Bouvia court decision. 

 
Although I have concurred in the opinion, I write 
separately and reflect on what I consider to be one of 
the real tragedies of this case     

 
I have no doubt that Elizabeth Bouvia wants to die; and 
if she had the full use of even one hand, could probably 
find a way to end her life--in a word--commit suicide. 
In order to seek the assistance which she needs in 
ending her life by the only means she sees available 
starvation- she has had to stultify her position before 
this court by disavowing her desire to end her life in 
such a fashion and proclaiming that she will eat all 
that she can physically tolerate. Even the majority 
opinion here must necessarily "dance" around the issue. 

 
Elizabeth apparently has made a conscious and informed 
choice that she prefers death to continued existence in 
her helpless and, to her, intolerable condition. I 
believe she has an absolute right to effectuate that 
decision. This state and the medical profession, instead 



of frustrating her desire, should be attempting to 
relieve her suffering by permitting and in fact 
assisting her to die with ease and dignity. The fact 
that she is forced to suffer the ordeal of self-
starvation to achieve her objective is in itself 
inhumane. 

 
The right to die is an integral part of our right to 
control our own destinies so long as the rights of 
others are not affected. That right should, in my 
opinion, include the ability to enlist assistance from 
others, including the medical profession, in making 
death as painless and quick as possible. 

 
 However you view this situation, a controversial question is 

whether physicians should be permitted to withhold nutrition and 

hydration from a patient. Withdrawal of any treatment, such as a 

respirator, is problematic to begin with. At Walter Reed in March 

1985, for example, a 71-year-old cancer patient wanted to have her 

respirator disconnected. She was highly competent, knew that she 

would die immediately if the respirator were removed, and had 

written about 50 notes describing such things as the clothes she 

wanted to be buried in and how she wanted her property disposed. 

She petitioned the court and her request was granted. Withdrawing 

nutrition is more problematic than other treatments in part 

because many members of society consider nutrition distinct from 

other means of life support such as respirators. To them, 

withdrawing nutrition is like withdrawing care. Regardless of the 

merits of their argument, the feelings of persons who hold this 

view themselves deserve moral weight. 

 Patients may be treated against their will, more generally, 

if they have been judged incompetent. Obviously, if a patient is 

so upset or depressed that he only temporarily wants to die, 

allowing him to die would be tragic. Yet, the legal determination 

of competency is fraught with difficulty. When physicians 

determine. a patient's competency, they may impose their own 

values wittingly 

 



or unwittingly. First, if no specific criteria for competency have 

been established by a court or legislature, physicians have 

discretion to pick a more or less strict criterion for competency. 

They may require that patients deeply understand their situation 

or have only literal understanding. Second, when deeper 

understanding is required, physicians may impose their bias by 

placing greater weight on those factors which support the outcome 

the physicians favor. See the Roth article "Tests of Competency" 

on reserve if you wish to read more. 

 

 A major issue underlying the conflict between autonomy and 

paternalism is whehter competent patients should be permitted to 

die. Note that even when many patients legally have the right to 

die, they may need to pursue it. As a physician, if you are 

involved in such a case, you may have to consider taking 

initiative to help the patient bring about this request. A second 

issue raised by the cases is whether you should intervene to help 

patients die, especially if they lack the means to accomplish this 

 

 

themselves, or whether you should tell family members how they 

might kill a patient. 

 

 The conflict between paternalism and autonomy also exists in 

less dramatic instances. How much to inform a patient is 

inevitably a, question of the degree to which one should respect 

patients' autonomy versus the degree to which one should protect 

them from truths that might harm or overwhelm them. 

 

 Each case provided for discussion involves the conflict 

between paternalism and autonomy. The relevant moral factors 

change slightly. Decisions involving this conflict will come to 

 



your attention throughout your careers. 

 

 The last case for discussion raises a conflict military 

physicians can encounter between their duty to patients and third 

parties, but it is of a different nature than those raised in the 

previous cases. This dilemma involves the question whether 

military physicians should violate the confidentiality of patients 

with HIV to inform their partners if these patients refuse to 

inform their partners themselves. 

 

 Ethically, strong arguments support military physicians 

informing such patients' partners: If these partners are not 

already infected, physicians informing them could enable them to 

avoid becoming infected. If partners are already infected, they 

could seek medical care at the first sign of infectious disease. 

Since azidothymidine (AZT) and some other medications are 

efficacious early in the course of HIV, partners could seek 

treatment when they first discover that they are infected. 

 

 Infected partners could also avoid infecting others 

inadvertently. If the partner is a woman, she could avoid giving 

birth to a fetus with HIV by not becoming pregnant or if pregnant, 

by having an abortion. This last choice depends on the partner's 

views about abortion and, even if the partner is not opposed to 

abortion, this decision may be exceedingly difficult because some 

fetuses born to mothers with HIV do not acquire this infection and 

mothers can decrease the rate of transmission by taking AZT prior 

to delivering. 

 

 Yet, notwithstanding these arguments, many physicians have 

not informed patients' partners when patients objected. The 

strongest argument for physicians not informing these partners 

appears to be 



that they believe that this restraint may be necessary to limit 

the spread of HIV. That is, some believe that the most effective 

means of stopping the spread of HIV is to persuade infected 

patients to not infect others. If it is presumed that patients 

with HIV will be more likely to practice safe sex if they know 

that they are infected, conditions should be established which 

would maximize the number of persons in high risk groups who will 

go for testing. Doctors who accept these premises fear, 

consequently, that if they routinely inform patients' partners 

over these patients' objections, persons in high risk groups would 

not come to them for testing. 

 

 The claim that patients will practice safer sex if they learn 

that they have HIV has, however, been questioned. Anecdotal data 

suggests that some patients may respond to finding out that they 

have HIV by becoming more promiscuous. 

 

 The above rationale for civilian doctors not informing 

patient's partners, even if valid, however, is less applicable to 

military physicians treating servicepersons. Since servicepersons 

undergo mandatory testing for HIV, the rationale that military 

physicians should not inform partners because this might deter 

servicepersons from coming for testing does not apply. 

 

 On April 20, 1987, the military established policy requiring 

military physicians to take action to inform contacts at risk of 

acquiring HIV if these contacts are on active duty or 

beneficiaries of military medical care and if servicepersons with 

HIV specifically gave these contacts' identity. Contacts 

potentially at risk include persons' sexual partners, children 

born to infected mothers, and users of contaminated needles. If 

these contacts are 



not on active duty or beneficiaries, even if servicepersons with 

HIV give their identities, military physicians are not to inform 

these contacts, but rather to see that the proper public health 

authorities are notified, as required by appropriate state law. 

When servicepersons do not identify their contacts, military 

physicians can attempt to persuade them to do so. When military 

physicians have attempted this they have been most successful. 

 

 In some instances, the arguments in favor of military 

physicians attempting to benefit these servicepersons' partners by 

informing them are obviously stronger, such as when a partner is 

pregnant or trying to become pregnant and the partner has no 

reason for knowing that she is at high risk (e.g., she does not 

know that her partner is bisexual). The ethical justification for 

military physicians informing partners in these situations may 

seem compelling. Military physicians might even consider violating 

military requirements by informing such partners though 

servicepersons had not identified them as partners or these 

partners were not on active duty or beneficiaries. Do you think 

that military physicians ever would be justified in informing such 

servicepersons' partners if in doing so they would violate 

military requirements? 

 

 In discussing this issue with a wide range of persons, I have 

found that it raises as intense feelings as almost any other 

topic, except abortion. It is particularly important, then, if 

your group gets to this case, that you separate emotional 

responses from objective arguments. This ability will be important 

throughout your careers if you are to engage successfully in 

ethical discussions. Here is an instance in which, however, I 

suspect you will have 

 
 
 



ample opportunity to practice. 

 

 At the beginning of this course, you had the opportunity to 

learn from parents of children with special problems. This session 

also provided a model for learning about ethical questions which 

should supplement the use of reasoning. It is similar to theater 

and literature but more useful: listening to patients and then 

families. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Session IX - Cases for Discussion 
 

October 19, 1999 
 
Case 1 
 
 You are on a hospital ethics committee to decide which, if any, of 
the following persons who wish to go home to die should be allowed to do 
so. 
 
 a. A 24-year-old lawyer who, one month after she had finished 
law school, was involved in a head-on car collision which caught fire. 
She was severely burned and after eight months of rehabilitation it is 
clear that she will remain blind, with little use of her legs, hands, 
and arms, all of which have severe contractions. She will require much 
painful surgery in the future and her daily bathing procedures result in 
her experiencing severe pain despite her being given large amounts of 
analgesia. 
 
 Six months ago, she requested that she be taken home to her 
parents' house and there allowed to die. A psychiatrist who was called 
at that time and who followed her since then now states that as best as 
a psychiatrist can tell, her decision to die is rational and not based 
on a reactive psychiatric illness. 
 
 b. An 80-year-old widow who has gangrene of one leg due to 
diabetes and is refusing an amputation (which would be life-saving) on 
the grounds that she does not want to be an emotional and financial 
burden to her children and grandchildren. Her husband has been dead for 
ten years and all her closest friends have also died. 
 
 c. An Olympic gymnast who is an avid sports enthusiast and has 
quadriplegia due to a car accident 6 months ago. 
 
 d. A concert violinist of world fame who lost one hand three 
years ago in a car accident. 
 
 
Case 2 
 
 You are on a hospital committee to decide hospital policy. Assume 
that, legally, you are protected whatever you decide. Four patients are 
requesting surgery. All are unwilling to see psychiatrists. None show 
overt signs of mental illness. Do you allow the surgery for: 
 
 a. A 22-year-old single woman who requests breast augmentation 
because she believes this would result in her being more attractive? 
 
 b. A 22-year-old single woman who is requesting breast 
augmentation because she wishes to be a nude dancer? 
 
 c. A 22-year-old single man who wishes to undergo a sex change? 
  



 d. A 22-year-old man who has no children, is divorced, shows no 
signs of depression and is requesting a vasectomy. 
 
Case 3 
 
 Mrs. L.K., a 74-year-old widow, has been your patient for 15 years. 
Recently she has been getting confused and forgetful, but she is aware 
of her surroundings and you would hesitate to label her mentally 
incompetent. 
 
 Some recent symptoms of Mrs. L.K.'s have worried you enough to put 
her in the hospital and run some tests. You are quite certain that she 
has a metastasizing carcinoma and that she probably has six months to a 
year to live. You really cannot offer her any realistic hope of 
palliation by chemotherapy or radiation. 
 
 Before discussing your findings with Mrs. L.K., you reveal the bad 
news to her two children. They are immediate and unanimous in their 
response: "Don't tell Momma she is going to die. Tell her these are just 
non-specific symptoms of old age. Let her live out the rest of her days 
in peace." 
 
 What do you do with the information you have? 
 
From Ethical Decisions in Medicine by Howard Brody. 
 
 
Case 4 
 
 A 58-year-old, retired Army Brigadier General comes in to see you 
because of a persistent cough and recent loss of appetite. A heavy 
smoker all his life, he tells you that he suspects that he has cancer, 
and that under no circumstances are you to reveal or suggest to his wife 
or children that, or any other likely fatal diagnosis. How you deal with 
them otherwise is entirely at your discretion. What do you do? 
 
This case was given for discussion by Dr. Auster in the Human Context 
Course. 
 
 
Case 5 
 
 A 53-year-old woman who is divorced has been admitted to the 
hospital in a terminal stage of lung cancer. She most probably has 
little more than a few days to live. 
 
 Her 20-year old son who has had recurrent bouts of severe 
depression in the past takes poison, comes into the emergency room, is 
admitted to a different ward and there dies. 
 
 The family (the patient's five brothers and sisters) feel strongly 
that she should not be told. 
 

Should the boy's mother be told the truth about her son? 



Case 6 
 
 A 21-year-old gas station attendant comes to your office with a 
sprained ankle. At this visit he says that he has recently found out 
that his mother is in the early stages of Huntington's Chorea. He 
doesn't seem to know much about the disease. He doesn't ask for more 
information about it and does not know about the hereditary nature of 
the disease. He says that he and his wife hope to have a child soon. As 
the man's physician, you could take the initiative to educate him about 
Huntington's Chorea. Assume that he asks nothing and that appropriate 
testing could determine whether or not he has Huntington's Disease. 
Should you inform him that such testing is available? Should you guide 
him toward, or recommend, genetic counseling? 
 
 
Case 7 
 
 Mr. B., age twenty-eight, reported to the community health center 
of a large city teaching hospital for counseling after being 
confidentially informed that his blood test was positive for antibodies 
to the Human Immune Deficiency Virus (HIV), the virus that causes AIDS. 
The patient had no symptoms. 
 
 Dr. T. informed Mr. B. that although he did not have AIDS, there 
was between a 5 and 35 percent probability that he would develop the 
disease within the next five years. He was also told that he could 
probably infect others through sexual contact, by sharing needles, or by 
donating blood and blood products. He was counseled not to donate blood, 
and to engage in "safe sex," that is, sex that does not involve the 
exchange of bodily fluids such as semen. 
 
 Mr. B.. then revealed that he was bisexual, and that he believed 
that he had contracted the infection during one of his homosexual 
encounters. He also said that he was engaged. Dr. T. advised him to 
inform his finance of his diagnosis. But Mr. B. refused to do so, saying 
that it would ruin his marriage plans. 
 
 Should Dr. T. inform her of his patient's test results, or should 
he protect the confidentiality of the therapeutic relationship? 
 
(Taken from Hastings Center Report, February 1987) 




