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PREFACE

All Institute fellows have been required to submit a report of 
their grant activities. This book is a compilation of the reports 
of and some papers written by the fourth group of fellows to be 
selected by the Institute. Twenty-six persons, chosen by the Institute 
Board in April of 1977 held their fellowships in 1977 and 1978. In 
Part I of this Report their individual projects are described; while 
papers presented by some fellows are included in Part II.

Institute fellowships have provided small grants to faculty, and 
occasionally students, to encourage their interest in the humanities 
in medicine. The number of qualified teachers for interdisciplinary 
work between the humanities and the health professions is small. 
Institute fellowships have proven to be a major resource for persons 
seeking to enhance their own ability to engage in interdisciplinary 
endeavors.

Each fellow has written not only an individual report of his or 
her fellowship experience but also reported to the other fellows and 
to the Institute Board at a special meeting of fellows. This Report 
from the Institute continues the process of the sharing of information 
which the Institute feels is a valuable aspect of the fellowship 
experience as well as a contribution to the engagement of the humani
ties and the health professions.

Edmund D. Pellegrino, M.D. 
Director of the Institute



INTRODUCTION

All persons holding a fellowship from the Institute on Health 
and Human Values are required to submit a statement describing their 
activities during the fellowship period, Since these reports contain 
many reflections about the nature of human values programs, and the 
participation of the fellows in clinical training as well as in the 
classroom, the reports have value beyond the immediate use of the 
Institute. The Institute therefore offers this fourth Report of the 
Institute fellows.

The similarity among the several reports in Part I derives from 
the fact that the fellows are responding to questions presented to 
them by the Institute. As an aid to the reader the questions asked 
of the fellows are listed below:

1. What did you do during the tenure of your fellowship, and 
how does this compare with what you had planned to do 
when you applied?

2. Has your understanding of your subject developed as a result 
of your work under your fellowship? If so, in what way?

3. What effect, if any, will your fellowship work have upon 
your teaching or any other professional activity?

4. Will you offer any new courses as a result of work done during 
the fellowship period? If so, please describe them briefly.

5. If you completed an article, book, or monograph, what are your 
publication plans?

6. Expressed roughly in percentages totalling 100 per cent, what 
proportions of the fellowship period did you spend at your 
own campus, at other institutions or locations in the U.S., 
at other institutions or locations abroad?

7. Did your institution contribute any funds for travel, supplies, 
research assistance, or any other such ancillary purpose, to 
help you with your work under the fellowship? If so, please 
indicate amounts.

8. To what extent will you be able to apply (and perhaps extend) 
your fellowship work upon returning to your regular position? 
What assistance, if any, will you receive for this time from 
your institution or from other sources (including released 
time, research or secretarial assistance, etc., as well as 
grant assistance)?



9. What is the possibility that your professional activities 
and leadership at your institution will result in a program 
(as opposed to occasional courses) of teaching about human 
values in relation to medicine and the other health professions?

As a further assistance to the reader a brief index will be 
found at the end of this volume. I would like to thank the fellows 
for their cooperation in preparing their reports, Mrs. Helen Eddy 
for copy editing and proofing, and Mrs. Lucille Weber and Mrs. Edna 
Boulden for their work in production of the manuscript.

Thomas K. McElhinney, Ph.D. 
Director of Programs 
Institute on Human Values 

in Medicine

x



PART I 

THE REPORTS



NATALIE ABRAMS

1. I received my fellowship in order to study philosophical problems 
related to child abuse and neglect. Although philosophers have become 
increasingly more concerned with many issues in health care, there has 
been virtually no work done on the philosophical and ethical problems 
concerning child abuse. My primary interest was the difficult question 
of defining abuse and neglect and the relationship between this issue 
and the ethical problems concerning prediction and prevention.

The first part of my time during the fellowship period was divided 
among a number of different activities. During the months of April, May, 
and June, I was a part-time (2 days per week) 'philosopher-in-residence' 
at New York University Medical Center-Bellevue Hospital on a grant from 
the New York Chapter of the Society for Philosophy and Public Affairs.
The first part of my work on the child abuse project was conducted on 
the three days per week that remained available to me.

In order to develop some working knowledge of the problem of child 
abuse as it arises in the hospital context, I attended numerous related 
hospital activities while in residence at N.Y.U.-Bellevue (through June).
I attended meetings of the Child Welfare Committee at Bellevue Hospital 
under the direction of Dr. Margaret McHugh and meetings of the Inter- 
Manhattan Hospital Child Welfare Committee. The former committee con
sists of pediatricians, pediatric residents, social workers, nurses, a 
chaplain, and a hospital administrator. The meetings of this committee 
alternated between discussions of problematic cases and business or pro
cedural problems in handling child abuse cases. In any given meeting, 
however, these issues necessarily overlapped with each other. The 
ethical problems, therefore, became quite complicated. The latter com
mittee consists of similar people from various hospitals in Manhattan.
The focus at its meetings was on attempts to solve similar problems that 
the hospitals face.

In addition to attendance at these meetings and to speaking informally 
with hospital personnel concerned with child abuse and neglect, I spent 
time observing in the Pediatric Clinic and emergency room, where most cases 
of abuse and neglect are first suspected. I also reviewed official guide
lines on abuse, as well as the hospital records on abuse and neglect from 
the past few years at Bellevue. My goal was to try to understand the im
plicit definition of abuse and neglect that was actually being employed.

The second part of my fellowship period was devoted to reading the 
literature on child abuse and to writing a paper. The literature I found 
was primarily of two types: that written by medical personnel and articles 
in law journals. Unfortunately, there is virtually no philosophical 
literature on this subject. My activities during the fellowship period 
were basically in conformity with my proposal.
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2. My understanding of the problems relating to child abuse has greatly 
increased as a result of my work as an Institute fellow. It has become 
especially clear to me that part of the problem in formulating an adequate 
definition of abuse and neglect results from the implied relationship 
between the definition and state intervention into family life. I now 
believe that the two questions should be separated in order to develop
an adequate definition of abuse and neglect based upon the needs of 
children and a theory of parenting. My future work in this area will 
be an attempt to formulate an adequate definition, separated from the 
question of state intervention.

3. & 4. Although I will not be offering any new courses this year spe
cifically in the area of child abuse, my fellowship work will certainly
be relevant for the courses that I do teach. During January and February,
I will be teaching a seminar on ethical problems from conception through 
the first year of life. Issues related to child abuse and neglect will 
certainly be discussed. In addition, I hope to offer a case conference 
on child abuse for third-year medical students during their pediatric 
rotation, as well as for residents in pediatrics. I have also been asked 
to participate in the pediatric segment of the Community Medical course 
to discuss the issue of child abuse and will continue my participation in 
the child welfare committee at Bellevue Hospital.

I will be continuing my research and writing in the area of child 
abuse. As a result of my fellowship work, I have been asked to participate 
in a project of the National Alliance for the Prevention of Child Abuse.
The project entails writing an extensive paper on a philosophical problem 
in child abuse. Seven other papers have been solicited from people in the 
humanities. My work during the fellowship period will form the basis for 
this further research.

5. As a result of my fellowship work, I prepared a paper entitled
"Problems in Defining Child Abuse and Neglect." It will be published 
in Having Children: Philosophical and Legal Reflections on Parenthood,
edited by Onora O'Neill and William Ruddick, Oxford University Press.

6. I spent approximately 60 percent of my fellowship time at N.Y.U. 
Medical Center-Bellevue Hospital and 40 percent doing research at the 
University of California, Berkeley.

7. My institution did not contribute any additional funds. I did re
ceive supplies, office space, and some secretarial assistance. The primary 
contribution I received from my institution was admittance to the relevant 
activities and access to necessary material.

8. I will apply my fellowship work in both my teaching and research.
This is described above under question #3. I will receive a small grant 
from the National Alliance for the Prevention of Child Abuse to work on 
their project.
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9. I have developed, along with my colleague, a Program in Philosophy 
and Medicine at N.Y.U. Medical Center. Although last year I was placed 
at N.Y.U. by an outside organization (The Society for Philosophy and 
Public Affairs), this year the Program is supported by grants directly 
to N.Y.U. Medical Center from the Department of Health, Education and 
Welfare, The National Endowment for the Humanities, and the New York 
Council of the Humanities. In addition, I have received a faculty ap
pointment with my sole responsibility the development of this program.

A variety of activities constitute the program. They primarily in
clude planning and teaching courses and case conferences in philosophy 
and medicine for each of the four years of medical education, as well as 
for the residency period. Courses are also being planned as part of the 
in-service training program for nurses. I also participate in a number 
of committees at the Medical Center, including the Dean's Committee on 
Ethical Issues in Medicine, as well as faculty discussion groups concern
ing ethical issues.

I want to express my appreciation to the Institute for the fellowship 
award. It has enabled me to expand my previous research on children con
cerning proxy consent to the area of child abuse and neglect. I hope that 
other people in the humanities will see the importance of this subject and 
begin to contribute to its understanding.
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ROBERT BAKER

Preface

This report is addressed to three groups of readers: the bodies
that funded the grant (Institute on Human Values in Medicine, Mellon 
Fund of Union College); the faculty and staff at the medical center 
at which I studied; and members of the Society for Health and Human 
Values. Since the interests of these readers do not always coincide, 
the report will, of necessity, contain some material that some readers 
will find extraneous. Moreover, since considerations of confidentiality 
are appropriate both to the substance of this report and to the attached 
paper, neither the medical center at which I studied nor the staff with 
whom I studied will be identified.

Activities

The purpose of the grant was to permit the grantee, a social 
philosopher who teaches and writes on the philosophy of medicine and 
biomedical ethics, the opportunity of gaining experience with clinical 
medicine. In a period of seven months the grantee was to have two 
rotations in psychiatry (one in-patient, one out-patient), one in neona
tology, and one in oncology. The content of each rotation varied. In 
oncology (two months), the grantee took a course (the cellular basis of 
medicine), made morning rounds with the unit, and participated in the 
daily afternoon clinics. In neonatology (five weeks), the grantee 
spent a full day (and some nights) with the unit, observed and followed 
up a number of cases (over the entire seven-month span), and spent some 
time with families of the patients. In psychiatry the grantee was in
volved in two different rotations: a long one on an out-patient unit in 
which he participated in rounds, acted as an adviser to a depressed 
client (under the direction of a psychiatrist and working in conjunction 
with a third-year medical student), observed sessions in brief family 
therapy conducted by two different psychologists, attended a class on 
structural family therapy, took part in various planning and training 
sessions, and read a goodly amount of Freeman's Testbook of Psychiatry.
On the in-patient unit the grantee was not involved in training sessions, 
but rather lived the life of a patient, going to community meetings, 
attending sessions in art therapy and dance therapy (and performing-- 
as a patient). He was also an observer at many of the decision-making 
sessions on the unit.

Some Observations

For the grantee, at least, observing and learning (in the sense of 
training) proved to be incompatible activities. On those rotations 
where he set about to learn content--e.g., the course on the cellular 
basis of medicine— he observed considerably less about the form and method 
of the unit. On the two rotations where he had no set tasks to accom
plish--other than to observe— he saw more. With this reservation in mind, 
the following comments can be made.
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On Being Received on a Unit

I was very fortunate because Professor RM, the Director of the 
Bioethics and Humanities program, had sponsored me for an appoint
ment as a Fellow in the Department of Community and Preventative 
Medicine. This appointment was approved by the faculty and gave me 
an official position as a medical trainee. Moreover, on each unit 
either Professor RM or one of my other sponsors would take care to 
formally introduce me to the staff. Nonetheless, when one begins 
working with a unit one is always on probation for a bit. Philoso
phers are, after all, academic rarities, and only a handful of philoso
phers have ever donned a white coat or put on a scrub suit. Accept
ance comes slowly, abetted by curiosity, and aided by the deceptive 
familiarity of propinquity. After one hangs around a bit, one comes 
to be accepted by the unit (although not necessarily by everyone on 
it). Unit heads, attending physicians, and head nurses have the 
least difficulty (some tend to accept a philosopher almost immediately); 
medical students, however, seem to find the relationship awkward (be
cause they don't know whether you are a fellow student or a faculty 
member).

The Value of the Naive Eye

Almost all the Unit Heads asked me to report back to them in one 
way or another. And I have given verbal reports to all the units, 
except neonatology (we have tentatively arranged to meet and discuss 
the attached, rather detailed, report after they have had a chance to 
read it). All the Unit Heads seemed to find what I had to say inter- 
esting--but, for the most part, the intriguing aspect of the report 
arose not from ethical or philosophical observations, but because I 
had a naive, if (I trust) intelligent, eye, uncorrupted, as it were, 
by medical training. For example, one of the aspects of the oncology 
service that I found most striking was the fact that its patients were 
dispersed over the entire hospital. Thus the staff not only had to 
trek up and down eight floors to see their patients, they had to deal 
with innumerable sets of other physicians, nurses, head nurses, support 
staff, etc.--which created an extraordinary liaison problem, a concom
itant expenditure of staff time, and tended to preclude the possibility 
of developing a nursing staff especially sensitive to the needs of 
cancer patients. When I was on in-patient psychiatry, I noticed that 
there was a lack of continuity in the morning community meetings (some
times none of the staff who had attended one meeting were present at 
the next). Since the community meeting often made rules binding on the 
community, and often chastised patient behavior, this lack of continuity 
often led to policies being made at one meeting (with one group attend
ing) and reversed at the next (by another group). Moreover, since some 
of the staff regarded the meeting as a governance body while others 
tended to see it as a therapy session, behavior appropriate and rewarded
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on one day was sometimes regarded as inappropriate on the next. The 
second thing I noticed, on this unit, was that, whereas the other 
psychiatric unit I worked with tended to assign patients to people 
depending upon their speciality (patients with sleep problems or in 
need of long-term analysis were assigned to Dr. C, patients who might 
benefit from paradoxical therapy, to Dr. R, etc.), the primary (but 
not the only) criterion for assignment on the in-patient unit was "who 
had an opening."

Playing the Philosopher

Despite all the literature on medical ethics and the publicity 
about malpractice, the units I worked with were almost invariably con
cerned, humane, and, by their own standards, moral. I did thrice 
notice people doing things to patients or their families that I con
sidered morally wrong. On two occasions when I discussed this with the 
people involved, they concurred with my assessment but pointed out that 
they had been on duty for over twelve hours (thirty hours, in one case) 
when the incidents occurred. I discussed the matter with other members 
of the staff, and they pointed out that it is not uncommon for interns 
who have been on duty for over twelve hours to make straightforward 
medical mistakes. My suspicion is that moral mistakes, like medical 
mistakes, can occur all too easily when people are too tired to think 
straight. On the third occasion the nurse involved convinced me that 
what had looked like harsh treatment was the only treatment possible 
in the situation (the handling of an agitated depressive patient).
After spending several weeks on the ward, I came to realize that what 
she said was, unfortunately, the truth. The error was mine. Thus, 
while the naive eye has its advantages, it also has its limits.

There is, as I said earlier, nothing especially philosophical about 
these observations. Only once in the seven months that I worked at the 
medical center did I play the role of the philosophical expert. This 
case arose when I was on the out-patient psychiatric unit. A social 
worker was worried about a little old lady who lived in a tiny wooden 
house on the outskirts of town. The woman heated her house with fire
wood and when the social worker visited the house, she noticed that the 
woman was letting the fire die down. When the social worker questioned 
her about why she was doing this, the little old lady said that some 
men were coming to install a kerosene stove. The social worker wasn't 
sure that this was not a fantasy and wondered whether, since the fore
cast for the coming weekend called for weather well below zero, the 
woman should not be temporarily committed to the psychiatric ward. The 
old lady, on the other hand, had been to the medical center before and 
was determined not to go again. She wanted to die in the house where 
she had lived her life. The unit head, Dr. H., called a special meeting
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to discuss the problem. Everyone was asked to give his opinion and 
I was called upon to give my considered view as an ethicist and 
philosopher of medicine. I argued that the Unit had an obligation 
to treat the woman (and so might legitimately commit her) if, and 
only if, she were (a) suffering from an illness and (b) was either 
competent to decide and willing to be treated, or incompetent to de
cide whether she wished to be treated: If she was competent to refuse
treatment, she had a right not to be treated--even if the exercise of 
this right led to her death. The Unit head and several members of the 
staff held the same view. It was decided that we would go to her house 
and test her for competency. The Unit head went, taking the social 
worker, several medical students, and me. The woman was tested and 
found to be competent (not, perhaps, normal, but competent). She was 
asked if she minded if people dropped in from time to see if she was 
warm enough; she acceded to the request. The state police and various 
neighbors looked in on her all weekend. She survived the freeze. On 
Monday the men came to install the new stove (either she or they had 
gotten the dates wrong).

Value to the Grantee

The seven-month clinical internship at the medical center proved 
to be invaluable to the grantee. He not only came to read the pub
lished literature with a new and more critical eye (as should be evident 
in the attached paper), he also came to appreciate some rather different 
facets of the clinical situation, of the medical school faculty, of the 
medical student, and the medical school classroom. The extreme frag
mentation of time, for example, does much to explain why medical journals 
are written the way they are: just as it explains why a lecture per
fectly acceptable in the context of a college or university can be too 
loose, too uninformative, for presentation to a medical school class or 
at medical rounds.

The experience gave a certain substance and texture to the grantee's 
regular class presentation that were missing previously. It also led 
him to write a rather different type of recommendation for premedical 
students who are applying to medical school.

The clinical internship proved so valuable, in fact, that I some
times wonder how I could have attempted to teach what I teach, or write 
what I write, before I went on the fellowship.

Future Plans

Although the grantee was more of a student than anything else, 
he sometimes served as a naive eye and somewhat more frequently as a 
catalyst for discussions about medical ethics and the philosophy of medi
cine. This catalytic function was, perhaps, the most value he returned
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for the invaluable time and aid that everyone at the medical center 
gave so willingly. At the time that this report is being written 
the grantee and the heads of the units he worked with are considering 
approaching the State Council for the Humanities to request funding 
for a statewide conference on one of the issues catalyzed by the 
grantee, and for funds to allow the grantee to study and catalyze, 
part-time, for a few more years.

The Appended Paper

The appended paper is a work in progress. When I rotated through 
the neonatal intensive care unit I was trying to read the literature 
on the topic and understand what I was seeing. The attached paper 
blends both of these concerns although they are conceptually quite 
separate. It is properly two papers--and so is really an improper 
paper. It also suffers because it is a bit too philosophical here 
and too clinical there. Nonetheless, it has all the virtues of an 
unfinished work. It rambles down the little byroads where the finished 
pieces will no doubt stick to the main thoroughfares. It dwells on 
details (which will, no doubt, later be removed because they obscure, 
or tend to obscure, the outlines). If anyone should read it despite 
these flaws--or because of these virtues--and wish to comment on the 
content, I should be most appreciative. My address is Prof. Robert 
Baker, Humanities Center, Union College, Schenectady, New York 12308.

And Some Popular Reactions

My residency at the Medical Center caught the imagination of a 
local newspaper chain. They sent a reporter to interview me. The 
piece made the front page of my hometown newspaper and for two weeks 
the attendants at the local service station addressed me as "sir."
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WILLIAM L. BLIZEK

1. The purpose of my fellowship was to acquaint me in greater 
detail with the practice of medicine and to provide an opportunity 
for me to identify specific cases in which human value problems arise.
The first six weeks of the fellowship (August 1 - September 15, 1977) 
were spent observing the activities of the Department of Pediatrics
of the University of Nebraska School of Medicine. Those activities 
included teaching rounds (various topics), attending rounds (discussion 
of patients), grand rounds (various topics), family service rounds 
(discussion of family problems related to illness), cardiovascular 
conferences (diagnosis and recommended treatment for patients with 
congenital heart defects), and child life conferences (discussion 
of nonmedical factors related to illness). Additionally, I accom
panied physicians on undesignated rounds, interviewed physicians, and 
observed activities in the emergency room of University Hospital. The 
second six weeks (September 16 - October 31, 1977) were spent observing 
the activities of the Department of Obstetrics and Gynecology. These 
activities included department meetings (primarily case discussions), 
grand rounds (case discussions), and irradiation therapy/gynecology 
conferences (discussion of female cancer patients). Additional time 
was spent interviewing physicians and I continued to observe activities 
in the emergency room. Plans to observe the activities of a third 
department did not materialize. In lieu thereof, I spent six weeks 
observing the activities of the Nebraska Psychiatric Institute in my 
capacity as visiting ethicist. This work continues and includes 
observation of and participation in literature seminars for house 
officers and child fellows, adult in-patient and out-patient staffing 
conferences, children's in-patient and out-patient staffing conferences, 
family life conferences, grand rounds (various topics), faculty/house 
officer seminars, and courses in the history of psychiatry, psychiatric 
syndromes, and chemical dependency. During the period of the fellowship 
I also taught a course on human values in medicine for the Center for 
Humanities and Medicine of the University of Nebraska Medical Center and 
I prepared two papers for publication. (See #5.)

2. My understanding of human values in medicine has changed apprecia
bly. My experience at the University of Nebraska Medical Center has 
enabled me to identify more clearly the variety of human values, beyond 
physical health, that are affected by the practice of medicine and to 
identify specific practices or policies in medicine that affect human 
values. This change was anticipated and served as a reason for under
taking the activities of the fellowship period. Previous fellows have 
noted a similar change. Those aspects of medicine which affect human 
values are numerous and the problems which they generate are complex.
It is easy to see human value problems in medicine only as problems 
of deciding what the right outcome of medical practice is to be.
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Viewed in this way the problems are difficult enough, but human value 
problems in medicine also include the difficulties involved in deciding 
what practices will yield the right outcome and how such practices are 
to be encouraged in medicine.

Consider, for example, the treatment of pediatric patients in the 
emergency room. To any parent who has brought a child to the emergency 
room it is clear that the experience is a traumatic one for the child. 
Suffering an injury or illness, the child now finds himself among 
strange people in an unfamiliar setting. The child is anxious not 
only about his illness or injury, but also about his surroundings and 
he is afraid he will suffer pain at the hands of the physician. One 
factor that affects the relief of the child's suffering is the physi
cian's awareness of the suffering caused by the circumstances, rather 
than the illness or injury. Such awareness should be fostered in the 
educational program of the physician. A second factor is the sensitiv
ity of the physician to such suffering. By sensitivity, I mean the 
capacity to express concern for the anxiety or fear of the child in a 
situation that places great demands upon the attention, time, and energy 
of the physician. Unfortunately, many physicians are neither aware of 
sources of patient suffering nor sensitive to that suffering. A third 
factor at play here is the explanation of medical procedures to the 
patient. At least one recent study shows that children experience much 
less stress when the physician explains what he is doing to the child. 
Again, awareness of this result of behavior is important if the physi
cian is to minimize suffering, but there are times when the explanation 
of procedures to the patient results in other patients' waiting that 
much longer in the foreign atmosphere of the emergency room. Here the 
values of one patient conflict with those of another. The appearance 
of the patient (or the parents) is another factor that affects patient 
suffering. In observing pediatricians I notices that physicians were 
friendlier toward and spent more time with attractive, pleasant patients 
than with less attractive, unpleasant patients. It seems to me that 
patients have a right to equal treatment and that they should not be 
discriminated against on the basis of their physical appearance or 
personality. There is also a pragmatic element involved. That is, it 
is important for deriving a correct diagnosis to have the cooperation 
of the patient, and eliciting the cooperation of an unpleasant child 
may take more time than for the pleasant child.

Beyond these factors, there is, in the case of pediatrics, the 
problem of dealing with the patient's parents. There is the problem 
of explaining adequately the treatment plan and getting parents to 
follow the treatment plan. It does little for the patient's disease 
to prescribe the appropriate medicine if the parents do not understand 
the treatment plan or will not give the child medicine at the appropri
ate intervals and in the appropriate doses. Additionally, it is some
times difficult to elicit truthful statements about children from their 
parents. Parents are identified closely with their children and may 
misinterpret the child's behavior to suit their own purposes. Or, to
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tell the truth may be to admit neglect or abuse of the child. Yet, 
such information is essential to correct diagnosis and it is especially 
important if children are to be saved from further abuse. In the above 
comments I have noted only some of the complicating factors in treating 
pediatric patients in the emergency room, and this is but one of many 
situations in the practice of medicine in which human values are affect
ed by multiple factors.

3. The fellowship will affect my teaching by enhancing my ability 
to communicate with medical students about the practice of medicine.
It will also enable me to draw upon the particular examples of human 
value problems that I have encountered during the tenure of my fellow
ship. I believe that these examples will be realistic and more relevant 
to the students' experiences than would otherwise be the case. The 
fellowship has provided also an opportunity to identify a number of 
human value issues that I intend to explore further in future research 
efforts.

4. No new courses will be offered as a result of the fellowship, but 
my teaching of Human Values in Medicine will be enhanced as described
in #3.

5. During the period of the fellowship I completed one paper entitled, 
"Why There Are No Religious Problems in Medicine," which has been accepted 
for publication by the Nebraska Medical Journal. (Date of publication 
unknown.) I also completed a preliminary draft of a paper entitled, 
"Decathexis and Suicide," which has been submitted for consideration to 
the editors of a book on suicide and related topics. I have also out
lined a paper on dying with dignity in which I explore the notion of 
human dignity as it applies to the dying patient.

6. One hundred percent of my fellowship time was spent at the University 
of Nebraska Medical Center. Aproximately one third of my time was spent
in the Department of Pediatrics, one third in the Department of Obstetrics 
and Gynecology, and one third at the Nebraska Psychiatric Institute. I 
wish to express my appreciation to the following persons for their assis
tance and cooperation during the fellowship period: Dr. Walter J.
Friedlander, Director of the Center for Humanities and Medicine; Dr.
Glenn C. Rosenquist, Chairman of the Department of Pediatrics; Dr.
Edward B. Clark and Dr. Louise F. Eaton, Department of Pediatrics;
Dr. Joseph C. Scott, Jr., Chairman of the Department of Obstetrics and 
Gynecology; Dr. McClure L. Smith, Department of Obstetrics and Gynecol
ogy; Dr. Merrill T. Eaton, Jr., Chairman of the Department of Psychiatry 
and Director of the Nebraska Psychiatric Institute; Dr. James A. Davis, 
Nebraska Psychiatric Institute; and Carolyn Halperin, R.N., Emergency 
Room, University Hospital. Other faculty and house officers, too 
numerous to mention individually, also contributed significantly to 
the fellowship experience.
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7. My institution did not contribute any special funds to assist 
my work as an Institute Fellow, but no such funds were required.

8. I will be able to apply my fellowship work to the teaching of Human 
Values in Medicine and I will be able to extend my fellowship work as
I continue to pursue the research interests generated by the fellowship.
My institution regularly provides released time for research, secretar
ial services, and travel funds for participation in professional activi
ties, and I expect that it will continue to do so for the continued 
pursuit of my research interests in human values in medicine.

9. It is not likely that my fellowship experience will result in a 
program of teaching human values in medicine at my own institution. The 
Center for Humanities and Medicine, however, is likely to expand its 
present program and the Nebraska Psychiatric Institute will employ a 
full-time philosopher to participate in and expand its educational 
program in the area of human values in medicine. It is likely that
I will be able to participate to some extent in both of those programs.
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YVONNE BRACKBILL

1. I spent the period of my fellowship, June 15 to December 15, 1977, 
in Washington, D.C., in order to have access to government and private 
agencies and to take advantage of my affiliation with the Kennedy Insti
tute for Bioethics, Georgetown University. During the fellowship period,
I worked on a book on humanistic perspectives on biomedical research. I 
completed a section on ethical considerations and subject participation, 
wrote some of the historical introduction, and revamped the outline for 
the rest of the book. This activity followed my fellowship proposal.
In addition to the book, there were a few spin-offs: two articles suit
able for publication in medical journals (one based on an empirical 
study with a University of Florida graduate student) and one empirical 
study gotten underway in December with two Georgetown University graduate 
students in bioethics.

2. My understanding of my subject was certainly developed as a result 
of my work under the Institute Fellowship. However, the change has been 
one of depth rather than direction.

3. & 4. I am prepared to teach more in the area of the bioethics-- or 
the larger area of conflicts between the public and scientists engaged
in biomedical research-- but I question whether my institution is prepared 
to accept more instructional emphasis in either of these areas.

5. As noted above, the book is not yet finished. One article has been 
submitted to the New England Journal of Medicine for publication. A 
second article is being prepared for submission to the same journal. All 
publications will acknowledge the support of the Institute on Human Values 
in Medicine.

6. One hundred percent of my fellowship period was spent in Washington, 
D.C. I did not occupy an office in the Kennedy Institute for Bioethics, 
but I did use the Institute's facilities and interacted with the ethicists 
there more than occasionally.

7. My institution contributed no special funds for research assistance. 
However, it does provide me regularly with half-time research assistance, 
and I used this assistance during the tenure of my fellowship.

8. I will not be able to give much time to my book during the regular 
academic year, but will devote full time to it again next summer.

9. Presently, it is difficult to determine the future priority that 
will be given to a program of teaching about human values in relation to 
medicine and other health professions. This is chiefly because there are 
many changes being made in high level administrative positions at the 
University and the Medical School.
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MICHAEL D. BUCKNER

1. I received my fellowship in order to explore the concept of medical 
patient advocacy. The term of the fellowship was for the months of 
July and August, 1977.

2. I began preparation for the fellowship period during my employment 
as a philosopher-in-residence at New York University Medical Center
on a grant from the New York Council for the Humanities, under the 
sponsorship of the Society for Philosophy and Public Affairs. During 
this period I attended a number of meetings of the Bellevue Community 
Board at which issues related to patients' rights were discussed.
The board was preparing a statement of patients' rights to be distrib
uted to each patient upon admission. There was also a great deal of 
discussion about the possibility of a patient's advocate program.
During the spring we sponsored a conference at Mt. Sinai Medical Center 
on Medical Ethics at which I met and interviewed the Patient Care 
Representative of that institution. This occasion also enabled me to 
have several meetings with Dr. Roger Glass, who at that time was head 
of the Emergency Care Unit. Later in the spring we organized a Confer
ence on Nursing Ethics in which I participated as a panelist for a 
Workshop on Nurse-Patient Relationships, including the topic of patient 
advocacy. After this conference, and subsequent discussions with the 
administrative nurses at University Hospital, I began to pursue the 
topic of advocacy with a number of physicians who were administratively 
responsible for medical units at N.Y.U. - Bellevue.

As the fellowship period approached my concern with advocacy began 
to focus upon claims pressed by various groups. Nurses made advocacy 
part of a professional role, while physicians saw it as one of the 
inevitable features of an institutionalized form of medical care 
delivery. For nurses then advocacy was a potential enhancement of 
their role within an institution and for physicians a consequence of 
their role outside the institution. Patient groups viewed advocacy 
as a "consumer" need that was both internal and external to the insti
tution. Finally, administrators, working within institutions, saw 
advocacy as a bureaucratic matter geared primarily to the question of 
functional efficiency. This administrative perspective is unrelated 
to questions concerning individual patients' interests. Conversely 
perhaps administrators preferred the term "patient representative" to 
the more militant "advocacy."

Each of the professional orientations (nursing, physicians, admin
istrators) suffered from basic ambiguities since their roles included 
loyalties to a corporate profession, to a particular institution, and 
to a specific individual -- the patient. The roles of the doctor and 
the nurse are defined functionally in terms quite independent of the 
core sense of the term "advocacy." Admission of this term into the
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repertoire of duties of all three professions generates a range of 
questions pertaining to claims, conflicts, loyalty, and adjudication. 
All of these suggest certain sorts of procedures and relationships 
that many health professionals do not want to admit into the models of 
their professional duties and relationships. On the other hand, rele
gating eventualities of conflict to the status of "accidents" is to 
insist that they have no legitimacy within the "definition" of the 
respective health professional roles. Unfortunately, it appears that 
the increased interest in adopting such a role-component, in the face 
of resistance to their other correlative concepts, suggests that there 
are extremely strong social and psychological pressures supporting this 
trend.

I spent the two months of the fellowship period researching these 
issues. I determined that a fuller understanding of this complicated 
social issue would require more than an analytic excursion on the 
concept of "advocacy," since it was precisely the content and entail- 
ments of employing this concept in the health professions that were
at issue. Therefore, I decided to add to my reading list items that
were relevant to the development of other professions and other types 
of institutional contexts. I also added texts in medical sociology 
that I had been unable to read earlier in the year. (See attached 
Bibliography.) This reading led me back to an earlier interest in 
law and morality. I reviewed material already studied during my 
graduate school years, and supplemented this with some new readings.
I had spent over a year reading in the social sciences as a graduate
student, therefore some of this reading was to gain an insight into
the nature of "institutions" and "professions" that could provide 
insights into both fundamentals and a source of analogies for the 
health care context. Ultimately, this led me to some readings in 
the area of educational rights. Many of the issues in public education 
and the corresponding litigation are directly analogous to difficulties 
within the institutional contexts of health care. This research is 
basically what I intended to achieve during the fellowship period. I 
had hoped to finish a draft of the paper, but felt that this would be 
premature until I had time to develop these ideas further.

2. The entire process of preparing for a period of research oriented 
around the concept of advocacy led me to consider the institutional 
questions discussed above. It also led me to a revival of an earlier 
interest in the moral and legal issues of "rights." My research last 
year had focused more on specific technological questions, and led to 
the writing of a paper on "Natural Death and the Immortality Project," 
which I am currently revising. As a consequence of the fellowship 
period I continued to pursue readings in the philosophy of law and 
foundations of morality. I expect to produce a paper on these topics 
in the spring. I authored a paper entitled "The Technological Foil" 
as a commentary upon a paper by S. Harding presented at a Conference 
on Nursing Ethics, at University of Connecticut Health Center, and 
sponsored by the Humanities Councils of New York, Rhode Island,
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Connecticut, and Massachusetts. This paper distinguished technology 
from questions of bureaucracy and management in a manner that was 
strongly influenced by my summer fellowship.

3. The most obvious effect of the fellowship research period has 
been upon my teaching. There has also been an effect upon my other 
professional activities. As a consequence of my earlier contact and 
continued interest in this area, the Bellevue Community Board Executive 
Committee invited me to consult with them on patients' rights, the 
Bellevue project for a patient advocate, and the complex issues of the 
functions of a community board. I have met several times with the 
administrative assistant from the Community Board and have agreed to 
serve as a consultant to them on such issues. My interest in the legal 
issues related to advocacy, both as regards the lawyer as a professional 
role model, and with respect to litigation concerning rights in the 
health context, has led to a number of conversations and interviews 
with the Mental Health Information Project of the N.Y. Supreme Court 
based at Bellevue. I have also used several lawyers as guests within 
the new seminar offered as part of our medical ethics sequence.

4. Our program in Philosophy and Medicine at the N.Y.U. Medical Center 
includes a six-week sequence in medical ethics offered to the entire 
first-year class. This year we reorganized the segment so that the 
students could choose one of four small six-week seminars, rather than 
one comprehensive survey course. I designed a seminar entitled "Rights 
and Responsibilities in Medical Care." I developed two lectures on the 
foundations of morality and the legal, political, and moral concepts
of rights and responsibilities. This was followed by three sessions 
on the "role-model of the physician," "the lawyer and the physician," 
and "legal issues in psychiatry." A sixth session on "rights and 
quality of care" was planned but will be offered as a special collo
quium instead, due to scheduling difficulties. The sessions on the 
lawyer and on psychiatric patients and the law utilized guest lawyers 
from such diverse organizations as Mobilization for Youth, Einstein- 
Montefiore Medical Center, and N.Y. State Mental Health Information 
Project. I hope to repeat this seminar in future years, thereby 
perfecting its content and presentation.

5. I hope to find time to write a paper on "Rights and Advocacy in 
Medicine" during the spring quarter.

6. I spent the entire period of the fellowship at my personal residence. 
Several interviews were conducted with the staff of the N.Y. State 
Mental Health Information Project at Bellevue Hospital. The research 
facilities, i.e., Elmer Bobst Library, of New York University were 
utilized during the fellowship period for approximately 40 percent of
my work.

7. No funds were contributed by my institution during the fellowship 
period. However, both prior to and after this period, the offices

21



and supplies of the Office of Urban Health Affairs have been employed 
for further research of these topics. Obviously, access to the per
sonnel of the medical center was made possible by my affiliation.

8. As described above under items 3 and 4, I will apply the results 
of my fellowship in my teaching and research. We are discussing the 
possibility of a new undergraduate course aimed at the general human
ities program of the university. It would be co-taught with my col
league from the Philosophy and Medicine Program at N.Y.U. Medical 
Center. My contribution would include a certain amount of material 
deriving from this fellowship period. It is my hope that I will be 
able to receive a fellowship from some other source for the following 
summer, so that I can bring an essay to publication stage.

9. During the past six months I have been developing a Program in 
Philosophy and Medicine at N.Y.U. Medical Center with a colleague, 
Natalie Abrams, Ph.D. We have secured several grants from the New 
York Council for the Humanities, N.E.H. Office of Public Programs, 
N.E.H. Consultation Grants Program, and H.E.W. Office of Interdisci
plinary Programs for the development of a four-year program in medical 
ethics and the philosophy of medicine. During the autumn I received
a faculty appointment within the medical center with the sole respon
sibility to develop this program. During the following year we hope 
to establish a graduate program in cooperation with the Department 
of Philosophy of the Graduate School of Arts and Sciences at N.Y.U.
I currently am a member of the organizing committee for a university-
wide Faculty Colloquium on Ethics that is sponsored by the President 
of the University, John C. Sawhill, and the Mellon Foundation.

I would like to thank the Institute and its directors for making 
possible a period of uninterrupted research at a crucial stage in my 
professional career. Given the added administrative responsibilities 
of developing a new program within a vast medical center, it has been 
quite difficult to maintain sufficient time for reading and research. 
Receiving the fellowship prior to the assumption of academic respon
sibilities this past autumn enabled me to gain a certain momentum that 
has intellectually carried me through the year.
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REM B. EDWARDS

1. My fellowship covered the period June 17 - August 19, 1977. During 
this period I did just about what I had planned to do on my original 
application. This was to study ethical issues in Psychiatry at Lakeshore 
Mental Health Institute, which is the regional state mental hospital 
located in Knoxville, Tennessee. I spent an average of five hours per 
day at the hospital observing and participating in patient staffings by 
medical teams responsible for individual patients, group therapy sessions, 
recreational and occupational therapy activities, talking to individual 
patients, discussing ethical issues with staff members, reading relevant 
literature on ethical issues in mental health care, and conducting seminars 
for several of our own graduate students participating in this Clinical 
Residency with me. More details about the development of this Clinical 
Residency will be given below.

2. My understanding of the subject of ethical issues in psychiatry has 
been largely removed from the arena of "armchair speculation" by my two 
months exposure to the real thing in actual operation in a large mental 
hospital. Since I was interested in this problem area before I received 
the fellowship, there has not been a substantial change in the direction 
of my study and research interest as a result. However, there has been a 
deepening and an enrichment of my knowledge in this area and of my own 
commitment to continuing research, teaching, and writing in it.

3. The main effect this fellowship work will have on my future teaching 
and professional activity will be (1) that I can function more competently 
as a member of my department's Medical Ethics Committee and (2) I shall 
probably spend many future summers directing a Clinical Residency for our 
graduate students at Lakeshore Mental Health Institute. I now feel very 
strongly that in order to conduct such a residency and exercise adequate 
supervision over the students involved in it, the instructor must himself 
participate in it as fully as possible. He must know what is currently 
going on in each of the units of the hospital to which students are sent 
and must be as well acquainted as possible with those individual patients 
and staff members with whom students will be interacting.

4. The Clinical Residency mentioned above is itself a course that meets 
a departmental need for a second clinical residency to be made available 
to our graduate students in medical ethics. A residency in mental health 
care is an excellent complement to the exposure to more traditional medi
cal practice that our students get during their first residency at our 
Medical School in Memphis. In the future such a course will involve a 
nine-week participation in activities at Lakeshore Mental Health Institute 
and will consist of (a) an average of five hours per day for nine weeks
of clinical experience, (b) participation in two 75-minute seminars per 
week, (c) extensive reading in relevant literature, (d) weekly reports, to 
be compiled into one large final report at the end, on ethical issues en
countered during the clinical experience.
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5. I have not written a book or an article as a result of this fellow
ship. However, I hope to work on a short monograph on "Ethical Issues 
in a Mental Health Hospital" and will submit the manuscript to you if 
and when it is completed.

6. One hundred percent of my fellowship period was spent at Lakeshore 
Mental Health Institute in Knoxville, Tennessee.

7. My institution did not contribute any funds to help with my work 
under the fellowship.

8. The extent to which I will be able to apply my fellowship work upon 
returning to my regular position has been treated under 3 and 4 above.
In supervising the Clinical Residency at Lakeshore in future summers, I 
expect that my institution will pay me half of my normal summer school 
salary for the nine weeks of work. I will be conducting the residency 
at some financial sacrifice to myself.

9. My fellowship will not result in a new program at my institution 
since our doctoral program in Medical Ethics is now well under way. Our 
program is thus significantly strengthened but not initiated by this 
fellowship.
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JEFFREY C. FAIG

The plan of study sponsored by the Institute involved my train
ing in hospital chaplaincy through the Clinical Pastoral Education 
program at Yale-New Haven Hospital. This primarily involved active 
service as chaplain on a cancer unit, a coronary care unit, and a 
general medical facility, as well as didactics, interpersonal groups, 
and clinical-theological groups. Experience in crisis intervention 
was provided through the once weekly on-call rotation, which primarily 
involved work in the emergency room with families of patients who were 
in guarded or critical condition, or dead-on-arrival.

Most of the goals in my learning contract reflected my desire to 
grow in understanding and facility in ministering to patients as a 
physician. On a general level this involved developing short- and 
long-term relationships with patients, families, and staff, and sharing 
in the physical, spiritual, and psychosocial burdens involved in hos
pitalization. Through my training and experiences in counseling, and 
through the openness of a pastoral care approach I hoped to become more 
perceptive in understanding and discerning the human needs of patients, 
whether it be the need to face an issue or the need for a companion 
during a critical period. In addition, I sought to grow in sensitivity 
to the needs and emotional expenditure of staff personnel.

On a more personal level, my desire to grow in relating to patients 
as a physician involved reflection on the dynamics of my own personality, 
exploring and utilizing my theology as a positive asset, searching for 
consistency between theology and experience, and learning to live with 
the tension of seeing "through a glass darkly," learning to stay with 
the question.

It is difficult to circumscribe the learning that took place during 
this rich experience, as it occurred on many levels, most of them affec
tive. Many of the learning areas seem simple and almost trivial when 
intellectualized, but then much of what we carry within has little to 
do with intellectualization. The inner struggles with hesitation and 
retreat, the communication of an unmasked face or a warm touch, the pro
found personal understanding of the meaning of one's presence and care, 
these things almost defy putting into words. Nevertheless, in an effort 
to convey some of the substance and learning of my program of study, I 
have outlined some of the struggles below, and in the case study which 
follows.

As a chaplain I have found myself most comfortable with a ministry 
of quality as opposed to quantity while recognizing that, as a physician, 
I will often be unable to engage in that kind of time-consuming work. As 
a consequence I have worked toward preventing what I perceive to be a
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strength, my ability to share in the struggle, from becoming an over
powering impulse. The demands I placed upon myself in terms of the 
possible intensity of a visit helped many patients to open up, but also 
sometimes worked otherwise, since the threshold of my own apprehension 
caused me to bypass a room when I felt myself unable to fully be there 
with a patient. In many of those rooms to which I did not go were people 
who would have been lifted by a hello and a brief conversation. I have 
learned to see the value of briefer contacts, and I am learning to be
come comfortable with them. It is significant that often after a long 
visit I have found myself stronger and more ready to visit other patients, 
which I look upon simply as a reflection of the patient's ability to 
minister to me.

I discovered a great deal of flexibility and honest adaptability 
within myself as I related to different patients, and I could spend a 
good part of the day being an interested, available, caring person.
However, if too long a period passed by in which I did not actively par-
ticipate as a counselor in the making of decisions, or the making of 
discoveries, I found myself becoming frustrated with listening. I could 
see clearly how this desire to take an active role could be transformed, 
in a different context, into the gradual retreat from a terminally ill 
patient. Presently I can counter that impulse with an intimate knowledge 
of the devastating emotional effects resulting from the sense that the 
physician has given up, although ravaging therapeutic efforts continue.

Initially I experienced much uneasiness in relating to staff. A 
jacket and tie does not afford the anonymity and sense of being a part 
of the team that I had been used to in wearing a white coat. As I grew 
in familiarity and confidence I became more assertive in defining my 
interest and role in the life of my floors. I began to take the initiative 
in making suggestions to nurses about patients I had worked with, and in 
asking about problems or difficult situations. I wanted them to know 
that I was there and would be deeply involved in patient care.

My reception from staff was mixed, ranging from very positive feed
back to tolerance. On the cancer floor I became a resource person; I 
took an active role in helping family and staff to approach a patient 
with an affect working toward wholeness, if not recovery. I also took 
part in the organization of the ward into an oncology unit, and helped 
to organize a series of nursing rounds. My presentation, the first of 
the series, concerned the medical and interpersonal aspects involved in 
the case of a leukemia patient following his second admission, and the 
non-medical part of my case study is included with this report.

On other floors I was more of an outsider, and I felt a special 
need to assert my interest and involvement, to visit all of the patients 
daily when possible, and to consult with as many nurses as possible.
Even though patients on these floors had more hopeful prognoses than on 
the cancer ward, working as an outsider was often much more of an emotional 
drain. Becoming an accepted member of the floor staff was half the battle 
of chaplaincy.
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I would have liked more opportunities to be involved with physicians. 
Although some doctors seemed callous and disease-oriented, more were under
standably tired or simply too busy to be able to expend a lot of effort.
Those physicians who had more time to let their humanity show through 
allowed their caring to transcend the limitations of medicine. Patients 
know when that is happening.

In effect, much of the growth involved in my chaplaincy training be
comes evident in the context of my natural inclinations, which include a 
desire to be actively involved in changing the course of events, and 
frustration in the face of helplessness. I am sure these are shared by 
many others, especially those in the medical profession. I am glad to 
have had the opportunity to become acutely aware of the value of caring 
in addition to curing, an understanding which is facilitated by the recog
nition that it is a part of life to die, an understanding which has been 
hindered in our society in its orientation toward denial. If the patient 
must always eventually feel abandoned by the god of medicine, need he 
also feel abandoned by the God of love?

My experience of the tensions of life and death, and of the limita
tions of quick medical and psychological answers, has given me more re
spect for the honesty, humility, power, and perseverance of a pastoral 
care stance. I have also become more comfortable with my inability at 
times to give quick religious answers, and less convinced about my own 
need for them. I find myself more able to tolerate the tension and am
biguity of "being there," as I have found more meaning in those short 
times of communion and sharing than in much longer counseling sessions.
During these times with some of my patients, I have found myself closest 
to understanding the nature and presence of God, the God who has shared 
with us in the risky areas of trust and vulnerability. I have stared 
long into a tired face, and have felt deeply wounded. My sense of kinship 
with the God who understands the nature and depth of our suffering has been 
heightened, as he shares the tired, disoriented, pained face, the broken body 
and spirit, yet strives with us toward wholeness, toward being able to accept 
and work with the weaknesses and the strengths. In the face of brokenness 
he rebels, and directs us to a reality in which we can lift off the masks, 
a reality in which we can freely love, in the fullest sense of the word.

As a chaplain I have hoped to convey some sense of these realities, 
some sense of the nature and depth of agape love. The darkness which 
clouds that presence, which overcomes the knowledge, also seems omni
present for many of the seriously ill, and it has been a tremendous 
challenge to meet patients where they are, and to develop the time, space, 
and companionship we need to find that vision within ourselves.

4.& 5. I will not be preparing any new courses or articles as a direct 
result of my work during the fellowship period.
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6. & 7. All of my time during the fellowship period was spent at Yale- 
New Haven Hospital, which contributed approximately $150 for meals in 
the hospital.

8. I plan to continue my work as a staff chaplain on a cancer unit at 
Yale-New Haven Hospital during the ensuing months. In addition, I will 
continue to read and use the resources of the University, particularly 
the Divinity School (e.g., I plan to take a reading course with Professor 
Henri Nouwen) to grow in my understanding of the spiritual dimension of 
man's health.

I wish to offer my sincere gratitude to the Institute on Human 
Values in Medicine for giving me this opportunity through the fellowship 
grant.
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Excerpts from a Case Study

General Description of Patient

Mr. X. is a 58-year-old white male with a diagnosis of acute 
myelomonocytic leukemia. When I met him I was first struck by his 
youthful appearance. He has (or had) a round face (it is thinning 
now), and a strong build (also thinning). Only lately has he begun 
to convey a sense of illness by his physical appearance. He had a 
full head of gray and white hair, but that is also thinning. General
ly, when I have entered he is lying on his back staring at the ceil
ing, his eyes slowly opening and closing. Often he stares at the IV 
line, watching each drop, and constantly checking his arm to make sure 
blood is not backing up. He is usually restless, moving from one un
comfortable position to another.

Brief History of Illness

Mr. X. was in good health until 1/77 (all dates changed) when he 
developed gross hematuria (blood in urine) and flank pain. He was then 
diagnosed a having AMML, treated with Adriamycin and Ara-C, and went 
into remission on the second course of treatment. On 6/12 he was re
admitted to YZ Hospital with complaints of diffuse muscle pain, and was 
readmitted to Yale-New Haven Hospital on 6/15 in relapse, with his bone 
marrow showing a predominance of myeloblast forms.

Relevant Social History

Mr. X was a new car salesman before his admission to the hospital.
For a long period of time he had his own dealership, and worked approxi
mately 16 hrs/day, six and seven days per week. During the past few 
years he worked as an employee in another firm, which allowed him to 
keep shorter hours. He had planned to retire soon, and to move to Arizona.

Mr. X.'s primary visitors are his wife and 22-year old daughter; his 
wife visits every day or every other day and his daughter visits on the 
order of once per week. I have often wondered and questioned about the 
relationships within the family, but all parties seem to continually have 
their defenses up. During my first visits with Mr. X., Mrs. X. was not 
present, but after the first week I began to time my visits to coincide 
with hers. These visits were very awkward. Often, as I entered, Mrs. X. 
was reading or looking out the window. Very seldom were they talking - 
we had very few three-way conversations. Generally I would talk with Mr.
X. briefly, then I would address myself to Mrs. X., who seemed very uncom
fortable and would talk about little besides pleasantries. I found it 
difficult for us to direct any attention or consideration to her own 
situation, as she would immediately return my questions about herself with 
similar ones about myself.
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On one occasion both she and her daughter were present when I 
entered. The daughter seemed even more uncomfortable than Mrs. X.
When Mrs. X. visits she normally does not sit close to her husband's 
bed, but instead sits close to the wall. On this occasion the daughter 
was sitting close to the wall in the far corner of the room, with her 
eyes riveted on the window. Immediately before this visit, Mr. X. had 
been given chemotherapy medication, and he was waiting to become nauseous 
and weak. That process began, and he became restless, with the sinking 
feeling one has when you know you are about to vomit and cannot stop it. 
The daughter stood up, clapped her hands and said, "I think it's time 
to go now." Mrs. X. clearly wanted to leave but was ambivalent. Mr. X. 
responded with comments to the effect that there was no need for them 
to leave and that he would like them to stay. The daughter continued, 
saying that they had probably tired him out too much and should probably 
go. Mrs. X. seemed ready to go. Finally, Mr. X. began to cry, saying 
"Please don't go now." I turned and made some quiet comments to the 
effect that it might be very important for them to stay with him now.
The daughter sat down, and Mr. X. indicated that he wanted to be alone 
with them. I left, and ten minutes later saw them literally running 
out of the hospital.

The staff became increasingly irritated with Mrs. X. and their 
daughter, and asked a social worker to speak with them during a time 
when I was away from the ward. The social worker indicated that, during 
their first conversation, it seemed as if Mrs. X wanted to run out of the 
room, and the response of the daughter was, "Why don't we give him Kubler- 
Ross's book to read?" Subsequently, both the social worker and I have 
had a number of discussions about the family, and both of us have had 
discussions with them concerning Mr. X.'s apparent need to express him
self and to share his thoughts with them. They don't seem to be able 
to pick up on these discussions though, and questions have been raised 
concerning their capacity to relate on that level. The staff continues 
to be irritated about their apparent lack of effort, and it has been 
difficult to introduce the idea that Mr. X.'s wife and daughter may 
simply be so overcome by concern and fear that they cannot interact with 
him honestly.

One of the most formidable roadblocks to helping a working, sup
portive relationship to develop is the fact that Mr. X. staunchly de
fends his wife's ability to be sensitive to him. I have brought up 
this issue directly and indirectly, and on all occasions he has said 
that his wife is his greatest supporter and that he can talk with her 
about anything. Lately he has indicated on a number of occasions that 
he would like me to stop by after she leaves, saying that he has personal 
things to talk about with her. I do hope this is true, although all in
dications are otherwise.
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On one occasion, Mrs. X. seemed to indicate that Mr. X. might 
like to see another chaplain. She could give me no concrete reason 
why, but just wondered out loud if other chaplains rotated through 
the floor. She related that Mr. X. may have been uncomfortable with 
my evening visits, which I had initiated in light of Mr. X.'s chief 
complaint, that nobody stopped in. That was good feedback, but the 
fact that I had received it second-hand was worrisome. I seriously 
considered trying another chaplain, but instead decided to try to 
change my style of ministry here.

Impression of Patient's Needs

My bias has been that Mr. X. needs someone to spend time with 
him; someone with whom to be angry, to hurt, to cry, to face death.
This is a bias which may indeed be wrong. Mr. X. is explicit about 
his desire to talk about pleasant things, and he says that he talks 
about personal things with his wife. Yet by all present indications,
Mr. X. shares his personal thoughts and fears with no other person, 
and I have tried to foster the development of relationships, with myself 
and others, that give him the opportunity to share these things if he 
so chooses. It is possible though, that he handles the situation best 
by keeping everything "under control" in a state of verbal denial, and 
the best ministry I can give to him may be to help him pass the time.
I have had difficulty pursuing this route however, as it is immediately 
evident that Mr. X.'s ability to deny does not extend beyond verbal 
denial. I do recognize the importance of a constant flow of banter 
from staff and other visitors though, especially being in reverse 
isolation. The efforts of the nursing staff have helped tremendously 
here.

Ministry

On the nonmedical level, Mr. X.'s chief complaint has been iso
lation. I have tried to fill some of the gap, sometimes visiting him 
two or three times per day, including some evening visits. He enjoys 
having people stop by, to joke or talk about the news. I have done 
that to some extent, but I run out of witty comments and interesting 
topics quickly. Instead, my style had been to let things trail off into 
long silences, trying to give him room to say whatever was on his mind. 
Sometimes he seemed uncomfortable during these times and this approach 
seems to be the reason he wondered about seeing another chaplain. On 
one occasion he was obviously fuming within, face drawn tight, fist 
clenched, staring at his IV. I said something to the effect that I 
had the feeling that he was angry, but his response was, "I never get 
angry."

Part of the reason I decided against trying another chaplain was 
that I changed my style somewhat. I have tried hard to keep the banter 
going longer, but it has been difficult. Then I have tried to steer it
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indirectly into what is going on within. Once I was talking about my 
duties on the ward and said, "It seems as if you are becoming a fixture 
around here." His response was, "Yeah, now even the doctors and nurses 
ignore me."

It seems as if Mr. X. is most comfortable with these short light
ning bolts of expression and lately I have been trying to help him to 
vent them. If he becomes aware that he is talking about his feelings 
he closes up, and I have learned not to feel the necessity of drawing 
them out at that time. In effect, he has helped me to recognize the 
difference between my need for positive action and his need for his 
own time and space, and given me the opportunity to learn to listen, 
and become comfortable with a ministry that finds its roots in his needs, 
instead of my own.

The staff is very much involved with Mr. X. The assistant head 
nurse has said that "our morale goes up and down with his morale." He 
is constantly preoccupied with his IV, and the nurses usually respond 
to his numerous calls patiently. They are upset and frustrated with 
his family.

One nurse in particular has been very successful in brightening 
him up with her sarcastic humor. I have mentioned this to her and 
she now stops in as often as possible.

Often members of the nursing staff ask me to visit Mr. X., and we 
have had brief talks in the hallway about his continuing struggles. It 
has been difficult to coordinate our efforts, but I have often made 
suggestions to the nurses about stopping in more often and joking with 
him. I have also presented the first of a series of oncology rounds 
on the ward, and Mr. X. was the patient we discussed, directing our 
efforts toward doing our best to help ameliorate his situation.

It has seemed, however, that the only ways Mr. X. will allow us 
to help him are through good medical news or distracting conversation.
We have all offered our friendship, and I have made efforts toward open
ing up other possibilities. During my first visit with Mr. X. he indi
cated that he would appreciate prayer, and I have often prayed with him, 
lifting up his fears to God, asking that we would have a listener, asking 
that Mr. X. would find some peace in the midst of a tumultuous life 
within. Mr. X. has appreciated these times together, and I have often 
wished we could explore these theological dimensions further.

Future

It is possible that this situation may call for another chaplain, 
someone who does not expect as much of the patient and family as I seem 
to. There have been a number of different approaches toward working 
with Mr. X. however, by nurses and the social worker, with little
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"success," so I have remained unconvinced that a different disposition 
would be more helpful here. It may be more likely that the fault lies 
in our definition of, and inclination toward "success," To watch him, 
day in and day out, raging and smoldering within is another matter, 
however. It seems to me that the best a chaplain can do at this point, 
is to continue being there, to give him time and space, and to be 
dependable and sensitive to his needs. I am open to your suggestions.
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SALLY GADOW

1. During my fellowship period (January-February 1978) I devoted all
of the time to research, reflection, and writing on the problem of the 
relation between self and body, focusing on the distinction between the 
"lived body" and the "object body" as it emerges in experiences such as 
illness and clinical treatment. The result of the work is a paper in 
which I employ the dialectical method of Hegel to elucidate increasingly 
complex levels of relation between self and body: (I) an initial lived
body immediacy, with a given rather than developed structure but without 
distinction between self and body; (II) an opposition between self and 
body in which each is distinctly experienced as acting upon the other; 
(III) a new unity characterized by cultivated (rather than given) im
mediacy.

My original plan also included clinical contact with patients and 
practitioners to develop material illustrating the three levels with re
spect to phenomena such as aging and disability, but this work will be 
carried out in the near future. The complexity of the philosophical 
problems that emerged —  for example, the problem of distinguishing the 
theoretical from the existential object body -- required that all the 
time be spent articulating a framework of distinctions and concepts that 
would be sufficiently refined and also comprehensive enough to encompass 
the richness of concrete experience.

2. My understanding of the philosophical problems which I addressed has 
developed appreciably, in both form and content. In terms of content, the 
study involved a critical reexamination of the too-simple distinctions 
that I had assumed. As a result, I have developed a new understanding of, 
for example, the lived body as an experience as richly determinate and 
articulate at the level of immediacy as is the experience of the object 
body at the level of mediation. Moreover, lived body and object body are 
not two selfsame, uniformly, characterizable types of experience, but each 
involves further distinctions within it, so that I now distinguish a given 
lived body and a cultivated lived body, an abstract object body and an 
existential object body. In terms of form, I have endeavored to system
atize these distinctions to suggest a dialectical development among them, 
viz., a development toward a level of self/body relation that affirms and 
incorporates them all.

3. & 4. As a result of the work, I hope to accomplish at least two addi
tional objectives in my teaching of philosophical issues concerning the 
body in health care: (a) to enable students to use the dialectic I have
developed as one means of resolving the frequent conflict between the 
practitioner's view of the patient's body as a theoretical object and the 
patient's experience of his or her body as a lived, subjective reality;
(b) to enable students to better understand the complex relations possible
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between self and body in experiences such as aging, illness, and dis
ability. The course that I regularly teach for first-year health pro
fessional students ("The Body in Philosophy and Primary Care") will thus 
be radically revised, not only because of the new content that has been 
developed, but because it is now possible to present the content in an 
intrinsically ordered progression, viz., its dialectical development in 
actual experience.

5. I will submit the fellowship paper for publication in a journal of 
philosophy, medicine, or medical ethics, and hope eventually to unfold 
each of its sections into chapter-length discussions in a book of pheno
menology of the body as applied to health care.

6. & 7. All of the fellowship period was spent at my own campus, where 
libraries, faculty, and secretarial assistance were available to me.

8. & 9. Because the Johns Hopkins School of Health Services, including 
the humanities program in which I am teaching, will close upon graduation 
of its present students, continuation of my fellowship work at that in
stitution will be limited. However, the work that the fellowship has 
allowed me to begin represents a project -- that of uniting dialectical 
philosophy, phenomenology, and health care -- which will continue to engage 
my greatest interest and enhance my teaching in whatever context I work.
For the opportunity to begin that project, I am deeply grateful and will 
long be indebted to the Institute.
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WILLARD P. GREEN

1. In the Fall of 1976 I began teaching courses in Medical Ethics to 
Liberal Arts students at Community College and to second-year nursing 
students at Hahnemann. During the term I realized that my courses could 
be strengthened by my gaining some practical experience centered around 
the issues dealt with on a theoretical basis. The purpose behind my 
fellowship was to become aware of the degree to which values are embedded 
in the decision procedures found in various health professional settings.

The period of my fellowship was from May through July, 1977. There 
were three distinct aspects to the program. I was to participate in rounds 
with various physicians at Hahnemann Hospital and its affiliates. Also 
while at Hahnemann I was to participate in a weekly conference with sopho
more medical students. A second aspect of the program called for my being 
part of group and single counseling sessions at the Cobbs Creek Alcoholic 
Rehabilitation Center. The third part was designed so that I could dis
cuss the issues of death and organ transplantation with the staff of neu
rologists at the Crozier-Chester Medical Center. Although these three 
parts were to have run concomitantly, the time involved at Hahnemann and 
at the Rehabilitation Center necessitated some readjustment. As a conse
quence, May through July was spent at Hahnemann and the Rehabilitation 
Center, and August at Crozier-Chester and Hahnemann.

The time spent at Hahnemann Hospital was extremely beneficial. The 
rounds in which I participated were comprised of an attending physician, 
house staff, and second-year medical students. From the very first day, 
issues discussed in my courses on medical ethics were highlighted by 
clinical settings. Initially I was primarily a spectator; however, as 
time went on I began to take a more active role by presenting certain value
laden aspects of the clinical situations under discussion. The clinical 
interaction conferences with sophomore students were designed to assist 
students in recognizing the feelings generated in their clinical work and 
some of the values that generated those feelings.

Cobbs Creek Alcoholic Rehabilitation Center gave me a broader aware
ness of the delicate relationship between counselor and counselee. Upon 
my arrival on the scene a new group session was initiated that allowed me 
to observe the inner dynamics between health professional and clients as 
they developed over a period of time. In the single counseling session 
constituted by a client and health professional I was able to see how 
value conflicts cropped up in innumerable ways.

My time with the neurologists at Crozier-Chester Hospital was too 
abbreviated to allow for more than a superficial broaching of the issues 
of death and organ transplantation. I did spent some time going over EEG's
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to gain a feel for the different readings resulting from various types 
of brain activity. We also discussed the use of the Harvard criterion 
for brain death and the appropriateness of timing with respect to securing 
informed consent in seeking permission for the harvesting of organs.
Several instances of the procedure involved in deciding when a patient has 
met the criterion of death were followed through.

2. Perhaps the one aspect of the relationship between health professional 
and patient which struck me most was the degree to which values are embedded 
in the health professional's decisions and the complex nature of the data- 
value interrelationship. Somewhat unsettling was the degree to which medi
cal students are unaware of the value-laden aspects of their clinical de
cisions. Numerous attempts are being made to address this limitation on 
the medical school level. With respect to other health professions, how
ever, little is being done. In addition to initiating such programs on
the graduate school level, some effort might profitably be spent in making 
this a part of undergraduate education, at least for those persons planning 
to enter the health fields.

3. There has been a shift of emphasis in the courses in medical ethics
I have taught since the conclusion of my fellowship. I have concentrated 
more on delineating the fact-value distinction in preparing the students 
to be able to identify value-laden judgments in the context of health care 
settings. I have also spent more time on looking into a few procedures 
for decision-making.

4. I am presently working on a course to be offered to various students 
within the Division of Allied Health. Since a number of disciplines are 
included in the Division--nursing, medical records, respiratory therapy, 
etc.--the scope of the course will have to be fairly broad. Roughly it 
will deal with the identification of values, the various ways in which 
values become imbedded in institutional settings, and alternative methods 
for dealing with value conflicts.

5. At present I have no plans for publication of material stemming from 
the fellowship.

6. The entire time of the fellowship was spent outside of the Community 
College of Philadelphia.

7. Although little tangible support came from Community College, there 
was considerable encouragement for and interest in the project.

8. My fellowship work will be applied to continual revision of courses 
presently taught as well as to new instructional contexts when they arise. 
For example, I am working with Dr. David Major at Hahnemann Hospital on 
writing objectives for a new course to be introduced into the curriculum 
for the house staff.
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9. Since completion of my fellowship I have been asked to and am 
presently in the process of establishing a program on Values and the 
Health Professions for graduates of the Division of Allied Health at 
Community College. Our initial implementation of this program will con
sist of three evening meetings: the first deals with the identification 
of value conflict; the second with how values become ingrained in in
stitutional settings; and the third with methods of meeting the value 
conflicts. Needs and goals identified by the members of these three 
meetings of recent graduates will then serve as a basis for additional 
programs within the area of Continuing Education.
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JEPTHA R. HOSTETLER

1. The majority of my time, during the tenure of the fellowship, was 
spent in private conferences with individual faculty members at the 
Houston Medical Complexes, University of Texas Medical Branch at Gal
veston, Texas A & M at College Station, Texas, and The Institute of 
Religion in Houston. For detailed schedule of actual meetings, please 
see attached schedule. May 20 and 21 were spent in St. Louis at the 
Workshop on Alcoholism Teaching and Recent Advances, sponsored by the 
American Medical Society on Alcoholism through a grant from the Mid
western Area Alcohol Education and Training Program, Inc., Chicago, 
Illinois.

The training program I pursued was beyond my expectations. Dr.
David Holcombe was substituted for Dr. William Cantrell because of his 
expertise in curriculum development. This change in original plans 
was a prudent one and worked out well.

2. My understanding of "the subject" has been greatly enhanced. How
ever, it must be clarified that the tenure of my fellowship involved a 
twofold approach. First, I was introduced to the multifaceted complexi
ties of addictions and alcoholism. Second, I spent considerable time 
attempting to broaden my own base of information in the area of humani
ties in medicine. Thus, I not only received excellent first-hand informa
tion on the addictions but also I obtained valuable insights into the 
qualifications for initiating a program in human values in the health 
professions. This overview has put me in a position to begin negotiating 
with our administration in terms of building courses and eventually a 
department or division of Humanities in Medicine.

3. At the present time The Ohio State University College of Medicine 
has only ad hoc type courses in Medical Ethics. We have a fairly new 
campus organization called "The Commission on the Role of Professionals 
in Society," which has obtained some funding from the University. The 
fellowship helped me to gain a perspective on the need for all interested 
individuals at The Ohio State University to work together in building a 
broad base for studies in the humanities in medicine. I will be working 
closely with the commission in an attempt to integrate the humanities 
with teaching in the health professions.

4. Our new class of medical students arrives early in July, but it is 
my intent to begin building a new course in humanities in medicine as 
soon as possible. I have already received affirmative reactions from
the departments of comparative literature, philosophy, community medicine, 
law, etc. At this point the course design is not finalized. Our vision 
is to include an interdisciplinary approach to teaching in the field of 
humanities in medicine. The first course would be given to the new class 
and would include case studies and group discussions, centered mainly 
around current cases on the medical scene. The second course will most
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likely involve a systematic approach to ethics and philosophy and include 
elements of theology. The third course would be given during the clini
cal years with case presentations at rounds with medical personnel con
tributing a great deal to the course. Obviously, since I have just re
turned from Houston, I haven't had time to get this process in operation.

My studies in the addictions have brought up new and challenging 
material. There is a very strong possibility that I will be helping to 
organize several courses, in the health professions, that will center 
on the addictions. An interesting combination may be in the making for 
it seems logical that much of the treatment we give addicted persons and 
their offspring often involves informed consent and patient's rights as 
well as confidentiality.

5. Until I have the opportunity to begin building courses and do some 
careful evaluations I don't feel I will be publishing. Some future date 
however, should see some contribution to the literature from this office.

6. 100 percent of my fellowship time was spent at campuses other than 
Ohio State University.

Houston Area..........  80%
Galveston A r e a .......  5%
College Station.......  5%
St. Louis Conference... 10%

7. Unfortunately, at the last minute The Ohio State University College 
of Medicine was unable to provide travel or supply funds toward my work 
in Houston. (To be quite fair, however, I feel that in the future there 
will be more support for this kind of endeavor.)

8. The fellowship has provided the opportunity for me to build a base 
upon which I will be able to work toward instituting programs, or at 
least courses, at The Ohio State University. More specifically, however, 
I received valuable information from both Dr. Chester Burns and Dr. 
Lawrence McCullough on availability of funding. The sources of these 
funds were clearly spelled out and I will be pursuing them with vigor.

9. It is impossible to predict whether or not we will be able to come 
up with a program relating to human values to the teaching professions. 
However, with the orchestration of all the people on campus who are 
definitely interested in establishing a program, I sincerely believe 
there is a bright future for a program here at Ohio State. In order to 
work in this direction the following steps are being undertaken.
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1. Assessment of what resources are available at The 
Ohio State University that could contribute to a 
program in humanities in health professions.

2. Open dialogue and conversation with the Commission 
on the Role of Professionals in Society —  working 
together to establish a united front.

3. Laying the groundwork for inviting people to our 
campus to help us get off the ground. As I now 
envision it, we would aim to work closely with the 
Institute on Human Values in Medicine to get some 
much needed insights and fellowship help.
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Monday, May 16 Critique of film..."Neonatal 
Abstinence Syndrome, Management 
of the Acute Phase and Complica
tions" (Videotape)

Dr.
Dr.

Wilson
Pokorny

1:00-3:00 Neonatal Abstinence Syndrome 
(At Jefferson Davis Hospital)

Dr. Wilson

Tuesday, May 17 
7:00-8:30 a.m. Rounds with Dr. Comstock at 

Ben Taub Psychiatric Emergency 
Room Dr. Comstock

12:00-1:00 

7:30-10:00 p.m.

Medical Ethics Seminar

"Counsels in Finitude" (Special 
issues in Medical Ethics)

Dr.
Ken

Dr.

Tris Engelhardt 
Vaux

Tris Engelhardt

Wednesday, May 18 Jones Library, Film Reviews, Etc.

P.M., Drive to College Station

Thursday, May 19 Conference with Dr. McCullough 
on Developments in Humanities 
in Medicine

Dr. Laurence
McCullough

Friday and Workshop on Alcoholism Teaching 
Saturday, and Recent Advances, St. Louis, 
May 21 and 21, 1977 Missouri

Monday, May 23 
7:00-9:00 a.m. Rounds - Alcoholism Unit, 

Methodist Hospital Dr. Charalampous

10:30-12 N Observation of Methadone 
Maintenance Program Dr. Sharma

1:00-3:00 Texas Research Institute of 
Mental Sciences (TRIMS) Lee Maxwel1

Tuesday, May 24 
11:00-1:30 Programs in Humanities in Medicine 

(Univ. of Texas Medical Branch, 
Galveston, Texas)

Dr. Chester Burns

1:30-2:30 History and Medical Curriculum Dr. Vanderpool
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CAREER-TEACHING TRAINING CENTER IN ADDICTIONS 
DRUG ABUSE AND ALCOHOLISM

Schedule for Dr. Jeptha R. Hostetler, May 9-27, 1977

Monday, May 9
10:30-12 N General Introduction to Center Dr. Schoolar

Dr. Pokorny
1:00-2:00 Literature and A-V Resources Jane Bemko

2:00-3:30 Social Factors Related to Drug
Abuse and Alcoholism__________________ Dr. Kaplan

Tuesday, May 10
10:30-12 N Non-Medical Methods of Treatment

of Substance Abuse including
Alcohol Lee Maxwell

12:00- 1:00 Medical Ethics Seminar Dr. Kenneth Vaux 
Dr. Bill Bartholme

3:00-4:30 Drugs in Pregnancy Dr. Desmond

7:30-10:00 Defensive Consumerism in Medicine Dr. Hayes,
(Special issues seminars in Ken Vaux

____________________ Med-Ethics)_____________________________________

Wednesday, May 11
10:30-12 N Curriculum Development Dr. Holcombe

2:00-3:00 Pharmacology of Common Drugs Dr. Schoolar
of Abuse (Rescheduled for 5/10

_____________________3 2, cancelled)_____________________________________

Thursday, May 12
10:00-11:30 Pharmacology of Alcohol Dr. V. Davis

2:00-3:30 Social Factors Related to
_____________________Drug Abuse and Alcoholism (cont'd) Dr. Kaplan

Friday, May 13
9:00-10:30 Medical and Psychiatric Emergencies 

Related to Drug Abuse Dr. Comstock

2:00-3:30 Research Methods as Illustrated 
by a Cooperative Study on Hypnotic 
Drugs and Sedatives Dr. Thornby
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Wednesday, May 25 
9:00-10:30

10:30-12 N

Thursday, May 26 
9:00-11:00

1:00-3:00

4:00-5:00

Parenting Difficulties in
Addictive Families Dr. Davidson

Survey on Teaching in the
Addictions at U.S. Medical Dr. Pokorny
Schools________________________________Patsy Putnam

Literature Update, etc. Jane Bemko

Medical Ethics, an Overview Dr. Vaux

Overview and Course Evaluation Drs. Pokorny and
Schoolar
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ROSALIND EKMAN LADD

1. The central purpose of my fellowship project was to gain in-hospital 
experience with particular focus on problems arising from the relation
ship between doctor, pediatric patient, and parents. My work was spon- 
spored by Dr. Edwin N. Forman, Director of the Pediatric Oncology Clinic 
at Rhode Island Hospital, a teaching hospital affiliated with the Brown 
University Medical School.

The clinic is an out-patient service of the hospital, drawing 
patients from all over the state and neighboring parts of Massachusetts 
and Connecticut. It treats mainly children with leukemia, the children 
ranging in age from about two through the early teens. Leukemia patients 
are not usually treated by private pediatricians, regardless of income, 
so the clinic follows about a hundred patients, with patients coming for 
treatment or follow-up at weekly, monthly, or longer intervals, depending 
on the progress of their disease. Hospitalization is sometimes required, 
but for fairly short periods, so almost all of the patient contact is made 
in the clinic setting.

I was able to spend one or two half days a week at the hospital, 
regularly attending the Friday afternoon out-patient clinic and the medi
cal staff conference on cases which followed. During the clinic hours 
I spent my time in the children's playroom, which afforded opportunity for 
informal interaction with the children, some contact with the parents and 
nursing staff, and a good vantage point for observation of all kinds of 
interpersonal relations. The staff conferences very frequently included 
discussions of ethical problems, as well as strictly medical questions.

I also attended pediatric rounds, teaching sessions with medical 
students, a consultation with a family, and a conference with a lawyer 
investigating a malpractice suit. There was also opportunity for informal 
discussion with the doctors responsible for the clinic, the parent-con
sultant, and other support personnel such as the play activities director, 
the social worker, the chaplain, and the medical students and house staff.

Although I am now back at full-time teaching, I have continued visit
ing the clinic as often as possible, and I am now working with Dr. Forman 
to establish a regular series of Pediatric Ethics Rounds, to engage medi
cal students, house staff, and all other interested personnel in serious 
and reflective discussion on ethical topics. Dr. Forman sees the impor
tance of having a philosopher participate in these discussions, and I 
see this as an opportunity for me to contribute something to the institu
tion and people who have contributed so much to my experience and education.

A second important part of my project involved reading in various 
kinds of literature. I used a good deal of my time surveying the philo
sophical literature on doctor-patient relationship, paternalism, and other 
general topics in medical ethics. I read some background material on the
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nature and treatment of childhood leukemia. I compiled a fairly exten
sive bibliography and read through many of the psychosocial studies on 
these topics: (a) the doctor-parent relationship with parents of a dying 
child; (b) the informing interview, in which a family is informed of the 
diagnosis of the fatal illness of their child; (c) the dying child: his
awareness of death and his psychological needs.

Thirdly, I attended several local conferences on Leukemia, Care of 
the Terminally Ill, Doctor-Patient Relationship, and the New York annual 
meeting of the Euthanasia Educational Council.

These activities are essentially what I had planned to do, but in
cluded a much wider range of in-hospital experiences than I had thought 
would be possible, and a focus on problems of terminal care, death, and 
dying that I had not anticipated.

2. My understanding of the contexts in which problems of medical ethics 
arise has been enormously enhanced as the result of my work under the 
Institute fellowship. Although I had tried to prepare myself to under
stand the role of the doctor and other hospital personnel by reading in 
the sociology of medicine, there just is no substitute for first-person 
observation and on-the-spot answers to questions. It is a bit like the 
difference between watching a news event through the eyes of the tele
vision cameraman who chooses what you are to see, and being there your
self to notice just those things which are most meaningful to you. More
over, there is an immediacy and intensity in the hospital setting that 
prods a philosopher out of a too-comfortable posture of theoretical 
speculation.

My opportunity to be attached to this particular clinic at the hos
pital proved to be a particularly fortunate one. My experience with the 
hospital personnel, patients, and families was almost invariably a very 
positive one, and there seemed to be three facts that contributed to 
this: (a) Because the clinic is run in an atmosphere of openness and
mutual respect, there was little self-consciousness at being the object 
of observation; indeed, most people seemed intrigued at the prospect of 
having a philosopher among them and were very welcoming and helpful.
(b) The clinic staff was already very sensitive to the ethical issues 
raised by its work, and dedicated to the consideration of human values 
as well as medical ones. Thus, adding a philosopher-observer to the 
higher integrated "team," which already included a social worker, a 
parent-consultant, play activities workers, and a chaplain as well as 
medical experts and medical students, did not seem at all disruptive.
(c) Because leukemia is a life-threatening disease, but one in which 
enormous advances in treatment have been made in the last five years, 
this is an area of medicine where much change is taking place. With 
this change, new areas of moral concern open up, and one is on the fore
front of new moral problems or new instances of old moral dilemmas.
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One consequence of being on the "forefront of medicine" and deal
ing with leukemia cases, where treatment consists of a protocol selected 
for each patient by a randomizing process and where treatment and re
search are virtually indistinguishable, is that the role of the physician 
seems to be different from that in other, more common cases of the prac
tice of medicine. Since there is no cure for the disease, nor even a 
single preferred treatment, the physician is not an unchallenged and un
challengeable expert. In contrast, say, to the surgeon who is called in 
only after a diagnosis of appendicitis or tonsillitis has been made and 
in virtue of the fact that he has a technique for curing and who operates 
with knowledge and authority, the oncologist is still "trying out" his 
techniques on his patients. He is open to challenge in two ways: first,
his protocol may be questioned by other medical experts who may claim 
to have found a better way of treatment; and secondly, the whole medical 
enterprise may be open to challenge by those representing other values, 
e.g., those values invoked when it seems right to stop painful and un
profitable treatment and help the family and child accept the fact that 
medicine can be of no further help against the disease.

Another reason why the doctor-patient relationship seems different 
in the situation I was observing is the fact that leukemia patients are 
under treatment for an extended period of time, and the clinic atmos
phere fosters a group experience for the parents that is unlike the one- 
to-one relationship of a typical patient-doctor setting. The opportunity 
for group experience is seen as an important part of the clinic program 
by both the staff and the patients. For the children, it is helpful for 
them to realize that other children must go through the same painful 
treatment procedures such as bone marrow extracts, and must suffer the 
same distressful side effects of chemotherapy, such as hair loss. For 
the parents, there is a very active group that provides emotional support 
and practical help, everything from lectures on nutrition to a weekly 
talk session that includes mothers of children who have died. In addi
tion, the parent-consultant, who holds a hospital-paid position but is 
also the mother of a clinic patient, serves in a pivotal role as liaison 
between medical staff and parents. The result of this set-up is that 
the parents have an effective way of comparing and consolidating their 
interests and expressing them to the medical staff through the parent- 
consultant, who acts as an advocate and ombudsman. The parents thus 
constitute what might be viewed as a "consumer lobby," something that 
is virtually impossible in other parts of the health care delivery system.

3. The effects of my fellowship work on teaching will be direct. For 
one thing, I will be able to introduce a case study approach, to speak 
to the students' natural interest in the practical and to lead from there 
to appreciating the need for theoretical consideration of the philosophical 
issues underlying the practical problems.

Secondly, my familiarity with hospital procedures and personnel func
tions will help me to meet the interests and needs of those students who 
enroll in my course in Medical Ethics because of their interest in pro
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fessional careers in the health sciences and in the so-called "helping" 
professions. Last but not least, I now have contact with a number of 
people upon whom I can draw as resource people, to give guest lectures 
in classes, etc.

The effect of my fellowship work on my own professional activity 
has been mainly to give me the time and opportunity to become more in
volved in the whole field of philosophy and medicine. My observation of 
the workings of the hospital has expanded my original interest in the 
physician-patient relationship to consideration of the role of the nurse 
and other medical personnel. This spring I have been invited to read 
papers at two conferences, one on "Nursing and the Humanities," sponsored 
by the Rhode Island Humanities Council, and the other on "Medical Ethics: 
the Role of the Medical Technologist," at the annual meeting of the 
Massachusetts Association of Medical Technologists.

4. I will not be offering a new course, but will incorporate new material 
into the course I offer in Medical Ethics.

5. I have written a paper on "Medical Paternalism," a copy of which 
will be forwarded soon.

6. Two thirds of my time was spent in my regular teaching duties; one 
third of my time, from July 1 - February 1, was spent at Rhode Island 
Hospital and in research, using the libraries of Brown University.

7. No funds were contributed directly by my own institution to my 
fellowship work.

8. I will teach a course in Medical Ethics in the Fall semester 1978-79, 
drawing heavily upon my fellowship work.

9. There is no program as such anticipated; however, I will continue 
working with the Health Sciences Careers adviser at Wheaton, who is al
ready convinced of the usefulness to science majors of humanities courses 
such as the one I teach.
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FRANK H. MARSH

1. The purpose of my fellowship was to provide additional research data 
for my dissertation, "An Examination of the Rights of Children in Treat
ment for Mental and Catastrophic Illnesses," and to complete a second 
clinical residency required for my doctorate in philosophy with a con
centration in medical ethics.

My proposed plan was fulfilled beyond expectation. The staff at 
Lakeshore Mental Health Institute began my residency by literally open
ing "all doors" in the hospital to me. (A master key to all of the 
facilities and wards on the grounds of the hospital was furnished to me.) 
Because of the cooperation of the hospital's staff I was able to broaden 
my study beyond the scope of my original plan and in doing so, reap un
expected benefits that should prove invaluable to me in enhancing my teach
ing abilities.

The program of the residency consisted of two areas of study. The 
first was a four-week period of observing and participating in every phase 
of adult treatment and therapy. The second was in in-depth participation 
with the staff in the children and youth units of the hospital. The 
activities in both areas included the following:

A. I participated in patient-staff interaction at all levels of
the hospital. This included: all locked and open wards; re
stricted areas for violent patients; alcoholic and drug units; 
profoundly retarded patients; deinstitutionalization and foster 
care programs; autistic program for children; patient staffings; 
admission procedures for adults and children; all phases of 
counseling; study of porposed patient experientation protocol; 
emotionally disturbed children committed either by Juvenile 
Court or Department of Corrections; home study of children in 
preparation for admission to the hospital; diagnostic study; 
chemotherapy procedures.

B. I prepared a weekly summary or report reconciling my observa
tions and studies of the week to ethical issues. This report 
served as a basis and focal point for a weekly seminar conducted 
at the hospital.

C. A second weekly seminar was held for study and dialogue on par
ticular books and articles relating to mental institutions.

D. My advice and counsel was requested by the Children and Youth 
Unit when conflicting ethical and legal issues evolved in the 
course of medical treatment of a patient.

E. I was requested to be a participant and lecturer at the in- 
service training program for the staff in the Children and 
Youth Unit.
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2. My plan for the dissertation is essentially unchanged. The only 
area of change will be the inclusion of unexpected empirical data ob
tained at the hospital within the framework of case studies. My fellow
ship, though, had several results that were not originally envisioned, 
the foremost being a change in my approach to the issue of paternalism 
within a medical context, and to a consideration of such questions as:
Can a mental institution as an institution be a moral agent? If so, 
how can the ethical rights and duties of the institution that conflict 
with patient-rights be resolved? Does the institution have the duty to 
stabilize (or at least assist in stabilizing) society? How is this 
function reconciled with the rights of a patient? At what point is
the public's good balanced by the institution over against the patient's 
good? When are the needs of the institution superior to the needs of 
the patient?

3. Upon completion of my Ph.D. (June 1978) with a concentration in 
medical ethics, it is my intent to seek a position that I hope will pro
vide the opportunity to teach and do research in the area of medical 
ethics. I feel that the clinical experience gained from my fellowship 
in conjunction with my legal background and a previous four-month resi
dency, will contribute significantly in the future to my teaching abili
ties and to the published literature in the area of medical ethics.

4. Since I will be completing my dissertation in the coming year,
my teaching duties do not include offering any new courses. I will con
tinue to present myself as a guest lecturer for existing medical ethics 
courses and seminars within the university.

5. I have restructured an article (accepted for publication prior to 
my fellowship) because of my clinical experience. The article, "An 
Ethical Approach to Paternalism Within the Physician-Patient Relationship" 
is to be published in Ethics in Science and Medicine within the coming 
year. I am also collaborating with Dr. Glen Graber on an article dealing 
with "synthetic sanity" and the issue of whether tranquilizing medication 
can be employed to render a person competent to stand trial when, without 
the medication, that person would be mentally incompetent to stand trial 
under prevailing standards.

6. One hundred percent of the fellowship was spent at the Lakeshore 
Mental Health Institute, Knoxville, Tennessee.

7. No direct funds from any other source were contributed to the work 
under the fellowship.

8. Upon completion of my academic program in June, 1978, I intend to 
seek a position either in a university or a medical school in which I 
can offer courses in medical ethics and possibly medical law. I believe 
that my fellowship and academic program has prepared me in the best way 
possible to pursue these career plans.
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SALLY ALLEN McNALL

1. As a Fellow of the Institute on Human Values in Medicine, I con
tinued my tenure here for a year, as planned. My activities differed 
very little from what I envisioned when I applied. I continued to 
take courses at the Menninger School of Psychiatry and the Topeka 
Institute for Psychoanalysis, run poetry workshops for patients in
the adult hospital and in aftercare (although I have not been encouraged 
to write about this for publication, as I had wanted to). I have been 
able to teach a course (to be repeated next spring) in the M.S.P., on 
the subject of psychological criticism. I have also continued work 
on my psychological study of popular women's fiction in America, and 
spent two weeks at the Library of Congress doing research for it in 
April.

2. My attitude toward all literary forms has been changed permanently, 
as well as my ideas about how literature (and writing) should be taught. 
My work on the subject of psychological development, and creativity and 
dreams in particular, are helping me in the teacher's continual effort 
to close the gap between art and life.

3 & 4. At this time I am not teaching any courses, though I will be 
teaching a humanities course for nurses through Ottawa College With
out a Campus, in the fall (I had anticipated teaching it May-June of 
this year). This would not have been conceptually possible before the 
Fellowship experience.

The book I am writing depends for much of its theory on coursework 
at the Foundation.

5. At the moment, this book exists in the form of a rough draft of 
three chapters, research notes for two others, and a version of the 
last chapter, which was prepared for delivery at the Midwest Popular 
Culture Association before I received the grant (though I used grant 
monies to attend the meeting in October). I hope to have enough of 
it in final draft by the end of the summer to submit for a contract 
to various publishing houses.

6. Except for the two weeks in Washington, I have spent all my 
Fellowship time in Topeka, Kansas.

7. The Foundation has not supplied me with any funds.

8 & 9. I have no regular position at the moment.

11. The course I am teaching breaks down psychological criticism into 
four approaches: analysis of the writer (we use Dickinson and Dickens),
of patterns of imagery (Whitman, Anne Sexton, Robert Bly), of narrative 
patterns (Dickens, Kafka, Conrad), and, finally, of the reader. See 
attached description.
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THE PSYCHOANALYTIC INTERPRETATION OF LITERATURE

Menninger School of Psychiatry Sally Allen McNall, Ph.D.
Spring, 1978 Instructor

This course devotes an equal amount of time to each of four approaches 
to the subject.

I Analysis of the author:

Lecture and discussion of the creative process as explained by 
major figures in the bibliography (Bychowski, Ehrenzweig, Kris, 
Kubie, Rank, the selections in Ruitenbeck, Sachs, and of course 
Freud and Jung). The impact of ego psychology. Possible implica
tions of object-relations theory (Mahler, Winnicott). An example: 
Cody on Dickinson. His thesis as illustrated in her poetry.
Another (more classically Freudian) view: Griffith. The poems.

II. Analysis of imagery and symbol:

Lecture and discussion of Freud's concept of dream interpretation, 
and Sharpe's contribution. The Jungian view: Hall, Bodkin. The
theories adapted and applied to the poetry of Whitman, Anne Sexton, 
Robert Bly, the prose of Dickens.

III. Analysis of narrative pattern:

The concepts of allegory, myth, fairytale. The contributions of 
Lesser and Tennenhouse. "Generalizable story." Conflict resolu
tion. Character interaction as intrapsychic drama. Holland's 
early work on management of fantasy. Development patterns illus
trated (Freud, Jung, Erikson, Bettleheim, Von Franz /these last 
two on Sleeping Beauty/ ). Theory adapted and applied to Kafka's 
"Hunger Artist," Conrad's "Secret Sharer" and Secret Agent, Dicken's 
David Copperfield.

IV. Analysis of reader:

The Buffalo school (Holland, Bleich). Sources in classical theory 
(Lesser, Erikson, Peckham). Criticized by Crews. Response process. 
Meaning. "The themes of the reader shape those of the text." A 
description and application of some of Holland's present method, 
using a poem of Sexton's and a passage from Dickens.
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JOHN C. MOSKOP

During the period of my fellowship, November 1, 1977 - December 
31, 1977, I did research on the topic of rights to health care under 
the guidance of Dr. H. Tristram Engelhardt, Jr., at the Kennedy Insti
tute, Center for Bioethics, Georgetown University. Since support for 
a right to health care is likely to be embodied in federal legislation 
in the near future, I was concerned to identify the philosophical pre
suppositions that underlie it. I had proposed to develop a philosophi
cal justification for a right to health care during my fellowship tenure, 
but I discovered early in my research that I would first have to consider 
a number of attempts to remedy the vagueness of the term "the right to 
health care." A broad spectrum of opinion regarding the proper scope 
of rights to health care appears in the current literature--intepreta- 
tions range from provision of a decent minimum amount of care for all 
(Fried) to provision of the amount of health care needed to give every
one an opportunity for a level of health equal, as far as possible, to 
other persons' health (Veatch). In reflection on this wide diversity 
of opinion, I directed my attention to the proper meaning and scope of 
the right to health care as well as to its moral justification.

I am now preparing a paper based on my research, reflection, and 
consultation with Dr. Engelhardt on this issue. In brief, I will main
tain that the right to health care is better understood on the model of 
achieved social and legal rights (such as the right to education) than 
on the model of fundamental moral or "natural" rights (such as the right 
to freedom). Given this approach, the kind and amount of health care to 
which citizens should be entitled would be societal decisions. These 
decisions would be flexible and should be based on the weighing both of 
the benefits provided by various types of health care and of the value 
of health care in general in relation to other social goods. I intend 
to submit the completed paper to Philosophy and Public Affairs or to a 
journal of medical ethics for publication.

Research made possible by my fellowship has surely helped me gain 
a better understanding of the issue of rights to health care. I have 
come especially to appreciate the complexity of the issue--the establish
ment of even a limited right to health care will depend on the allocation 
of public resources for health services and the establishment of a system 
ensuring equality of access to the designated services. I also gained a 
greater sensitivity to the interdisciplinary nature of public policy 
issues. The institution of a right to health care, however understood, 
will require the combined efforts of physicians, social scientists, philos
ophers, and legislators. Finally, I benefited greatly from discussion 
with Kennedy Institute scholars and visits and from participation in the 
vigorous intellectual activity of the Institute during my months of resi
dence.

63



My fellowship work will have an influence on my teaching and re
search activity in several important ways. At present, I am completing 
doctoral studies in philosophy and serving as a teaching assistant for 
a course on contemporary moral problems at the University of Texas at 
Austin. Based on my research, I will be able to include treatment of 
rights to particular types of health care in the moral problems course.
In addition to the already mentioned paper on rights to health care, I 
intend to continue research and writing on health policy issues such as 
those present in the debate over a national health insurance program.
Based on a competence in bioethics and the philosophy of medicine gained 
at the University of Texas Medical Branch in Galveston and at the Kennedy 
Institute, I plan to seek a teaching position in a medical school upon 
completion of my doctorate. My fellowship experience will enable me to 
incorporate into my courses treatment of the social and political di
mensions of bioethical problems. Should the opportunity arise, my ex
perience in Galveston and Washington would enable me to take part in 
developing a new program of medical humanities.

The entire two-month period of my fellowship was spent in Washington, 
D.C., at the Kennedy Institute, Center for Bioethics, Georgetown Univer
sity. Although I did not request or receive any direct financial support 
from that institution, I was granted the use of the facilities of the 
Center, including their extensive library in bioethics and all of the 
Georgetown University libraries.
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RONALD L. NUMBERS

1. During the six weeks of my fellowship, from May 23 to July 1, 1977,
I worked primarily on a historical study of William Beaumont and the 
ethics of human experimentation. This involved research trips to Chicago 
and St. Louis, and countless hours of reading microfilm. Although I was 
unable to finish this study during the time allotted, I did succeed in 
acquiring the necessary resources.

2. Prior to my tenure as a Fellow I had done no research or teaching 
in the history of biomedical ethics and was only vaguely familiar with 
the literature in the field. My study of human experimentation in the 
nineteenth century not only revealed great historiographical gaps but 
identified a number of unanswered questions, to which I hope to return 
in the future. I am considering writing a biography of Beaumont, and if 
I do, the ethical implications of his work will be a major theme.

3. As a direct result of my research, I have incorporated a section on 
the history of biomedical ethics, particularly human experimentation, into 
my course on the social history of medicine in America, which I offer each 
spring. My colleagues in medical ethics have talked with me about par
ticipating in their program, but thus far we have developed no concrete 
plans.

4. It is too early to tell whether I will ever develop a course focusing 
specifically on the history of biomedical ethics. However, it is a pos
sibility.

5. At the annual meeting of the History of Science Society, held in 
Dallas, December 29, 1977, I read a paper on "William Beaumont and the 
Ethics of Human Experimentation," one of three papers exploring the history 
of human experimentation in a special session that grew out out of my work 
as a Fellow. The article I presented has been accepted for publication
by the Journal of the History of Biology.

6. I spent approximately 25 percent of my time in St. Louis and Chicago, 
the remainder on my own campus.

7. The Department of the History of Medicine of the University of Wisconsin 
paid my salary during my fellowship (and during the time I completed my study) 
and provided research assistance and secretarial help.

8. See No. 3 above.

9. The University of Wisconsin-Madison already has a vigorous Program 
in Methical Ethics within the Department of the History of Medicine.
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RICHARD A. PACHOLSKI

As a fellow in the Medical Humanities Department, Southern Illinois 
University School of Medicine, Springfield, from June 20 through August 
18, 1977, I received clinical experience in the psychosocial care of 
dying patients and their families, and carried out extensive curriculum 
development on the subjects of death and dying. My nine-week fellowship 
allowed me tp engage in my proposed program of study, research, and 
clinical experience designed (1) to facilitate my compilation of an 
anthology of readings on the theme of death in literature; (2) to help 
me improve my expertise in teaching the subject of death in literature; 
and especially (3) to help me develop a new course on death and dying 
for health professions majors at Millikin University. With the generous 
financial support of the Institute, and through the kindness of many 
people at the medical school and at St. John's Hospital, my fellowship 
became a richly rewarding personal and academic experience. I was able 
to accomplish all the goals I set for myself.

I have several death-related projects in hand that have been mate
rially enhanced by my fellowship activities. The first project is my 
proposed anthology of readings called "The Theme of Death in Literature." 
Academic association of various kinds with people professionally involved 
with the reality as well as the theory of dying and death, in addition 
to my own exposure to dying patients and their families, has helped me 
deepen my understanding of literary expression of those themes, and will 
thereby affect the quality of my proposed text. I can now choose the 
literary selections more thoughtfully, and produce more useful intro
ductory materials and editorial apparatus.

Second, I plan to continue to teach death and dying at Millikin in 
several forms. I will continue to present the literature of death in a 
course as much literary, cultural, and historical as thanatological. In 
addition, I am now planning the outlines of a more obviously preprofes
sional course on death and dying, practical in its emphasis, delving not 
only into the literary and philosophical but also into the psychological, 
sociological, medical, and clinical aspects of the subject. My fellow
ship experiences have helped me to better understand the subject matter 
so that I will be better able to function as the coordinator of this 
interdisciplinary course, employing the expertise of visiting instructors 
from related academic departments and medical personnel from the Decatur 
community. In addition, my fellowship gave me the opportunity to preview 
over 50 films videotapes, filmstrip programs, and audio cassettes for 
possible future use. This preprofessional program of study will build 
upon a third type of course I have taught, and will continue to teach at 
Millikin, a one-month introduction to death and dying for the general 
student. Practical insights into the subject gained during my fellowship 
will help me to plan more effectively this brief survey of the most sig
nificant aspects of death and dying in contemporary America.

67



The core of my fellowship activities involved my participation in 
a clinical training program under the auspices of the Pastoral Care De
partment at St. John's Hospital, Sr. Gerard Schweider, Head. I was given 
the opportunity of using departmental audio-visual and library resources, 
of participating in patient planning sessions, and, most importantly, of 
making rounds for several weeks with a pastoral care counselor, Sr. Jane 
Marie Lamb. Sister Jane had addressed my death and dying courses in the 
past, so I was glad for the chance to learn more from someone highly re
garded as knowledgeable in the field and with whom I had already formed 
an acquaintance. For my benefit Sister Jane arranged to visit many hard 
cases--patients seriously or terminally ill--and their families. I ob
served her counseling sessions, then discussed with her the significance 
of what we had seen and heard. We visited several patients regularly, 
noting the effects of their illnesses upon them and their families over 
a period of time, and we were present when several of these patients 
died. We then spent as much time as necessary with surviving family 
members, helping them through the first shock of the death and assisting 
as they began to make necessary arrangements. During my days with Sister 
Jane I became fairly well acquainted with perhaps 20 critically ill 
patients; I witnessed, or was very close to (through reports of other 
Pastoral Care Department personnel), the deaths of 12 of these; in 8 
cases I was present with the family members when their relative died and 
was able to observe them in their immediate grief.

Briefly, these experiences taught me much about the principles of 
counseling the terminally ill and their families, about family dynamics 
in reaction to the loss of a member— about death as a social event--and, 
generally, a great deal about human nature. I was privileged to observe 
the work of a skilled, knowledgeable, and at the same time very warm and 
caring health professional as she functioned in several very painful 
crisis situations. As a man and as a teacher, trained not in the medical 
sciences but in the humanities, I am notably changed for having looked 
several times, squarely and thoughtfully, upon the face of death.

In addition to the clinical training aspect of my fellowship, my 
exposure to the reality of death and dying, I was able to do extensive 
work in curriculum development. Four libraries to which I was courteously 
given direct access —  Southern Illinois University School of Medicine, 
Springfield, Southern Illinois University, Edwardsville, St. John's 
Hospital, and the office of Mr. Robert Ninker, Executive Director of the 
Illinois Funeral Directors Association, Springfield -- gave me the oppor
tunity of previewing and annotating a large number of audio-visual mate
rials that I had not previously been able to study. Since appropriate 
A-V materials have been and will continue to be integral parts of my 
teaching, it was necessary for me to determine which materials would be 
most useful in each of my three proposed types of death-and-dying courses. 
And of course I carried out useful bibliographic research in each of those 
libraries too.
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A third sort of benefit came to me all unlooked for, and that is 
the large set of insights I derived, as a bookish humanist and pedagogue, 
into the milieu of the hospital, medical school, physician, and nurse-- 
insights that will influence and, I trust, improve all my reading, study, 
and teaching in the field of death and dying. I rounded for several weeks 
with a pastoral care nurse, seeing a large number of patients, edified by 
the consummate skill and humanity of a health professional serving also 
as psychological counselor and spiritual guide; between the St. John's 
Long Term Care Facility and the lingering dying of my own mother-in-law 
this summer I spent many hours in nursing homes; I spent time in a busy 
intensive care unit and an emergency room; I witnessed a particularly 
difficult autopsy; I sat for a week in medical ethics classes with third- 
year medical students; I interviewed two deans on the topics of medical 
school philosophy and curricula; I heard hours of lectures by Medical 
Humanities faculty— a philosopher, a psychologist, a thanatologist, an 
ethicist, a medical school lawyer--all these people fascinating combina
tions of the scientist, the medically oriented specialist, and the human
ist; and I got to see many of the other sorts of medical persons one 
hears so much about--the doctor-mechanic and the bored and uncommitted 
nurse. Yet I've come to a greater degree of sympathy for these people, 
too, coming to better understand the rigorous nature of the clinician's 
work, the taxing hospital routines, and, in many departments, the ubi
quity of sadness and pain and death. (Especially sadness. So much 
human death, I've observed, in the controlled environment of the hospital 
and old age home, comes not with a bang but with a whimper, and at this 
point I'm not sure whether that's good or bad. I would like to spend 
more time thinking through the modern definition of "the good death.")
In any case, I think that in the face of pain and dying the natural im
pulse to respond as one human to another can become secondary to the 
demands of cold, rational efficiency and precision because, it seems to 
me, the clinician is responsible and accountable for so much. But I will 
treasure my memories of the many human and humane nurses, doctors, scien
tists, and scholars I saw and worked with. What beautiful people! May 
their tribe increase.

Finally, my fellowship allowed me to do some writing which, given 
more time, will be expanded for publication. (1) As part of the Medical 
Humanities Department Seminar on Death and Dying I read a paper to a 
group of medical school faculty, staff, and students entitled, "Literary 
Images of Death and Dying— The Deaths of Socrates, Beowulf, Everyman, and 
Ivan Ilych." (2) I wrote a lengthy review, for Mr. Robert Ninker of the 
I.F.D.A., of a new college-level filmstrip-cassette program on death and 
dying called "The Dimensions of Death Series," by David W. Berg and George 
G. Daugherty. In addition I wrote reviews of each of the many films, 
video-cassettes, filmstrip programs, and audio types I studied during my 
fellowship. There seems to be a real need to make evaluations of such 
materials readily available to workers in the field; the new periodical 
Death Education, a possible market for such reviews, has begun to do some 
of that. (3) My reports to the Institute and to the S.I.U. Medical
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Humanities Department will, I trust, form the basis for further written 
analysis of my classroom experience with death and dying, and of the 
significance and value of such courses of study. Further reading and 
reflection upon my summer activities will result specifically in a de
tailed description of my proposed course, "Death and Dying for Future 
Health Professionals," together with a related article discussing the 
philosophical and pedagogical assumptions behind the course and the 
rationale for its specific content and organization. (4) This present 
report will be the basis for further discussion at the conference of 
fellows of the Institute in Philadelphia in February, 1978. I am looking 
forward to that opportunity of receiving further professional evaluation 
of my work in this field of study which, like Miranda's brave new world, 
is new to me.

Replies to other specific questions asked by the Institute: (1) I 
spent 100 percent of my fellowship time at the Southern Illinois Univer
sity School of Medicine, and at St. John's Hospital, Springfield. (2)
To my fellowship activities my home institution, Millikin University, 
contributed secretarial assistance and supplies; these are available to 
me as a matter of course—  no extraordinary expenditures were involved. 
Upon application, Millikin provides limited funds for faculty research, 
so I may expect to receive assistance for continuing research in this 
subject matter. During my tenure in Springfield, the Department of 
Medical Humanities at S.I.U. graciously provided me with a comfortable 
office and necessary supplies. (3) Because Millikin is an undergraduate 
university operating on a limited budget, I do not envision the creation 
of a separate program of courses dealing with human values in medicine. 
However, by formal consensus as well as personal inclination, most Milli- 
kin faculty members are highly values-oriented in their teaching, thus I 
think our health careers graduates are now as well prepared in that re
spect as they are going to be, though I do hope that my courses on death 
and dying will help students to get at additional basic issues relevant 
to their personal and professional lives.
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GREGORY E. PENCE

In teaching an experimental, required ethics course to medical 
students, I naturally began to feel the need for more experience and 
more information in medicine. Fortunately, a medical center exists 
in Birmingham, encompassing far more than a medical school, and giving 
a philosopher great opportunities for personal and professional growth.
I applied for and received a fellowship from the Institute to release 
me from half my  teaching duties from September through December, 1977.
I had four goals, three of which were accomplished: (1) to gain more
clinical experience in medicine; (2) to read extensively in unfamiliar 
areas in ethical issues affecting health care; (3) to develop university
wide panel discussions on ethical issues; and (4) to develop ways of 
reaching medical students in their third and fourth years. All goals 
but the last one were accomplished.

My clinical experiences took place during various kinds of rounds.
I focused on three main areas: nephrology (especially, kidney dialysis
and its problems), pediatrics (especially problems with defective new
borns), and community (public, preventive) health. I learned an enormous 
amount of benefit to me. A good example concerns problems surrounding 
dialysis. In many ways, dialysis is much more interesting, as a kind 
of case to discuss in ethics, than abortion or euthanasia. Decisions to 
die by dialysis patients are more subtle than with oncology patients, 
and dialysis illustrates very well how moral problems involve political 
problems in health care. I also witnessed an amniocentesis test and 
several counseling sessions with couples about the results. I rounded 
with two pediatricians of diametrically opposed views on "killing" de
fective newborns in neonatal intensive care units -- an eye-opener. I 
did more rounds on oncology -- rounds that I had previously done for 
two months in 1976 —  and saw some patients previously known to me who 
had relapsed from their remissions. I now believe that in the first 
year I was "playing the game of an ethicist making rounds and under
standing death." My reason for this belief is that before I had no 
deep feelings during these rounds. This time, perhaps because two of 
the patients were male and about my age, I had some very intense experi
ences. One patient died from Hodgkin's Disease and the other from 
testicular cancer. In contrast to previous experiences, both these 
deaths left me profoundly depressed.

My fellowship was ideal because the affective experiences I had 
were simultaneously interpreted by the cognitive experiences I had in 
reading on my own. I think all fellowships should proceed in this way -- 
as Kant said, "Experience without concepts is blind; concepts without ex
perience are empty." I read widely on the technical, moral, and politi
cal issues surrounding dialysis. I read (and reread) many articles on 
death, dying, and attitudes toward death.
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I organized one interdisciplinary conference on ethical issues 
in randomized clinical trials, with distinguished physicians partici
pating from neurology, public health, and oncology. I participated in 
several courses as a guest lecturer -- in public health, in the graduate 
nursing program, and in an allied health course about health care sys
tems.

I did not succeed in developing a way to reach third- and fourth- 
year students, other than the few I met on my rounds. I now believe 
that this goal was unrealistic. If our ethics program -- or any such 
program -- is to interact effectively with such students, great time 
commitments and many people will be required. Weeks, maybe months, are 
required to understand the problems in one specialty, like nephrology, 
and to understand how one set of staff handles daily problems. Humanists 
(or whoever) will function best in discussing values when they know the 
problems, the people, and their own reactions in a deep and systematic 
way. The only hope I have of possibly implementing something like my 
fourth goal is to meet with chief residents and get them to discuss 
ethical issues with their supervisees. In this way, the fact that such 
issues are important would quickly filter down to first-year residents, 
interns, and medical students.

My report on my personal experiences on rounds could go on for many 
more pages and I will stop here in order to answer other questions asked. 
The effect on my teaching has been electric. For example, during the 
time of my experiences, I taught an extension of the ethics course for 
medical students for two hours once a week. I was able to discuss ethical 
issues involved in dialysis and transplants before and during the time 
in which second-year students took their nephrology course. This teach
ing went over perhaps better than any segment on ethics that I have ever 
taught in medical school. In my undergraduate capacity, I refined a 
special section of ethics exclusively devoted to moral issues in health 
care. Through my reading and experience, I an now able to teach this 
course so much better that I wonder how I taught it before. I am also 
now a regular guest lecturer in the schools of Nursing, Public Health, 
and Allied Health —  to such an extent that I must constantly turn down 
requests for lack of time or energy.

My institution supported me with the usual office and secretarial 
help, as well as paying the "hidden" costs of fringe benefits while on 
the fellowship. All my time was spent at this university (which is not 
the one in Tuscaloosa with Bear Bryant's football team). As a result 
of these experiences, I will be able to continue making rounds, to draw 
on professionals in health care as guest lecturers, and to continue to 
develop a permanent program in ethics at this university. Partly as a 
result of this fellowship, the program has been guaranteed for at least 
another year. I sincerely thank the Institute for its generous support.
I hope that others in the humanities will have opportunities such as 
mine to experience the fascinating, worrisome, complicated, and indeed, 
profound dilemmas at the interface of medicine and humanism.
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IRWIN PRESS

The major focus of my fellowship work was an attempt to recon
cile some of the current arguments in the philosophy of medicine with 
anthropological concepts and knowledge. At base, I was concerned with 
the fact that usage of certain key concepts in the philosophy of medi
cine may be valid only for Western, industrial society— and, indeed, 
so divorced from the reality of cultural and societal bases as to be 
highly questionable even when applied to our own sociocultural milieu. 
In particular, I devoted my attention to (a) usage and implications of 
Western-culture-derived definitions of "health" and "disease"; and 
(b) the degree of "fit" between our goals for modern medicine and the 
reality of the social system in which this particular health institu
tion operates (a paper on this is presently being prepared for publica
tion). I felt that Anthropology, with its relativistic approach and 
cross-cultural sophistication, would be an ideal tool for probing the 
generalizabi1ity of arguments that propose health as an ideal state 
(not valid cross-culturally), and medicine as a personalistic endeavor 
(not especially apropos even for our own society).

In the process of working these problems out, thanks to the fellow
ship, I was able for the first time to dive into the medical philosophy 
literature with intensity, as well as to wrap up some of the health- 
delivery concerns with which I'd been working (particularly those of 
folk-medicine as an acculturative aid to urban migrants). One immediate 
result of the fellowship was a more extensive revision of a paper that 
was subsequently published ("Urban Folk Medicine: a Functional Over
view." American Anthropologist 80:71-84).

The fellowship work led to a much great appreciation for the con
gruence of concerns between the humanistic and social scientific ap
proaches to medicine and health delivery. Especially intriguing is the 
apparent contradiction between "moralistic" concerns for health, on the 
one hand (expressed by physicians and medical philosophers), and the 
relativistic approach of anthropologists, on the other, to the question 
of the "proper" means and goals of health delivery. This dialectic 
will serve as the basis for a revised course on "Culture, Health, and 
Illness" which I am teaching.

Because of my work on this new approach, my course load has been 
reduced sufficiently to allow more intensive development of curricula.
I have also begun work on a text in Medical Anthropology, in which 
philosophical concerns will be far more strongly represented than in 
past efforts within the discipline. During the tenure of my fellowship 
(summer of '77), the University of Notre Dame contributed funds for a 
research assistant. All work was carried out in Notre Dame's library, 
except for several trips to Northwestern and University of Chicago 
Libraries.
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It should be noted that Notre Dame has no medical school. How
ever, there is a strong pre-med program, and I am presently developing 
a permanent values seminar for pre-med students, with personnel from 
Sociology, Philosophy, Theology, and Pre-Professional Studies.
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RICHARD RATH

1. As a fellow of the Institute on Human Values in Medicine, I spent 
a month during the 1977 summer studying ethical issues raised by human 
genetics, and specifically, genetic counseling. I sought to define 
various boundary-level conditions for life and for personhood, accord
ing to the opposing standards of the moral (the right, or the true) and 
the technical (the useful, or the good), represented, respectively, by 
the views of Leon Kass and Robert Morison. Under the sponsorship of 
John D. Vavra, M.D., Professor of Medicine at Washington University 
School of Medicine, I pursued an intensive reading project of relevant 
articles, and ultimately wrote a critical essay.

My activities as a Fellow were in conformity with my proposal, 
and my learning experience compared favorably with my expectations.

2. Before beginning my tenure as a Fellow, I spent 2 months at 
Washington University School of Medicine, learning techniques of genetic 
counseling and doing laboratory research in chromosomal analysis, and 
received elective credit toward my medical degree for my combined pro
ject in human genetics. Approaching the field of genetics on various 
levels-- ethical, scientific, and clinical—  was intellectually gratify
ing, and I would like to structure my career as a physician so that I 
will have other opportunities for multidisciplinary studies.

3. & 4. At this time I am not offering any courses.

5. A copy of the essay written during my Fellowship, titled, "Boundary
Conditions for Life and for Personhood: A Study in Contexts and Rights,"
is enclosed. (See Part II.)

6. 100 percent of the Fellowship period was spent at my campus.

7. I neither sought nor received financial support from Washington 
University School of Medicine.

8. & 9. During the fourth (elective) year of my medical studies I will 
have the opportunity to pursue further multidisciplinary studies in 
medicine and the humanities.
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ELAINE SCARRY

1. I received my Institute fellowship in order to study the capacity 
of language in general and literature in particular to communicate the 
phenomenon of physical pain. Language, which can express intricate 
metaphysical abstractions and complex psychological realities, tends 
to become impotent when describing physical pain. The major focus of 
my work has been the analysis of the techniques authors use to reach 
and project this area of experience normally so inaccessible to language. 
While the literary texts themselves are the primary object of my atten
tion, I have also been examining analogous attempts in other areas: 
painting (e.g., Bacon, Goya), film (e.g., Bergman, Wertmuller), and 
philosophy (e.g., Nietzsche, Wittgenstein). Medicine and law also have 
immediate relevance to the study: my interest in these fields centers
on such areas as the language used in case histories of people in pain 
and the language used by lawyers to communicate to the jury the physical 
pain suffered by the plaintiff.

During the period of my Institute fellowship, my time was devoted 
to two research trips, intensive reading at the Widener and Harvard 
Medical School libraries, and the writing of a draft version of one 
chapter of a book on the language of pain.

In early June, I made a trip to McGill University in Montreal 
where I spent several hours interviewing Dr. Ronald Melzack about his 
various areas of pain research, primarily his development of a diag
nostic questionnaire that provides people in pain with a language to 
describe their experience to their physicians. We discussed the 
present state of this questionnaire, its diagnostic and therapeutic 
powers as well as those weaknesses or inconsistencies that require 
future revision. Dr. Melzack was also able to provide me with specific 
readings articulating his own views on pain therapy as well as specific 
readings articulating the opposite views--i.e., works by the leading 
advocates of the Skinnerian approach to pain who argue that the most 
effective pain treatment is teaching people to be silent rather than 
giving them a more precise and powerful language. The most valuable 
part of this interview was our discussion of a general theoretical 
issue: the extent to which subjective verbal response (as opposed to
objective empirical evidence) is a valid and fruitful area of scien
tific study. Although I was of course aware that Melzack's development 
of the pain questionnaire was based on his willingness to credit sub
jective responses, I had not been previously aware of the startling 
fact that his insight into the physiological base of pain, the widely 
known and credited "gate-control" theory, was suggested to him by 
careful attention to the way in which people in pain describe their 
experience.

I spent the period from August 20 to September 4 in London. Al
though this trip made possible a number of projects that would have 
been otherwise inaccessible to me (for example, studying the paint-
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ings by Francis Bacon at the Tate Gallery), most of my time (each 
weekday for the two-week period) was spent at the International Secre
tariat of Amnesty International interviewing the researchers and 
directors of the Campaign to Abolish Torture and reading in their 
library. The readings included both published Amnesty International 
accounts that are not yet available in the United States and unpub
lished documents such as the affidavits of torture victims from many 
countries, the medical reports from the doctors who examined victims, 
and Amnesty International's 200-page transcript of the 1975 Greek 
torturers' trial. My intensive study during this period increased 
greatly my understanding of the nonpolitical and political uses of 
pain language, the ways in which such a language can be used to help 
eliminate pain as well as the ways in which it can be used to assist 
those who wish to inflict pain. When I returned to the United States 
I spent several weeks formulating and clarifying the perceptions made 
possible by this trip. In the months that followed, I continued to 
devote part of my time to studying the political area, reading primary 
source material such as Machiavelli, contemporary writers dealing with 
the problem of language and the holocaust (e.g., Steiner, Arendt), and 
several theoretical studies on war (e.g., Walzer's Just and Unjust Wars) 
Until my trip to Amnesty International, I had considered the political 
means of either silencing or distorting pain language an important but 
peripheral part of my study. As a result of this trip, I realize that 
it is central.

By far the largest proportion of my fellowship period was devoted 
to reading. The reading included three major areas of research prepara
tion. First, I was able to survey the most relevant journals and books 
on theories of pain, sensation, and physiology. A second and particular 
ly important area (one that I had not anticipated in my original pro
posal) was existential phenomenology of sensation, which included such 
writers as Straus, Minkowski, and Schachtel. Third and most important,
I completed a study of a number of major literary tests: the close
analysis of these central texts (works by Sophocles, Huysman, Asturias, 
Zola, Kafka) will be a major focus of the final book.

2. At the time of my application to the Institute on Human Values in 
Medicine, I had read and thought enough about my subject to have formu
lated an overview of what would make possible a language of pain and 
what would be both the positive and negative powers of such a language. 
While my study during the period of the fellowship has not altered the 
overall direction of my research or my basic assessment of the central 
issues, it has certainly done the following: (1) I has alerted me to
the need to do much more extensive reading in some areas (e.g., the 
political) and introduced me to whole new unexpected areas (e.g., ex
istential phenomenology). (2) It has made me aware of problems with 
my original project that I had not anticipated, such as the difficulty 
of locating transcripts of closing arguments in damage suits. And most 
importantly, (3) it has made possible substantial growth in my under
standing of each aspect of my project. Although the study is in its
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overall outlines very close to the original proposal, my sense of 
the connections and implications of many parts of this topic has 
deepened immensely as a result of this fellowship period.

3 & 4. Of the courses I currently teach at the University of 
Pennsylvania, those which will be most directly altered by my pres
ent research are the two undergraduate seminars, "Old Age in Litera
ture" and "The Language of Truth, Beauty, and Pain." The changes 
will involve the inclusion of texts that I had not previously read 
or studied, and will in the case of both seminars enable me to give 
a much more solid account of the theoretical issues involved in the 
creation of certain kinds of language.

Beginning next year (1978-79) there will also be a new master's 
program in social gerontology designed primarily for middle-aged 
women who are coming back to school to complete a B.A. but who (the 
university has realized in the last few years) with a B.A. alone are 
unable to find interesting employment after their graduation. The 
program will be taught by professors from different departments and 
schools at Penn (there will be courses on law and old age, philosophy 
and aging, etc.). I will be giving a more advanced version of the 
"Old Age in Literature" course in this program. I have also been 
invited to participate in a community project in which old people 
will be informally studying literature and ideas about aging.

5. My plan in this project is to complete a book on the language 
of pain. The Institute grant enabled me to write a draft version 
of one chapter.

6. I spent approximately 90 percent of the fellowship period working 
in institutions in the Cambridge, Massachusetts area, and approxi
mately 10 percent in London and Montreal.

7 & 8. The University of Pennsylvania supported my work (salary, re
lease time) for an additional academic term beginning with the close 
of the Institute fellowship period.

9. I will be participating in, rather than initiating, such a pro
gram as that which was started by Dr. Herman Segal of the University 
of Pennsylvania Dental School Emergency Clinic in this past year.
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KENNETH F. SCHAFFNER

With the support of an Institute Fellowship, I visited four pro
grams on Human Values in Medicine during May and early June 1977. Each 
site visit averaged 3-4 days and involved meeting with the program's 
chairman and with faculty, and attending various representative classes 
and other offerings such as teaching rounds and Ethics Grand Rounds.
The working assumption was that observing these specially selected pro
grams in situ and discussing the origin, current status, and future 
plans of the programs with their personnel would be a valuable back
ground for the further planning of Human Values in Health Care offerings 
in the University Health Center of Pittsburgh (UHCP) that the Human 
Values Task Force might recommend.

On the basis of (I) a review of the Institute on Human Values in 
Medicine publication Human Values Teaching Programs for Health Pro
fessionals, (II) knowledge obtained at the Workshops of the 1976 annual 
meeting of the Society for Health and Human Values, (III) discussions 
with Dr. Thomas McElhinney during a resource visit to the University of 
Pittsburgh in November, 1976, and (IV) personal contacts with teachers 
and scholars in the field, I selected the following four programs for 
study:

1, Hershey Medical Center of Pennsylvania State University--Department 
of Humanities of the Medical College. This program was chosen for visi
tation because it represents a solid, broad-based humanities in medicine 
program with an active high-quality faculty of five. It offers a variety 
of courses under a "required distribution" rubic, a mode that is a pos
sibility for the University of Pittsburgh, which maximizes student choice 
(and in my view "course morale") while at the same time necessarily in
troducing medical students to humanities offerings. The range of offer
ings is interestingly broader than "medical ethics," covering literature, 
religious studies, and history as well as philosophy of medicine.

2. University of Texas Medical Branch, Galveston--Institute for the 
Medical Humanities. The utility of this program lies both in its simi
larity to the Hershey program and in its differences. This is also a 
"large" program involving a group of five core faculty, plus a number
of visiting faculty. The program has inputs into several levels of health 
professional training. Its interesting difference with Hershey is that 
it developed after the Medical School's inception, as is the case with 
Pittsburgh's efforts in this area. The institutional and administrative 
dynamics are usually quite different in such a case, and, given success
ful introduction of a required course in medical ethics, a series of suc
cessful electives, and the employment of a variety of teaching methods, 
an examination of this Institute seemed to complement usefully the Hershey 
Department.
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3. University of Tennessee Center for the Health Sciences--Program 
on Human Values and Ethics. This program was chosen because it (a) 
represents a prima facie successful smaller program than the two cited 
above, and because it (b) is heavily clinically focused and involves 
rounding of humanists with physicians. The Tennessee Medical Center 
is also a large health center, as is Pittsburgh's, and the program has 
an input into a wide range of health professional colleges (pharmacy, 
dentistry, nursing) as well as into the medical school. With adequate 
funding there is a good possibility that the Pittsburgh program might 
develop from its present clinical focus with largely volunteer efforts 
on rounds, through the current Tennessee stage, into a Hershey/Texas 
model. It is felt that Tennessee's experience on the clinical front, 
its administrative experience, and its plans for further development 
would offer a useful model for Pittsburgh.

4. The Society for Philosophy and Public Affairs' Philosophers in 
Medical Centers Program--New York University's Department of Philosophy. 
Beginning in September, 1976, with the aid of a grant from the New York 
Council for the Humanities, the Society for the Philosophy and Public 
Affairs, under Professor William Ruddick's direction, assigned four 
part-time philosophers to three teaching hospitals/medical centers.
The philosophers work at the New York University Medical Center, Monte- 
fiore Hospital and Medical Center, and the Hospital of the Albert 
Einstein College of Medicine. They have developed inputs into medical 
center committees, go on rounds, participate in clinical conferences, 
and arrange occasional seminars for health professionals. Their work 
is similar to the work we have explored in a less developed manner at 
Pittsburgh. I believed that the range of their experiences, and the 
administrative and coordinating experience of Professor Ruddick and 
the Bioethics Committee of the Society for Philosophy and Public Affairs, 
would be most useful for us at Pittsburgh. The necessary independence 
accorded the "philosopher-residents" is similar to what we see develop
ing here at Pittsburgh with our volunteer group, and I believed that 
the New York experience could have a number of valuable lessons for this 
important developing component of our program.

In each of the above site visits, I arranged to meet with available 
faculty and relevant administrators to discuss the inception, develop
ment, current status, and future expectations of their programs in human 
values/humanities in medicine. Inquiries were also made concerning educa
tional objectives, teaching methods and materials at all educational 
levels, and about each constituency taught. I also pursued substantive 
questions about the main issues that were encountered. The administrative 
structure and main coordinating tasks were also discussed, and the role 
of the program in its larger institutional context(s) was explored. I 
also audited some class/discussion sessions, participated in rounds, and 
attended other activities during the visits.
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There are several possibly useful generalizations and recommenda
tions that I have extracted from my experiences at the four programs:

1. Even solidly based traditional programs such as Hershey/Penn State's 
and Texas' see the need to move more firmly into the clinical area, 
offering more services for medical students in their clinical years, for 
interns and residents, medical faculty, and other members of the health 
care team. The exact format of participation of humanists was not well 
formed in the minds of the interviewees, other than to suggest case 
conferences and the possibility of rounding on the Tennessee model. This 
perceived need was based on the view that the ultimate utility of the 
humanities in a health care setting was seen in the humanities' (and 
social sciences') relevance in helping clinicians reach more informed 
ethical decisions and in assisting in the delivery of more humanistic 
patient care. At Hershey, though, Professor Vastyan also stressed the 
need for a more traditional course in the humanities applied in its purer 
traditional manner. Only in this way, he believed, would students obtain 
an accurate perspective on the humanities and fully respect the humanistic 
disciplines.

2. The clinical rounding components at New York and Tennessee seemed to 
work best when there was a specific and respected senior clinician with 
whom the humanist worked; for example, Dr. Thomasma rounds with the Chair
man of the Department of Internal Medicine, and Dr. Shaw rounds with the 
Director of the Residency Program at St. Jude's Childrens' Hospital.
Rounds are also made with other health professionals at Tennessee, in 
fact, the three full-time faculty members of the program have scheduled 
themselves for rounds at five different medical specialties per week, for 
a total of fifteen different services. Rounds involve visitation of 
patients and discussions prior to and after seeing the patients, where 
the differential diagnosis is developed. Medical students in their 
clinical years, interns, and residents participate in these rounds. The 
amount of input that the humanities can make is partly a function of the 
particulars of the cases and also of the orientation of the senior clini
cian.

One factor that was stressed to me at both New York and Tennessee 
was the need for the humanists to have specific identification indicating 
their roles as members, of the health care team. A hospital badge was 
viewed as essential, with the program to whom the person belonged clearly 
identified as well as the (faculty) status of the humanist. At Tennessee, 
humanists are advised to wear white coats if the senior clinician does.
At New York, after some white-coating, the philosophers have rejected 
this practice as a form of misrepresentation.

3. Both Texas in its earlier developing years, and Tennessee currently, 
found an Ethical Grand Rounds session, which was offered roughly once 
a month, very useful. The Ethical Grand Rounds afford the medical humani
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ties increased visibility within the institution, and additional con
tacts with medical faculty as well as medical students' tutorials have 
emerged from the Grand Rounds. These Grand Rounds can be considered 
somewhat different from our Public Forum, in that they can provide more 
technical and possibly more confidential information about a case than 
is suitable for a Public Forum. The UHCP Human Values Task Force thus 
may want to consider this option.

4. Penn State's Hershey Medical School is anomalous with respect to 
its two-course requirement and the apparent security of that require
ment in the curriculum. The Hershey Humanities Department was created 
by an enthusiastic Dean at the time of the school's inception, with the 
result that Humanities never has to compete for curriculum time in the 
same way other programs have. At Texas, an analogue of the UHCP's Human 
Values Task Force was established to deliberate a recommendation by Drs. 
Burns and Engelhardt that a required course in history and philosophy
of medicine be established. This Texas Task Force included as members 
either a Department Chairman or a Chairman's representative from each 
Department in the Medical School. The Task Force met weekly for a year 
before it recommended that a 14 week-1 hour/week required course be 
established. The Curriculum Committee accepted the recommendation 
after another period of delay, but only on a one-year trial basis. The 
course is offered to first-year students. Reaction of the students in 
the first year was enthusiastic-- I understand approximately 80 percent 
thought it should be required—  and the course is currently reasonably 
secure in the curriculum.

At New York University's Medical School, a required course in 
Medical Ethics is taught by the Community Medicine Program. The Society 
for Philosophy and Public Affair's "philosopher residents" participated 
actively in the teaching of the course in 1976-1977, and found the ex
perience most useful. At Tennessee, Drs. Thomasma and Shaw are in the 
process of exploring the question of introducing a required course. In 
the light of the experiences of the other three programs, I would view 
this plan on their part as a most valuable offering. It should also 
be considered at Pittsburgh.

5. Teaching methodology in the above cited existing required courses 
is clearly Socratic. There is no lecturing, and efforts are made to 
draw out students even if it means postponing making useful distinctions 
or philosophically clarifying points. The methodology seems to work 
well—  those students who do see problems force themselves to the point 
where they ask for more technical humanities material, for example in 
the traditional normative ethics literature. This teaching methodology 
at Hershey is carefully and consciously cultivated, and it is apparently 
also employed at Texas (where I did not have an opportunity to audit the 
required course. I also did not audit the NYU course.) Students are 
assigned a reasonable amount of reading at Hershey and Texas and they 
must write several short essays.
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These required courses seem to be successful on a variety of 
criteria. I mentioned students' course assessment at Texas, above.
In addition, several students ask for tutorials, in their later years 
and at Texas such students present a paper representing their work 
to a colloquium of the Humanities Institute. I attended one such 
paper at Texas on the application of T.S. Kuhn's philosophy to scien
tific revolutions in medicine. Another aspect of the impact of the 
required course on medical students at Texas was a request from the 
Department of Internal Medicine for an interdepartmental seminar with 
beer and refreshments held from 5-6 P.M. biweekly. Students were asking 
ethical and social questions that puzzled the Internal Medicine faculty, 
and Internal Medicine decided to seek instruction via the seminar method 
in this area. This seminar ran from January-May in 1977 and was viewed 
as a valuable learning experience by faculty from both departments and 
by the residents from Internal Medicine who attended. Teaching method
ology in rounding situations is obviously less well developed. Dr. 
Thomasma has attempted, however, to articulate a procedure for values 
elicitation, articulation, and prioritization that he calls an "ethical 
workshop." This method is potentially very useful for such situations.

6. I also inquired into the rationale for the type of administrative 
unit that offered humanities instruction. At Hershey/Penn State, it 
was felt that the Medical School was so departmentalized that Depart
ment status was needed. At Texas it was felt the "Institute" status 
presented a better appearance to the outside funding agencies. (Ap
pointments are in other traditional medical departments at Texas.) At 
Tennessee the program was in the process of transition from being based 
in the School of the Allied Health Professions. At New York the situa
tion is in too early a stage to determine what the ultimate status of 
an administrative unit might be. At present the humanists are assigned 
at New York University to the Community Medicine Program, and at Monte- 
fiore to the Department of Social Medicine. One point that was stressed 
is that the lines of responsibility and to whom the Program's Chairman 
reports should be made very clear.

With the exception of the New York Program, all programs are on 
"hard-money," though grants are actively and successfully sought. The 
New York project is continuing with support in 1977-78 from the NEH,
DHEW, and the Dean of the New York University Medical School, as well 
as the New York Council for the Humanities.

7. It would seem, on the basis of the site visits described above, 
at UHCP we should proceed with development of our rounding activities 
next year. We might also explore introducing a combination of ethical 
analysis, human values materials, and the logic of diagnosis into the 
second year physical diagnosis requirement. One other direction that 
we might well consider developing is a coupled rounding-clinical case 
conference method. Dr. Ravitch, Chief of Surgery at Montefiore, and I 
have discussed this in a preliminary manner and I have made arrangements 
to audit a spectrum of activities associated with the third-year clinical 
clerkship in surgery to ascertain the fine structure of the instruction,
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and where human values material would be most feasibly offered. Such 
human value instruction would involve the humanist's presenting (or 
copresenting) a specific case at a conference involving the six or so 
third-year medical students in that period of their clinical clerkship. 
The case would be chosen from those encountered in rounds that would 
involve interesting and difficult ethical issues but would be ethically 
"worked up" for presentation to and discussion with the students and 
the senior clinician. This format would permit great structure and 
preparation than can be obtained in rounds, but would preserve immediate 
clinical relevance.
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MARK SIEGLER

I

The Institute Fellowship enabled me to pursue tutorial studies 
(September-November 1977) with Marcus Singer, a Professor of Philosophy 
at the University of Wisconsin - Madison. Professor Singer was extra
ordinarily kind and devoted a considerable amount of time directing me 
in a reading program that related analytic moral philosophy to situations 
encountered in the practice of clinical medicine. In this respect, there 
was precise conformity between my Fellowship proposal and my actual work.

However, in regard to the specific problem that I proposed to 
study -- the strengths and limitations of employing the Golden Rule as 
a decision-making tool in medicine -- some modifications proved necessary, 
and eventually these necessary changes came to constitute important, 
unanticipated benefits of the period of study. Specifically, the project 
gradually expanded to touch upon the following four issues, three of 
which were not included in the original proposal:

A. The definition, concerns, and methods of Clinical Ethics, a 
component of the philosophy of Clinical Practice

B. A demonstration of one way in which beneficial communication 
and interchange between physicians and philosophers might 
proceed

C. A consideration of the way moral rules operate generally, and 
specifically, how they function in the practice of clinical 
medicine

D. A reconsideration of the applicability of the Golden Rule to 
medical decision-making

II

Unquestionably, my understanding of the Golden Rule changed as a 
result of my work with Prof. Singer, and I believe the expansion of the 
proposed study plans reflect a substantial maturing of my original ideas. 
By briefly discussing the four topics mentioned in Question I, I hope to 
demonstrate the personal intellectual value I derived from the fellowship.
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A. What Is Clinical Ethics?

Clinical Ethics, an important component of the philosophy of 
clinical practice, is that discipline devoted to exploring the moral 
soundness of clinical medicine. There is a uniqueness to the act of 
caring for a patient that distinguishes clinical medicine from other 
human endeavors and that raises specific philosophical and ethics 
issues. Clinical ethics focuses its attention on the whole range of 
medical decision-making —  diagnosis, prognosis, treatment, and clinical 
management -- all of them decisions that are made for and in the interest 
of individual patients. These individuals have sought help from phy
sicians and from other health professionals in a one-on-one relationship 
that may be among the closest of human interactions. The clinical en
counter between patient and physician is end-related, although the ends 
pursued may differ in different circumstances, but legitimately should 
include at least one of the following: the prevention and cure of 
disease, the amelioration of a sense of illness, the relief of pain, 
and the prolongation of life. At the moment of clinical decision, the 
health professional must determine what end he and the patient are 
jointly pursuing, and what decision is the right one for that patient 
in that particular clinical circumstance. Dr. Pellegrino has recently 
referred to such decisions in medicine as "the moral center of medicine."

Clinical Ethics involves the application of the basic principles 
of philosophy to real issues that arise in the clinical encounter be
tween patients: and physicians or between patients and other health pro
fessionals. The clinical encounter functions as an experiment in 
which observations are made and data are generated. Subsequently, the 
analytic processes of philosophy are utilized to organize the data and 
to generate hypotheses on the moral soundness of the clinical endeavor. 
These hypotheses are then subjected to reflective analysis and to em
pirical data-gathering in the context of the doctor-patient encounter, 
and are either substantiated, modified, or eventually rejected. Naturally, 
clinical ethics is premised on clinical competence, because in the absence 
of such technical competence, discussions about the ethicality of clinical 
decisions lack meaning and credibility.

B, C. Physician-Philosopher Interchange on Question of Moral Rules

This brief description of the concerns of clinical ethics suggests 
the various points in the process when physicians and philosophers could 
mutually benefit from an exchange of ideas. Of course, it would be de
sirable for philosophers to be present during the doctor-patient encounter, 
when the primary data were being generated. Unfortunately, until recently, 
relatively few medical schools (notable exceptions being The University of 
Tennessee, and the New York University Medical Center) encouraged philos
ophers to attend rounds with clinicians. Thus, philosophers often are
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not involved in making primary observations, but can interact prof
itably with clinicians in identifying, illuminating, clarifying, and 
structuring philosophical and ethical concerns that arise in the 
practice of medicine. Together, clinicians and philosophers can generate 
hypotheses that can subsequently be scrutinized analytically or empiri
cally.

As I describe the work I did with Prof. Singer on the Golden Rule,
I will indicate both the unfolding and the enrichment of some specific 
problems in clinical ethics, but also, and perhaps more importantly, I 
hope to provide a description of the process of interaction between one 
clinician and one philosopher.

My interest in the Golden Rule began with a bedside observation 
that some physicians frequently invoked the Golden Rule in efforts to 
reach clinical decisions in the face of uncertainty, i.e., when the 
technical data did not permit them to make an unequivocally correct 
technical decision. I continued my observations, and began to engage 
my colleagues' opinions on whether my observations were accurate. Later, 
I developed the hypothesis that the Golden Rule, casually interpreted, 
generated a subjective view of right action, and could be used to 
rationalize almost any decision one made. In the course of investigating 
this topic, I became aware of the elegant work that Prof. Singer had 
done on both the Golden Rule and on Generalization Theory in Ethics 
(e.g., Marcus G. Singer, Generalization in Ethics, Eyre and Spottiswode, 
London, 1963; and Singer, M.G., "The Golden Rule," Philosophy 38:293-414, 
1963).

Professor Singer's analysis of the Golden Rule appeared to be the 
most thorough comment on this principle in the philosophical literature. 
After preliminary discussions, Prof. Singer and I agreed that it would 
be instructive to critically examine the Golden Rule from the point of 
view of the medical model, with its own intrinsic principles and stan
dards, in order to determine whether the general philosophical strengths 
and weaknesses of the Golden Rule applied to the medical field.

Soon after beginning my work with Singer it became clear that to 
understand my original questions about the Golden Rule, it was necessary 
to understand the philosophical framework in which such questions were 
meaningful. This required that I become better read in basic moral 
philosophy, a variety of ethical theories, and the extensive literature 
(in philosophy, law, and theology) that considers the way moral rules 
relate to ethical behavior and actions, Thus, from my original obser
vations of a "bedside manner' employed by some physicians in some cir
cumstances (i.e., applying of the Golden Rule in uncertainty situations), 
I was led, gradually but inexorably, into some of the most basic issues 
of moral philosophy. Therefore, a considerable portion of the Fellowship
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was spent in pursuing a reading program under Prof. Singer's direction, 
which allowed me to sample the range of philosophical writings that I 
would eventually have to master, if my observations and conclusions on 
the philosophy of clinical practice and on the relation of the Golden 
Rule to medical decision-making were to be meaningful.

A considerable portion of my reading was devoted to such basic 
philosophical concepts as moral maxims, moral rules, moral laws, and 
moral principles, and how they operate in the pursuit of the moral life. 
This reading program soon revealed a new topic —  the use of moral rules 
in medicine —  that clearly had to be dealt with before I could adequately 
grapple with the Golden Rule problem. In terms of the use of moral rules 
in medicine, some of the questions that demanded answers included:

1. How do moral rules work in general?
2. How do moral rules function in medicine?
3. Does medicine operate with standard moral rules, or are some 

moral rules particular for the medical model?

At this stage of my discussions with Prof. Singer, an interesting 
development occurred. As we were considering moral rules in general, 
and their function within the medical system, we each sensed, almost 
simultaneously, the possibility, still unverified, that the medical model 
(and by extension, a series of professional and institutional models) 
was guided both by specific, rather than general moral rules, and also 
by specific rules that were applicable only within specific contexts.
One possibility that we considered was that not all moral rules apply 
to all systems uniformly; or that certain moral rules have such different 
meanings and effects within certain systems, that in practice they func
tioned as different rules. Thus, we were eventually led to a considera
tion of the validity of moral particularism (not, I should stress, moral 
relativism).

The process of inquiry we engaged in involved structured and un
structured conversations that related philosophical methods and concepts 
to issues encountered in clinical medicine. I found the entire process 
intellectually exciting and rewarding. For example, when I first per
ceived the possibility that particular moral rules might apply to medicine, 
I naively believed I had invented the wheel. It was enlightening and 
humbling to realize that Prof. Singer had been reflecting on precisely 
these questions for many years, and it was under the influence of his 
intellectual guidance that I was gradually led to the eventual con
clusions I reached. The two months of tutorials with Prof. Singer ulti
mately assisted me in beginning to understand the ways in which the 
methods of philosophical analysis could be used to clarify and structure 
ethical problems that arise in the day-to-day practice of medicine.
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Although. I am reluctant to ascribe opinions to Prof. Singer, I 
believe that his interest and ongoing work in "particularization in 
ethics" did not suffer as a result of our interchange, and perhaps 
even benefited from our discussions of the ethics of clinical medicine. 
I believe our dialogue may have assisted him in further developing his 
own ideas on how some particular moral rules operate in the medical 
context. My point here is to emphasize the intellectual excitement 
that emerged from the process of a physician and a philosopher inter
acting on questions of mutual interest.

D. Finally, near the end of my stay in Madison, Prof. Singer and I 
were able to return to the beginning of our inquiries and we devoted 
several weeks considering the appropriate and inappropriate uses of 
the Golden Rule in making medical decisions in the face of uncertain
ties. Some tentative results of these deliberations are included in 
the abstract of a paper entitled "Physician Decisions and the Trans
mutation of the Golden Rule." (See Appendix I)

III

I believe my Fellowship work will have an important effect on the 
direction of my scholarly pursuits. As noted in my response to Question 
II, I am excited by the potential for fruitful interaction between phy
sicians and philosophers. My work with Prof. Singer has not yet re
sulted in any publications. For reasons detailed above, each stage of 
our dialogue uncovered layer upon layer of sediment that had to be sifted 
through before we could proceed to the next level of understanding. As 
a result of my fellowship in Madison, I have begun to work on a series 
of papers and projects, most of which developed directly as a result of 
my conversations with Singer. The one paper I had intended to complete, 
"Physician Decisions and the Transmutation of the Golden Rule," will 
certainly be richer and more fully realized as a result of my work with 
Prof. Singer. Some of the projects I am currently pursuing, and which 
are in various stages of development, include:

1. The Use of Moral Rules in Medicine.

2. Physician Decisions, and the Transmutation of The Golden Rule.

3. Moral Particularism and the Medical Model.

4. Actual Consequences Utilitarianism and Tonsillar Irradiation.

5. Confidentiality in Medicine: A Decrepit Concept.

6. Decision-Making in Critical Care: Further Reflections on the
Concept(s) of Autonomy.
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7. The Right to Health Care: Reflections and Commentary on the 
Views of James Childress and Thomas Beauchamp.

8. A Core Bibliography in Clinical Ethics.

9. William James' Will to Believe and the Function of T-Cell 
Lymphocytes.

In one regard, my work with Prof. Singer could be viewed, like the 
final chapter of Samuel Johnson's Rasselas, as "a conclusion in which 
nothing is concluded." I much prefer to see my fellowship work as a 
beginning in which nothing is (yet) concluded.

IV

I am offering two new courses at the medical school this year, and 
both of them will be considerably enriched as a result of the work that 
I completed during my Institute Fellowship. One of these courses, a 
senior elective, entitled Ethical and Philosophical Issues in the Doctor- 
Patient Relationship is closely related to the work that I did with 
Prof. Singer in Madison. Appendix II consists of a brief course de
scription and a list of the topics to be considered.

In addition to the senior elective course, I have recently developed 
a course in Clinical Ethics and Human Values, which is being supported 
by a grant from the Interdisciplinary Program Division of the Department 
of Health Education and Welfare (Health Manpower Education Initiative 
Project). This course is designed to acquaint medical students and stu
dents in related fields (Law, Theology, Philosophy, Health Administration, 
Social Service Administration, and others) with the knowledge base nec
essary to deal with many of the philosophical, ethical, and value problems 
that exist in clinical medicine. It is designed to encourage students 
to apply knowledge of philosophy, theology, and moral reasoning to real 
patients in the setting of an acute general medicine service in a univer
sity teaching hospital. The relationship between scientific-technical 
aspects of medical decision-making and clinical care, and ethical-value 
factors will be emphasized. The program will be taught on the General 
Internal Medicine In-patient Unit by an interdisciplinary teaching staff.

The program is designed to encourage the interaction of medical 
students and physicians with, other members of the health care team and 
with, students of the humanities and social sciences. Faculty for this 
program will include physicians, nurses, social workers, hospital chap
lains, philosophers, lawyers, and theologians. This program will attempt 
to demonstrate:
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1 . that the quality of patient care is improved when physicians 
and other health professionals become informed about the 
ethical and value components of the clinical process; and

2. that the work of students in other related fields can be en
lightened by contact with medical personnel who are involved 
in concrete medical decision-making.

V

When the projects described in answer to Question III are completed, 
they, with the exception of those papers commissioned by other publica
tions, will be submitted to the Institute for preliminary consideration.

VI

The Fellowship was spent entirely at the University of Wisconsin- 
Madison, working with Prof. Marcus Singer of the Department of Philosophy.

VII

The University of Chicago contributed generously toward my salary 
support and travel expenses, and provided me with secretarial support 
and supplies. The University of Wisconsin's Department of Medicine 
(Dr. David Graham, Chairman) and Department of Philosophy (Prof. Jon 
Moline, Chairman) kindly extended me visiting faculty appointments and 
provided me with office accommodations.

VIII

As indicated in answer to Questions III and IV (above), I have 
already begun to apply and extend the work which I did during my Fellow
ship.

IX

A secondary purpose of my Fellowship was to observe and to partici
pate in the activities of the University of Wisconsin Program in Medical 
Ethics, which is under the direction of Dr. Norman Fost. The core 
group in the Wisconsin Ethics program: Dr. Fost, Prof. Dan Wikler of the
Department of Philosophy, Prof. John Robertson of the Law School, and
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Prof. Guenter Rissee, History of Medicine, were splendid, courteous, and 
extremely helpful. I met with them frequently, both, formally and in
formally, and they were constructive critics of a variety of papers and 
proposals which I read to them. I greatly enjoyed our informal exchange 
of information. I learned a great deal from Professors Fost, Wikler, 
Robertson, and Risse, particularly regarding the organization and 
management of a true medical ethics group within a medical school and 
university. Based upon my observations, I became convinced of the value 
of an interdisciplinary approach, to medical ethics and the additional 
importance of having a formal, structured, funded program in medical 
ethics.

I will attempt to develop a medical ethics group or an interdepart
mental ethics committee at the University of Chicago. These long-range 
goals, are rather grand, but I expect to begin working toward this goal 
gradually by developing a monthly calendar of biomedical ethics events 
at the University of Chicago, I will also attempt to identify a core 
of interested individuals at the University who could meet informally 
for various purposes such as lectures, conferences, seminars, etc. This 
core group, then, might at least begin discussions about the possibility 
of forming an interdisciplinary program in Biomedical Ethics.

94



APPENDIX I

ABSTRACT

PHYSICIAN DECISIONS AND THE TRANSMUTATION OF THE GOLDEN RULE

"To teach how to live without certainty, and yet 
without being paralyzed by hesitation, is perhaps 
the chief thing that philosophy, in our age, can 
still do for those who study it."

(Bertrand Russell, The History of Western Philosophy)

The practice of clinical medicine involves making many decisions 
(diagnostic, prognostic, therapeutic, and others), and when these de
cisions are not clearly resolvable on strictly scientific-technical 
grounds, as they often are not, physicians commonly invoke the Golden 
Rule in the belief that resort to this ancient principle will guaran
tee that the best decision will be reached. The thesis of this paper 
is that the Golden Rule has philosophical and ethical limitations that 
are not commonly recognized by physicians, and that if it is to serve 
as a useful moral and technical guide for physician decisions, its 
limitations must be appreciated.

Physicians strive to make clinical decisions by utilizing the 
prevailing medical paradigm of the structural nature of disease and 
of concepts of disease causality. Whenever possible, they attempt to 
base decisions on the bedrock of scientific data and facts, and they 
strive for exactness and accuracy. The physician utilizes many strat
egies to decrease his uncertainty when making decisions: (a) long and
rigorous study and training; (b) subspecialty training to minimize un
certainty in narrowly circumscribed areas; (c) the use of consultants 
who possess specialized knowledge; (d) the development of sophisticated 
technology to extend his clinical acumen (e.g., the total body comput
erized tomogram); (e) the pursuit of biomedical and clinical research 
in an effort to generate new knowledge which will decrease uncertainty;
(f) the development of algorithms and protocols and computer models to 
decrease the need for individual decision-making; and (g) the intro
duction of techniques of decision-analysis to medical problems in an 
attempt to provide a mathematical theory for choosing and assessing a 
rational policy of action among a number of estimated alternatives.

Unfortunately, most medical problems have not yet yielded their 
secrets to these various scientific-technical strategies, and in situa
tions where the scientific basis for a definitive decision is lacking 
because of insufficient information or conflicting information, physicians
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resort to a second tier of decision-making that includes clinical judg
ment, value judgment, and moral judgment. Physicians frequently employ 
this second line of reasoning, particularly in those clinical circum
stances where the stakes are highest, as in life-and-death situations.
In such areas, the Golden Rule is often invoked as a useful principle 
to allow physicians to make the best and most equitable decisions in 
the face of uncertainty.

In this paper, I will indicate the widespread use of the Golden 
Rule in medicine by appealing to physician's personal experience and 
by briefly examining references to the Golden Rule in the medical 
writings of Lord Joseph Lister, Sir William Osier, Francis Peabody, 
several contemporary physicians, and codes of medical ethics including 
the American Medical Association's Principles of Ethics.

In the heart of the paper (all of the above constituting a preface),
I will scrutinize the Golden Rule from an ethical and medical viewpoint, 
and by citing specific clinical examples, I will demonstrate the situa
tions in which this traditional ethical guidepost may be unreliable. I 
will also discuss the frequently invoked distinction between the spirit 
of the Golden Rule, a theological stance, and the letter of the Golden 
Role, a philosophical issue. Further, some mention will be made of 
whether the Golden Rule serves a useful purpose in medical decision
making or whether it is employed merely to rationalize decisions already 
made. With reference to clinical examples, I will describe the following 
problems associated with the casual and unreflective use of the Golden 
Rule:

1. The Golden Rule is not a moral rule per se, but is rather a 
broad ethical principle. It does not prescribe rules of con
duct, nor does it indicate what goals are desirable. It merely 
provides a standard against which the morality of one's actions 
can be tested.

2. The Golden Rule could serve to foster a subjective value system, 
and, in situations where values are not homogeneous, it may be 
used inappropriately to impose one person's values on another.
For example, how would the use of the Golden Rule assist a phy
sician in caring for a rational, adult Jehovah's Witness who
is suffering from an upper gastrointestinal hemorrhage, and 
who instructs his physician not to transfuse him with blood under 
any circumstances?

3. The Golden Rule does not provide a principle of justice for 
allocating a scarce resource. If two individuals are competing 
for the same benefits (e.g., a kidney for transplantation or a 
bed in an intensive care unit), would the Golden Rule assist 
physicians in deciding which patient should receive the scarce 
resource?
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4. The Golden Rule may define a personal code of ethics, but 
it doesn't help resolve conflicts that may arise when indi
viduals have obligations both to other individuals and to 
institutions (or to the state). For example, would the 
Golden Rule assist a prison psychiatrist who was confronted 
by an involuntarily confined patient who stated: "Please
release me. Everyone wants to be free, and you wouldn't 
want to be confined here"?

The conclusion of this paper will obviously not call for a re
jection of Golden Rule moral standards. Rather it will suggest that 
the Golden Rule properly understood and considered can frequently serve 
as a valuable guide for resolving clinical quandaries. The paper would 
be aimed at those physicians who might uncritically adopt a Golden Rule 
standard, and for whom an analysis of the Golden Rule might enlighten 
their practice of moral decision-making. Further, some comments will 
be made on recent philosophical analyses of the Golden Rule, such as 
that of Prof. Marcus G. Singer, which may assist the conscientious 
physician in better understanding the use of this complex moral prin
ciple.

Briefly stated, the Golden Rule is a deeply rooted human principle 
of reciprocity and fairness that is at the heart of the moral life 
and comes close to defining the moral outlook. However, like other 
basic principles it does not function well as a guide to action unless 
it operates within a moral context and is supported by moral judgment 
and common sense. The Golden Rule involves an exercise of imagination 
and defines an ideal or conception of a decision procedure but does not 
itself dictate the actual decision. In this regard, the Golden Rule 
doesn't presuppose a uniformity of interests or tastes or desires; on 
the contrary, it presupposes differences. However, it does presuppose 
a common human outlook, the moral point of view.
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APPENDIX II

CLINICAL ETHICS AND HUMAN VALUES 

MEDICINE 462 - MEDICINE 465

ETHICAL AND PHILOSOPHICAL ISSUES IN MEDICINE: 
ASPECTS OF THE CHANGING DOCTOR-PATIENT RELATIONSHIP

Instructor: Mark Siegler, M.D.

WEEK TOPIC GUEST PARTICIPANTS

1
3/28/78

The Limits of Medicine and the 
Doctor-Patient Relationship.

Irwin Press, Dept, of 
Anthropology, Notre Dame 
University

2
4/4/78

Is There Ever Ethical Justifi
cation for a Physician Strike?

Dr. Richard Kessler, Michael 
Reese Hospital 

Arthur Diamond, Dept. of 
Philosophy, Univ. of Chicago 

Ann-Dudley Goldblatt, Law 
School, Univ. of Chicago

3
4/11/78 Decision-Making in Critical 

Care: Reflections on the 
Concept(s) of Automony.

William Spohn, S.J.,
Divinity School, Univ. of 
Chicago

4
4/18/78

Confidentiality in Medicine: 
A Decrepit Concept.

Stephen Toulmin, Committee on 
Social Thought, & Dept. of 
Philosophy, Univ. of Chicago

5
4/25/78

A Three-Legged Stool: Mal
practice, the Quality of 
Care, and Professional 
Self-Discipline.

William F. May, Dept. of 
Religious Studies, Indiana 
University

Dr. William Barclay, Editor: 
Journal of the American 
Medical Association

6 On a (Supposed?) Right to
5/2/78 Health Care I: Philosoph

ical Considerations.

Tom Beauchamp, Kennedy Insti
tute of Bioethics 

Dr. Clifford Gurney, Dept. of 
Medicine, & Committee on 
Public Policy Studies 
University of Chicago_____
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WEEK TOPIC GUEST PARTICIPANTS

7
5/9/78

On a (Supposed?) Right to 
Health Care II: Medical 
Considerations.

Leon Kass, The College 
University of Chicago 

Dr. Clifford Gurney

8
5/16/78

On a (Supposed?) Right to 
Health Care III: Economic 
and Political Considerations.

Stanford Goldblatt, Trustee 
University of Chicago 

Theodore Marmor, School of 
Social Service Admin., 
University of Chicago 

Dr. Clifford Gurney

9
5/23/78

Laetrile and Non-Kosher 
Therapeutic Chicken Soup:
On Pharmacology and Theology

Dr. Leon Goldberg, Depts. 
Pharmacologies and Phy
siological Sciences and 
Medicine, Chairman Com
mittee on Clinical Phar
macology, Univ. of Chicago 

Arthur Diamond, Dept. of 
Philosophy, Univ. of Chicago

READING LIST

WEEK 1 THE LIMITS OF MEDICINE AND THE DOCTOR-PATIENT RELATIONSHIP
3/28/78

1) Tumulty, P., "What Is a Clinician and What Does He Do?" New England 
Journal of Medicine , 283:20-24, 1970.

2) Osier, W., "The Profession of Medicine," reprinted in Richard E. 
Verney, The Student Life, Livingstone, Edinburgh, 1957, pp. 43-49.

3) Two Excerpts on Undisciplined Lives and Ill Health.

4) "Plan Bill to Recognize Pregnancy as Illness," Chicago Tribune, 
March 16, 1977.

5) Callahan, D., "The WHO Definition of Health," Hastings Center 
Studies, 1:77-87, 1973.

6) Veatch, R.M., "Models for Ethical Medicine in a Revolutionary Age," 
Hastings Center Report, 2(3): 5-7, 1972.
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7) Knowles, J.H., "The Responsibility of the Individual," Daedalus 
106:57-80, Winter, 1977.

8) Illich, I., "The Medicalization of Life," Journal of Medical 
Ethics, 1:73-77, 1975.

9) "Child Abuser May Sue for Malpractice," Chicago Tribune,
March 13, 1978.

10) Press, Irwin, Philosophy, Anthropology, and the Paradigm of Modern 
Medicine (Manuscript).

11) Madsen, W., Value Conflicts and Folk Psychotherapy in South Texas 
(Manuscript).

WEEK 2 IS THERE EVER ETHICAL JUSTIFICATION FOR A PHYSICIAN STRIKE?
4/4/78

1) Veatch, R.M., and Bleich, D., "Case Study: Interns and Residents
on Strike," Hastings Center Report, 5:7-9, 1975.

2) AAMC Position Statement on the Withholding of Services by Physicians. 
September 14, 1977.

3) Kessler, R.H., The Immorality of Physicians on Strike, (2 Editorials).

4) Koz, G., Rosenblatt, A., "Psychiatric House Staff on Strike,"
Journal of the American Medical Association, 239: 1056-1060, 1978.

5) Jonas, H., "The Concept of Responsibility: An Inquiry into the 
Foundations of an Ethics for our Age," in Knowledge, Value and 
Belief, H.T. Engelhardt and D. Callahan, editors, The Hastings Center, 
Hastings-on-Hudson, N.Y., 1977.

6) Ivy, A.C., "Nazi War Crimes of a Medical Nature," Federation 
Bulletin, 33:133-146, 1947, reprinted in Ethics in Medicine, Reiser, 
Dyck and Curran, editors, M.I.T. Press, 1977.

7) Rawls, John, Readings on "Civil Disobedience" and "Conscientious 
Refusal" from A Theory of Justice, Harvard University Press,
Cambridge, Mass.

8) Sade, R.M., "Medical Care as a Right: A Refutation," New England 
Journal of Medicine, 285: 1288-1292, 1971.
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WEEK 3 DECISION-MAKING IN CRITICAL CARE: REFLECTIONS ON
4/11/78 THE CONCEPT(S) OF AUTONOMY

1) Gustafson, J.M., and Pizzuli, F.C., "Ain't Nobody Gonna Cut on 
My Head," Hastings Center Report, 5(1): 49-51, 1975.

2) Siegler, M., "Critical Illness: The Limits of Autonomy," Hastings 
Center Report, 7(5):12-15, 1977.

3) Cassell, E., "The Function of Medicine," Hastings Center Report, 
7(6):16-19, 1977.

4) Selections from John Stuart Mill, On Liberty, Bobbs-Merri11 
Company, Inc.

5) Selections from Immanuel Kant, The Groundwork of Metaphysics of 
Morals, and The Metaphysical Principles of Virtue, Bobbs-Merrill 
Company, Inc.

6) Dworkin, Gerald, "Paternalism," Monist, 56:64-84, 1972, reprinted 
in Moral Problems in Medicine, Samuel Gorovitz, et al, editors, 
Prentice-Hall, Englewood Cliffs, N.J., 1976.

7) Dworkin, Gerald, "Autonomy and Behavior Control," Hastings Center 
Report, 6(1):23-28, 1976.

WEEK 4 CONFIDENTIALITY IN MEDICINE: A DECREPIT CONCEPT?
4/18/78

1) Veatch, R.M., "Confidentiality in Codes of Medical Ethics," Case 
Studies in Medical Ethics, Harvard University Press, Cambridge,
Mass. 1977, p. 177.

2) "First Paper, 'On Confidentiality,'" Clinical Ethics and Health 
Values.

3) Walters, L. , "Ethical Aspects of Medical Confidentiality," Con
temporary Issues in Bioethics, Tom Beauchamp and Leroy Walters, 
Dickenson Publishing Company, Encino, California, 1978, pp. 169-175.

4) Toulmin, S., "The Meaning of Professionalism: Doctors; Ethics and 
Biomedical Science," in Knowledge, Value and Belief, H.T. Engelhardt 
and D. Callahan, editors, The Hastings Center, Hastings-on-Hudson, 
N.Y., 1977, pp. 254-278.

5) Hinkle, B.J., "Living with the Demands of Confidentiality," The 
Journal of Legal Medicine, 5(1):9-14, 1977.

6) McCullough, L.B., "Medical Ethics in the 18th Century," portions 
of an unpublished manuscript which will appear in the forthcoming 
Encyclopedia of Bioethics.
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7) California Supreme Court Decision, Tarasoff vs Regents of the 
University of California, reprinted in Contemporary Issues in 
Bioethics, Beauchamp and Walters, editors. Examine carefully 
Justice Clark’s dissenting opinion.

8) "Confidentiality," Subject entry in Bibliography of Bioethics,
Vol. 3, Gale Research Company, Detroit, 1977, pp. 107-112.

WEEK 5 MALPRACTICE, THE QUALITY OF CARE, AND PROFESSIONAL SELF-
4/25/78 DISCIPLINE

1) 2 Cases

2) Spiro, H.M., Visceral Viewpoints "The Kelly in the Belly - Some 
Comments on Malpractice," New England Journal of Medicine, 
296:557-559, 1977.

3) a) "Unfit Doctors Create Worry in Profession,"
b) "Few Doctors Ever Report Colleagues' Incompetence,"
from series on "Quality of Care," New York Times, February 2, 1976-
February 6, 1976.

4) Jonsen, A.R., "Society Looks at Clinical Competence," Bulletin of 
the American College of Physicians, March 1976, pp. 19-21.

5) May, W.F., Excerpts from early unpublished draft of article
entitled: "Code vs Covenant - A Basis for Professional Ethics."

6) May, W.F., Notes on the Ethics of Doctors and Lawyers, The Poynter 
Center, Indiana University, Bloomington, Indiana, 1977.

7) Special Article: "American Surgical Association Statement on
Professional Liability," New England Journal of Medicine, 295: 
1292-1296, 1976.

8) Von Hippel, F., "Professional Freedom and Responsibility: The Role 
of the Professional Society," Science, Technology and Human Values, 
No. 22, January 1978, pp. 37-42.

9} Epstein, R.A., "Medical Malpractice: The Case for Contract,"
American Bar Foundation Research Journal, Volume 1976, No. 1, 
pp. 87-107.

10) Gorovitz, S., and MacIntyre, A., "Toward a Theory of Medical
Fallibility," The Journal of Medicine and Philosophy, 1(1):51-71, 
1976.
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WEEK 6 ON A (SUPPOSED?) RIGHT TO HEALTH CARE I: PHILOSOPHICAL
5/2/78 CONSIDERATIONS

1) Feinberg, J., "The Nature and Value of Rights," Moral Problems in 
Medicine, S. Gorovitz, et al, editors, pp. 454-467.

2) Brandt, R.B., "Human Rights," (Chapter 17) Ethical Theory, Prentice- 
Hall, Engelwood Cliffs, N.J., 1959, pp. 433-454.

3) Kant, I., "Duties Towards Others," from Approaches to Ethics, W.T. 
Jones, et al, editors, McGrow-Hill, New York, 1969, pp. 294-295.

4) Frankena, W.K., from "The Concept of Social Justice," reprinted in 
Gorovitz, op. cit., pp. 430-443.

5) Outka, G., "Social Justice and Equal Access to Health Care," 
reprinted in Ethics in Medicine, S.J. Reiser, et al, editors, 
pp. 584-593.

6) Singer, P., "Freedom and Utilities in the Distribution of Health 
Care," in Ethics and Health Policy, R.M. Veatch, R. Branson, editors, 
Ballinger, Cambridge, Mass., 1976, pp. 175-193.

7) Sade, R.M., "Medical Care as a Right: A Refutation," New England 
Journal of Medicine, 285:1288-1292, 1971. * 1

8) Szasz, T., from "The Right to Health," reprinted in Gorovitz, op, cit., 
pp. 470-480.

9) Fried, C., "Equality and Rights in Medical Care," The Hastings 
Center Report, 6(l):29-34, 1976.

WEEK 7 ON A (SUPPOSED?) RIGHT TO HEALTH CARE II: MEDICAL CONSIDERATIONS
5/9/78

1) Kass, L.R., "Regarding the End of Medicine and the Pursuit of Health," 
The Public Interest, 40:11-41, 1976.

2) Pellegrino, E.D., The Social Ethics of Primary Care: The Relation
ship Between a Human Need and ah Obligation of Society (Manuscript).

3) Callahan, D., "Biomedical Progress and the Limits of Human Health," 
Ethics and Health Policy, Veatch and Branson, editors, pp. 157-165; 
see also pp. 155-156.

4) Steinfels, Peter, "The Right to Health Care and the Anxiety of 
Liberalism: A Reply to Daniel Callahan," Veatch and Branson, op. cit., 
pp. 167-174.
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5) McDermott, W., "Evaluating the Physician and His Technology,"
Daedalus, 106:135-157, 1977.

6) Rogers, D.E., "The Challenge of Primary Care," Daedalus, 106:
81-103, 1977.

7) Eisenberg, L., "The Search for Care," Daedalus, 106:235-246, 1977.

WEEK 8 ON A (SUPPOSED?) RIGHT TO HEALTH CARE III: ECONOMIC AND
5/16/78 POLITICAL CONSIDERATIONS

1) Duval, M.K., "The Provider, the Government, and the Consumer," 
Daedalus, 106:185-192, 1977.

2) Ginzberg, E., "Health Services, Power Centers, and Decision-Making
Mechanisms," Daedalus, 106:203-213, 1977.

3) Klarman, H.E., "The Financing of Health Care," Daedalus, 106:
215-234, 1977.

4) Davis, Karen, "Financing Health Care," Chapter 4 of Primary
Care: Where Medicine Fails, Spyros Andreopoulos, editor, John Wiley 
and Sons, Inc., New York, 1974, pp. 157-184.

5) Schelling, T.C., Government and Health, 1975 (Manuscript).

6) Mechanic, David, "Approaches to Controlling the Costs of Medical 
Care: Short-Range and Long-Range Alternatives," New England 
Journal of Medicine, 298:249-254, 1978.

7) Pellegrino, E.D., "Medical Morality and Medical Economics: The
Conflict of Canons," Foster G, McGaw Conference on Health Care,
Loyola University Medical Center, November, 1977 (Manuscript).

8) Veatch, Robert, "What Is a 'Just' Health Care Delivery?" Ethics 
and Health Policy, R.M. Veatch and R. Branson, editors, pp. 127-153.

9) Green, R.M., "Health Care and Justice in Contract Theory Perspective," 
Ethics and Health Policy, Veatch and Branson, pp. 111-126.

WEEK 9 LAETRILE AND NON-KOSHER THERAPEUTIC CHICKEN SOUP: ON
5/23/78 PHARMACOLOGY AND THEOLOGY

1) Ingelfinger, F.J., Editorial: "Laetrilomania," New England Journal
of Medicine, 296:1167-1168, 1977.

2) Crile, G., Letter: "Legalization of Laetrile - A Suggestion,"
New England Journal of Medicine, 295:116, 1976.
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3) Reiman, A., Editorial: "Laetrilomania - Again," New England
Journal of Medicine, 298:215-216, 1978.

4) Newell, G.R., and Moertel, C.G., "Clinical Evaluation of
Laetrile: Two Perspectives," New England Journal of Medicine,
298:216-219, 1978.

5) Lipsett, M.B., and Fletcher, J.C., "Ethics of Laetrile Clinical 
Trials," New England Journal of Medicine, 297:1183-1184, 1977.

6) Two newspaper comments on Laetrile and excerpt from Medical World 
News, 6/28/76 and 5/3/77.

7) Feldman, D.M., "Abortion Other than Therapeutic," Marital 
Relations, Birth Control and Abortion in Jewish Law, Schocken Books, 
New York, pp. 284-286 (see especially p. 286).

8) Crippen, D.W., and Veatch, R.M., Case Studies in Bioethics: 
"Laetrile: Cancer Cure or Quack Remedy?" Hastings Center Report,
6(6):18-20, 1976.

9) Ley, H.L., Lasagna, L., and Finland, M., "Regulation of Pharma
cotherapy by Government," Controversy in Internal Medicine II, 
Ingelfinger, F.J., et al, editors, W.B. Saunders, Philadelphia,
1974, pp. 67-82.

10) Goldberg, Leon, "Creativity in New Drug Development: An Academic 
Challenge," Perspectives in Biology and Medicine, 21:188-195, 1978. 11

11) Peltzman, Sam, Regulation of Pharmaceutical Innovation: The 1962
Amendments, American Enterprise Institute for Public Policy Research, 
Washington, D.C., 1974, pp. 1-3 and 51-73.
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J. PAT TOKARZ

1. During the seven months of my fellowship, I was able to either 
complete or begin the attainment of the following general objects, as 
were outlined in my application.

a. To study the integration of medical ethics and human values 
with medical education in the clinical setting.

b. To experience the integration of the study of clinical humani
ties and the development of clinical humanistic skills within the frame
work of a traditional clinical clerkship.

c. To actively participate in the development of new forms of 
education in the clinical humanities for both faculty and students.

d. To research the literature and develop a resource file on the 
subjects of the education for, and the delivery of, humanistic medical 
care.

e. To write about the above experiences in order to share the 
lessons learned with others interested in further integrating the humani
ties and clinical medical education in practice.

f. To develop my own clinical humanistic skills for my career of 
practice and teaching family medicine.

g. To actively encourage implementation of any perceived potential 
improvements in educational methods to integrate medical ethics and 
human values with medical education and to promote the delivery of human
istic medical care.

Although, in general, I was able to complete my activities as planned 
when I applied for this fellowship, as events developed, I was able to 
pursue my general objectives far beyond my original expectations. In 
June of 1977, I was elected Chairman of the newly created Resident Phy
sician Section of the American Medical Association. This unanticipated 
event opened up resources and opportunities that greatly expanded the 
scope of my fellowship experience.

In July, I began my experiential research by participating in a 
Basic Human Interaction laboratory in Bethel, Maine. This was at the 
headquarters for the National Training Laboratories Institute for Applied 
Behavioral Science. I then spent a week in the San Francisco Bay area 
working with the individual members of the Institute for the Study of 
Humanistic Medicine. I then experienced the Rogerian approach towards 
humanizing medical education by participating in a ten-day advanced train
ing workshop sponsored by the Human Dimensions in Medical Education Project 
in San Diego.
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This Humanistic Medicine rotation was followed by several months 
of applying the skills and testing the principles learned while seeing 
patients and teaching medical students back in Hershey, Pennsylvania. 
Concurrent with fulfilling my duties as a third-year resident in family 
medicine, during the fall semester, I was able to participate in a 
humanities course, Medicine and Ethics, taught by K. Danner Clouser, 
Professor of Philosophy at Hershey. This was a seminar course which 
raised such issues as abortion, euthanasia, human experimentation, 
genetic engineering, allocation of limited resources, value imposition, 
doctor-patient relationship. As both a student and, occasionally, a 
clinical resource, I showed to the other students (who were all first 
or second-year medical students) that residents involved in clinical 
care were very interested in learning how to deal with the problems sur
rounding the above issues.

Throughout my fellowship period I was able to participate in a 
series of monthly multidisciplinary seminars in which faculty and resi
dents from the departments of Family and Community Medicine, Humanities, 
and Behavioral Science would discuss stimulating and provocative articles 
from the current literature. This series of seminars provided an im
portant opportunity for individuals with varied training and background 
to explore their common interests in medical education and health care 
delivery. Important similarities and differences in value systems and 
problem-solving techniques were revealed by the participants in these 
seminars.

During my fellowship period, I was able to continue to participate 
in a weekly personal growth and support group for residents and faculty 
facilitated by Prof. Vastyan, the Chairman of the department of Humani
ties. Through our excursions into encounter and self-discovery, we have 
been able to help each other become aware of the problems in ethics and 
human values that we face each day and to develop methods of dealing 
with them satisfactorily. I feel that this format has been so success
ful that one of my major goals in the coming years will be to actively 
encourage the formation of such groups in all types of residency programs 
throughout the country.

Perhaps one of the most enjoyable aspects of my fellowship was the 
opportunity to have members of the department of Humanities accompany me 
on rounds in the hospital and seeing patients in the office. I found 
the insights into my interaction with patients as observed by a professor 
of literature or an instructor in the visual arts to be both gratifying 
and challenging.

Under the guidance of Prof. Vastyan, the department of humanities 
at Hershey Medical Center has joined with seven clinical departments or 
divisions to mount what is probably the most intensive effort ever to 
integrate medical ethics and human values with clinical-medical educa
tion. One aspect of this effort is a pilot attempt to develop a clinical
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humanities clerkship as a new teaching modality. This pilot clerkship 
is a major proving ground for efforts to develop cooperative relation
ships among clinicians and humanists in a continuing, integrated and 
intensive fashion.

For the month of January, I was able to work under the direction 
of Dr. John Burnside in the five-physician division of Ambulatory 
Internal Medicine. In addition to the usual activities of seeing 
patients in the Ambulant Unit and the Outpatient Medicine Department, 
several distinct modifications were made to this highly respected clini
cal clerkship. Each week a different member of the department of humani
ties faculty was assigned as the "Attending Humanist." His/Her role on 
this rotation was that of an increasingly participating observer. This 
individual joined the attending physician for both morning rounds and 
afternoon consultation rounds. He was available as a resource person 
to students and residents throughout the week, just as the attending 
physician was. Each Monday morning a student or resident presented a 
case, problem, or question that had both humanistic and medical ramifi
cations. These were designed to be well-researched presentations with 
handouts and an active participation format. On Friday mornings, clini
cal humanities teaching rounds were presented by an interdisciplinary 
team of clinician and humanist faculty. For two hours each week, Dr. 
Burnside and Prof. Vastyan conducted a "Process Seminar" for all students 
and residents, providing a less-structured forum for the exploration of 
issues, topics, and questions rising from the clinical experiences of 
the week. The objectives of this experience were increased self-aware
ness and self-understanding, and increased human interaction skills. 
Throughout the clerkship, specific attention was paid to emphasizing 
the art of medicine by identifying and incorporating into the learning 
experience the clinical humanistic skills of empathy, judgment, toler
ance, commitment, awareness, respect, concreteness, immediacy, confronta
tion, and genuineness.

2. My understanding and appreciation of the ability of the humanistic 
disciplines to provide rigor, as well as insight and beauty, to the 
process of medical education in a clinical setting have been significantly 
deepened as a result of my fellowship experience. I have become further 
convinced of several general principles: (1) Humanistic medical care
can only be delivered by practitioners who enjoy a sense of personal well
being and self-awareness. Practitioners must respect themselves before 
they can respect their patients. (2) In order for education to be 
effective, i.e., to effect the behavior of health care practitioners, it 
must actively involve the student in problem-solving of real clinical 
significance. (3) Clinical humanistic skills are specific and can be 
taught. The most effective method is through an active, experiential 
model. These skills are similar to the following components of an effec
tive helping relationship. Proficiency in these skills can be objective
ly measured and improved through specific exercises. One useful listing
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of these skills is: empathy (understanding), respect (caring), con
creteness (being specific), genuineness (being real), confrontation 
(telling it like it is), immediacy (what is really going between us).
(4) The various disciplines of the humanities, which have been dealing 
with all aspects of the human experience for at least five thousand 
years, can have a close, cooperative relationship with modern, techni
cal medicine in a clinical educational setting.

3. & 4. My fellowship work has had profound and growing impact on my 
patient care activity and my teaching, as well as my political activity. 
When I complete my residency training in June of 1978, I will begin a 
teaching fellowship in family medicine at Hershey. In this capacity,
I will continue to see patients, teach residents and students, and help 
develop a core curriculum of learning experiences for the residency pro
gram at Hershey. Following this fellowship, I plan to spend several 
years seeing patients full-time in preparation for a career of teaching 
in the future.

As Chairman of the Resident Physician Section, I have been able 
to develop two national workgroups of residents funded by the American 
Medical Association to continue work in this area over the next several 
years. The first, entitled The Workgroup on Physician Well-Being, is 
"committed to the concept that physician well-being is integral to the 
physician's professional and personal satisfaction and the effective 
delivery of patient care services," One of its major goals is to 
"encourage greater efforts of primary prevention of impairment through 
education and the development of innovative programs to promote self- 
awareness and emotional well-being." The thrust of this workgroup's 
activities over the next several years will be to stimulate the develop
ment of programs at the individual residency level that facilitate the 
exploration of human value issues faced by physicians as a part of their 
training in self-awareness and personal growth.

The second workgroup of the Resident Physician Section is committed 
to developing a method of teaching basic, humanistic communication skills 
within the context of residency training. Common goals of both of these 
workgroups include (1) Convincing the AMA to do further research in these 
areas. (2) The addition of specific wording to the General Essentials 
of Graduate Medical Education encouraging all residency programs in this 
country to integrate education in human values with their clinical train
ing programs. (3) To encourage work in these two areas through a number 
of conferences and presentations in national forums including medical 
publications and the eventual production of monographs summarizing their 
work.

no
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5. In addition to the above mentioned plans for future publications,
I have collected data for five personal publications. The first of 
these, entitled "Prevention and Rehabilitation: The Prescriptions for
Physician Impairment," was published in the American Association of 
Family Practice Reporter (Vol. IV, No. 12, December, 1977, pp. 10-11).
In this article, I emphasized that "a resident who can comfortably 
identify and deal with the problems of ethics and human values in medi
cine—  in the spheres of teaching, learning, and patient care—  can 
significantly influence his colleagues' behavior in a positive manner. 
...Ideally, then, the active interaction of clinical faculty and humanists 
should extend to include residents, for they have reached a crucial stage 
in personal growth and professional development. The attitudes they learn 
at this stage will profoundly affect their behavior as practicing phy
sicians."

The second article, entitled "Improving Physician Well-Being," 
appeared in the Residents' Viewpoint column of Family Practice News 
on January 15 (Vol. VIII, No. 2, January 15, 1978, p. 17). Three articles 
are in various stages of production. They are "Clinical Humanities: A 
Case Experience"; "Promoting Well-Being Among Physicians: The First
Step Towards Humanistic Medicine"; and "Human Values in Graduate Medical 
Education: The Role of the Humanities,"

In addition to the above publications, I have been able to present 
the findings of my fellowship experience before various national groups, 
including the Association of Residency Program Directors, the American 
Academy of Family Practice, the Organization of Student Representatives 
of the American Association of Medical Colleges, the Association for the 
Behavioral Sciences and Medical Education (at the 74th Congress of Medical 
Education in Chicago, February 4, 1978), as well as the Massachusetts 
Medical Society, the Johnson County (Iowa) Medical Society, and the 
Pennsylvania Medical Society. Through my position as Chairman of the 
Resident Physician Section, I have been able to present the ideas de
veloped during this fellowship to resident organizations at national 
meetings, as well as local meetings in over seven states. I will con
tinue to have numerous similar opportunities over the next eighteen 
months.

6. I spent approximately 80 percent of my time at the Hershey Medical 
Center and 20 percent at other locations in the United States.

7. During the time of my fellowship both the Hershey Medical Center 
and the American Medical Association provided financial aid for my work.

8. As has been described above, I will be able to apply and extend 
my fellowship work as a resident, as a teaching fellow, and as the 
immediate past chairman of the Resident Physician Section.
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9. As has been described above, there is a good chance that as a 
result of my work as a teaching fellow at Hershey, next year a pro
gram of teaching about human values in relation to medicine will be 
integrated with the residency program there. The long-range goal 
of both of the above mentioned workgroups is to stimulate the inte
gration of human values teaching programs into all residency programs 
in this country. We have also initiated communications with the 
Canadian Association of Interns and Residents and the Young Lawyers 
Section of the American Bar Association and have received evidence of 
these associations' interest in cooperating with us in this area.

I would like to express my sincere appreciation to the Society 
for the fellowship award which has enabled me to expand my previous 
work on human values in medical education. I would also like to thank 
the many people who made this experience possible.
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RONALD M. URITUS

1. The period of my fellowship, 15 June to 15 October 1977, was spent 
at the University of Tennessee Center for the Health Sciences in Memphis 
as a Post-Doctoral Fellow in the Program on Human Values and Ethics. I 
worked primarily with David Thomasma, Ph.D., Director of the Program, 
and James Shaw, Ph.D., Faculty Director of the clinical component of the 
Program. Terrence Ackerman, Ph.D., a member of the Program faculty, 
and Gerry Billmeier, M.D., Chief of General Pediatrics and Director of 
the Pediatric Training Program at St. Jude Children's Research Hospital, 
also provided considerable assistance during my stay. The faculty of 
the Program were most helpful in arranging clinical experiences and 
aided me in many other ways.

Originally the fellowship period was planned to include intensive 
clinical exposure to medicine and other aspects of health care in order 
to obtain an awareness of the ways that ethical issues appear to health 
care professionals; to gain greater acquaintance with medical facts 
pertinent to the formulation and resolution of ethical issues and cases; 
and to provide extensive interaction with clinicians and other health 
care personnel on specific ethical issues and cases.

More specifically, during the fellowship period I wished to inves
tigate ethical aspects of the process of decision-making in health care 
matters as well as pertinent rights and responsibilities of patients 
and families, physicians, nurses, and other health care personnel. The 
specific areas of application in which I wished to examine these topics 
included health care delivery; death and dying; genetic counseling, 
genetic screening and reproductive rights; and psychiatry and behavior 
control.

Among my activities during the fellowship period were:

a. Clinical experiences in various units of the University 
of Tennessee Center for the Health Sciences and affiliated 
and cooperating health care institutions. These experiences 
included participation in rounds, attendance at grand rounds 
and clinical conferences; interviews and informal discus
sion with physicians and other health care personnel; 
discussion with patients; extended observation of the ac
tivities of various units; discussion of ethical aspects 
of specific cases with clinicians; observation of the 
interaction between health care personnel, patients, and 
families as well as the interaction among the health 
care personnel themselves.
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b. Observation of teaching methods employed in medical 
education by clinicians and in human values and ethics 
areas by the faculty of the Program.

c. Participation in seminars given by faculty and post
doctoral fellows of the Program on Human Values and 
Ethics.

d. Individual and group discussions with faculty, post
doctoral fellows, and graduate students in the Program.

e. Library research on topics in medical ethics and on 
some of the specific issues selected for study during 
the fellowship. The Program provided a reading list 
that I used as one source of information on pertinent 
titles in the philosophy of medicine and medical ethics.
I also became acquainted with some of the medical liter
ature as contained in texts and journals with regard to 
selected cases.

f. Presentation of seminars, described below, that 
attempted to synthesize clinical experiences and re
search.

Institutions and other health care facilities in Memphis at which 
my activities took place included various units of the University of 
Tennessee Center for the Health Sciences; City of Memphis Hospitals;
St. Jude Children's Research Hospital; Veterans Administration Hospital; 
Lebonheur Children's Hospital; Methodist Hospital; St. Joseph Hospital. 
These institutions and their staffs were most helpful in providing 
information and other assistance to me.

At these institutions I observed and discussed the activities of 
various services including general pediatrics; pediatric oncology; 
neonatology and newborn intensive care; medical social work; medical 
oncology; interdisciplinary evaluation, treatment, and training of 
children with developmental problems; child psychiatry and psychology; 
medical genetics, genetics counseling; prenatal diagnosis counseling; 
emergency departments; hemodialysis; pediatric intensive care; medical 
and surgical intensive care; spinal cord injuries; general medicine; 
surgery; ambulatory care; adult psychiatry; and nursing services. I 
also attended pertinent sessions of the Ninth Memphis Conference on 
the Mother, Fetus, and Newborn held 29-30 September 1977.

In these services I attempted to become acquainted with some of 
the ethical questions faced by physicians and other health care personnel,
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to discern the ethical principles that they employed in arriving at 
their decisions, and to observe the manner in which they interacted 
with patients, families, and other health care personnel.

I attempted to synthesize some of my clinical experiences and 
research in seminars that I presented on the subject of the ethical 
considerations in the process of decision-making in health care. The 
first seminar presented to members of the Program on Human Values and 
Ethics was entitled "Adolescent Refusal of Treatment for Osteosarcoma." 
The seminar consisted of a case study and analysis of issues relating 
to consent to and refusal of treatment for life-threatening illness 
by adolescent minors. I dealt with the responsibilities for decision
making in this type of case on the part of the minor patient, parents 
or guardians, health care personnel, and the wider society. The 
material for this seminar was later expanded and presented to the 
medical staff of St. Jude Children's Research Hospital as part of 
a medical ethics conference.

A final seminar, presented to faculty and graduate students in 
the Program near the end of the fellowship period, was entitled 
"Reflections on Responsibility for Decision-Making in the Medical 
Context." The seminar analyzed ethical aspects of proposed models 
dealing with the relationship of patient, physician, and other 
health professionals.

2. My understanding of the field of medicine, the philosophy of 
medicine, and medical ethics has benefited greatly from the fellowship 
experience. I gained an increased awareness of the importance of 
relating theoretical discussion in medical ethics and the philosophy 
of medicine to clinical experience. Many of my opinions about medical 
practice and health care institutions were modified through the clinical 
experience and research.

It may be appropriate here to discuss a few impressions gained from 
the clinical experience and research during the fellowship period. I 
became aware that there exist many points of similarity and diversity 
in various health care settings, decision-making processes, and profes
sional relationships. The existence of such actual diversity and 
similarity may be an important consideration when formulating judg
ments on what is desirable in the matter of patient autonomy, physician 
responsibility, and the role of other health care professionals in the 
decision-making process. A certain amount of caution may be appropriate 
when examining a position holding that only one model of decision-making 
in health care is appropriate for all situations, or the opposing view 
that each situation, condition, and relationship, being wholly unique, 
demands a totally different approach to or model of decision-making.
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Some factors pertaining to the decision-making process that may be 
similar or different in various contexts appear to be the amount of time 
available for decision-making; the physical and emotional condition of 
the patient; the type and severity of the illness; differences or simi
larities in ability of patients to become involved in decision-making 
because of physical condition, age, maturity, and emotional state; the 
extent to which physical, emotional, and social components are present 
in the illness; the extent to which individuals other than the patient 
will be affected by the decision; and the degree to which interdiscipli
nary collaboration may be beneficial because of the multiplicity of 
types of problems related to the patient's condition.

In spite of the variety of conditions, settings, and relationships 
that I observed, certain attitudes and approaches were present in various 
units that appeared to be particularly important from a humanistic 
viewpoint and worthy of emulation in other health care settings if 
applied appropriately. In some units attitudes and mechanisms have 
evolved that facilitate greater communication and increased participa
tion in at least some aspects of the decision-making process on the 
part of various individuals involved in the illness -- patient, family, 
physicians, nurses, and other health care personnel. With the increas
ing acquisition of professional status by many health care personnel, 
this greater emphasis on mutual consultation and interprofessional 
communication appears to be highly desirable. Also, there is a growing 
awareness in a number of services that emotional and social character
istics of the patient and his or her illness are important and must be 
given explicit attention by those involved in the care and treatment 
of the patient.

3. I believe that the period of clinical experience and research 
will have a strongly positive effect on my teaching and other profes
sional activities. The fellowship experience has encouraged me to use 
actual cases for analysis and a more clinical approach in the Barry 
College course on biomedical ethics as well as in other courses related 
to values and ethics. It seems desirable eventually to incorporate 
selected clinical experiences in the courses on biomedical ethics for 
students preparing for health-related careers. Students would be 
encouraged to reflect on ethical issues and dilemmas arising from 
such experiences.

Furthermore, after completing the fellowship experience, I now 
believe that there are some topics which should be given special 
emphasis in a biomedical ethics course taken by students preparing 
for health related careers. Such topics include ethical aspects of 
health care professional-patient relationships, interprofessional 
relationships, and ethical considerations pertinent to the decision
making process in medicine and health care. Also, given the fact that 
the students are preparing for different professions, class discussions 
and other forms of student interaction could deal with the varied 
insights, contributions, and approaches of diverse professions in the 
matter of ethical issues.
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4. Although I do not plan at this time to offer new courses at 
Barry College specifically as a result of the fellowship experience, 
the present course in biomedical ethics is in the process of being 
restructured. Insights and experiences from the fellowship period 
will be incorporated into this course. The course, interdisciplinary 
and team-taught, is offered for philosophy credit, but also makes use 
of faculty expertise from many disciplines including religious studies, 
biology, nursing, and psychology. Guest speakers from the local 
medical and scientific communities regularly appear. Formerly given 
three semester credits, the course is being restructured into a series 
of five-week modules, each given one credit. This change will allow
a given subject area to be treated in more depth. An introductory 
module, emphasizing ethical theory and codes of professional ethics, 
is required of all students who wish to enroll in other modules. 
Students may then choose from modules dealing with genetics and 
reproductive experimentation; population control; death and dying; 
human experimentation and behavioral control; health care delivery; 
and ecological ethics.

5. I am currently revising my seminar presentations with the hope 
of eventual submission for publication.

6. The entire fellowship period was spent at the University of 
Tennessee Center for the Health Sciences in Memphis and at affiliated 
or cooperating institutions.

7. Barry College provided two months sabbatical leave salary 
toward expenses incurred during the four-month fellowship period.

8. It is likely that additional contacts with clinicians, health 
care facilities, and educational institutions will be made to enrich 
Barry College offerings related to the ethics of medicine and health 
care.

Also, the fellowship experience and research may be utilized in 
connection with a conference proposed for the near future at Barry 
College on "Ethical Aspects of Decision-Making in Health Care." This 
continuing education conference would be designed primarily for health 
care professionals. It would discuss some of the ethical issues 
related to the roles, rights, and responsibilities of health care 
personnel and patients. Short-term intensive courses for health 
professionals are other possible educational activities. It is hoped 
that at least portions of such courses could be held in clinical facil
ities and emphasize clinical examples. The Division of Continuing 
Education at Barry College has provided considerable assistance with 
regard to projected continuing education activities.

The fellowship experience, having furnished me with a more exten
sive acquaintance with clinical settings and various types of services
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in health care institutions, should aid in the planning of such 
conferences and courses as well as encouraging a strong emphasis on 
the clinical context of ethical issues. Suitable grant possibilities 
for the activities described will be investigated.

9. Although no specific program is envisioned at the present 
time, it is hoped that the projected courses and conferences described 
previously will be developed with a unity of purpose and approach.
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BONNIE VOIGTLANDER

1. I spent the six weeks of my fellowship period observing and par
ticipating in activities at the Special Care Nursery, Yale-New Haven 
Hospital. The course of study that actually occurred during my resi
dency was the same as I had planned for with the possible exception that
I was not prepared for the complete acceptance and variety of experiences 
in which I was allowed to participate. I sat in on informing confer
ences with physicians and parents of defective newborns, participated 
in working rounds and attending rounds in the nursery, spoke informally 
and frequently with parents, attending physicians, fellows, residents, 
interns, medical students and nursery staff, attended several lectures 
given by Dr. Duff to various audiences and attended grand rounds given 
by Dr. Alex Campbell (both experts in the field of neonatology and the 
ethical dilemmas found therein), observed a live birth, was present at 
the death of three of the newborns, and spent a great deal of time in 
the nursery holding babies and absorbing the nursery atmosphere. I also 
participated in a graduate seminar in the Sociology of Medicine given 
on the Yale Campus. I took advantage of Yale Medical School's fine 
library and wrote a manuscript during my stay: "The Role of Parents in
Medical Decision Making Concerning Their Infants."

2. My understanding of my subject has developed significantly by being 
faced with the very messy realities of medicine as it is practiced in 
the special care nursery. Although there has not been any real change 
in the direction of my research interest, topics I am dealing with have 
been enriched by my experience. The main lesson I learned was that 
simple solutions can seldom be found to medical ethical dilemmas. Even 
when all parties have decided on a "right" course of action, often it 
is difficult to effect that decision. I saw a child held in a nurse's 
arms for the hour and fifteen minutes it took to die after being dis
connected from a respirator. It was the right but not the easy thing 
to do. I saw a very fussy baby, in constant pain from an incurable 
disease that will likely kill the child before age five, taken home to 
parents and siblings. I visited the home after the baby was there for 
a few weeks. The problems were not easy to face in that home. Neither 
the life nor the death of a severely defective newborn is an uncompli
cated course. Examples could be multiplied. The conclusion is that 
the philosophical writings of the medical ethicist can definitely be 
enriched by noting the complexities of medicine as it is practiced.
From the response I received at the nursery I would also say that med
ical professionals can benefit by the questions that philosophers raise 
and the clarity of thinking they offer.

3. My experiences during the fellowship period will affect my teaching 
of medical ethics in that I will make use of case studies and emphasize 
avoidance of easy answers. The writing of my dissertation will also be
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affected. Before this fellowship experience I knew very little of the 
many different types of newborn afflictions. I now have a more realistic 
view of these diseases and their effects on infants, families, and nurs
ery staffs.

4. I am not yet in a position to be offering new courses.

5. I have completed a monograph and after minor revision will submit 
it to a medical journal, Pediatrics.

6. I spent 100 percent of my time at the Yale-New Haven Medical Complex.

7. My institution contributed no funds toward my fellowship study.

8. I will be able to apply fellowship work in the teaching of a med
ical ethics class this winter quarter. The department in which I am a 
graduate student awarded me a teaching assistantship and assigned me to 
a section of the medical ethics course rather than to an introductory 
class or logic course, which are ordinarily assigned to the graduate 
students. I will have full responsibility for the teaching of this 
class from choosing texts to grading. I am confident that my experi
ences during the fellowship period will enrich my teaching by providing 
actual case studies and a deeper insight into the medical situation.

9. The University of Tennessee already has a program in medical ethics, 
combining clinical experience and classroom teaching and leading toward 
the Ph.D. in philosophy with a concentration in medical ethics. Since
I am one of the members of the first class in this new program, I know 
that the insights I have brought back from my Yale-New Haven experience 
will be considered in the further development of our medical ethics 
program.
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W. D. WHITE

1. My fellowship covered the period May 15 through August 21, 1977.
(I interrupted my work for two weeks during June, in order to par
ticipate as a Fellow of the NEH in a Black Studies Seminar at the 
Institute for Afro-American Studies, University of Iowa, Iowa City.)
I spent the entire period of my fellowship in residence in Chapel Hill, 
North Carolina, working in the North Carolina Memorial Hospital, the 
teaching hospital of the University of North Carolina School of Medi
cine, Chapel Hill.

By far the largest part of my time was spent in the clinics of 
the hospital, at first primarily as an observer and then increasingly 
as a participant-observer involved in the care of patients. My entree 
to the hospital and the College of Medicine was made possible by Dr.
Janies A. Bryan II, Professor of Medicine, and a highly respected phy
sician known widely for his humane interests in patients and in stu
dents. I worked closely with him throughout the summer, meeting with 
him and his medical students at 8:00 each morning, making rounds with 
him and his students and the house staff in the care of patients, par
ticipating in consultations with him and various clinicians, social 
workers, chaplains, and others involved in the care of patients in the 
hospital.

Dr. Bryan introduced me to several other physicians in the hospital, 
and I made rounds and consultations with attending physicians on various 
rotations. I spent three weekends "around the clock" in the Emergency 
Room of the hospital, witnessing the routing and the traumatic things 
that are associated with this setting. I also observed the work of the 
Orange County Health Clinic, in nearby Carrboro, a kind of experiment 
in making sophisticated medical care available to a wide spectrum of 
socioeconomic groups at modest costs. This clinic is staffed by phy
sicians who teach in the Medical College; and it employs a large cadre 
of nurse practitioners and other professional and paraprofessional 
people to take much of the routing burden off physicians. This clinic 
may be suggestive of future developments in health care on the national 
level.

The complexity of a large teaching hospital and the interlocking 
relationships of the several people involved in the care of each patient 
were, of course, overwhelming to me at first. I therefore did lots of 
looking and listening, with very little talking for some time. Later, 
after becoming better acquainted with the attending physicians, the 
house staff, students, nurses, etc., I found myself much more actively 
involved. I regularly met patients, talked with them, studied their 
charts, and participated actively with all members of the health teams 
in trying to understand the human and health problems of patients, and

121



how to help them effectively. After we came to know each other per
sonally, I found the medical personnel quite open and positive toward 
my active participation in these ways. I also found that true of all 
the patients I met, without exception.

This inundation of clinical impressions and experiences was the 
most energy-consuming and significant learning of the summer. But I 
had two other experiences that proved quite fruitful for me. First,
I spent a considerable amount of time, particularly near the end of 
my fellowship period, discussing my experience and impressions with 
Dr. Larry Churchill, who teaches in the Medical College and is Coordi
nator of their program in Human Values in Medicine. Dr. Churchill's 
positive support of my work was most generous. He provided me with a 
well-appointed study in his area of the university; he made available 
to me the privileges of the Library of Medical Sciences; he provided 
secretarial services and xerox facilities for me. He also turned over 
to me his own teaching materials, syllabi, bibliographies, and personal 
library to use as I wished. Most of all, he generously gave me extended 
periods of time for discussion of problems and issues that we both found 
interesting and provocative. From Dr. Churchill I learned through dis
cussion and observation something of the problems and possibilities for 
serious ethical and moral reflection on human problems in medicine in 
the setting of a major teaching hospital and medical school. Dr.
Churchill is a learned, astute, and humane young man. Through working 
closely with him and with Dr. Bryan, I got some glimpse of how informed 
intelligence, humane sensibilities, and genuine compassion for the 
suffering of others can raise health care above a mere technology.

Another experience that proved to be unusually valuable to me was 
auditing a class in legal and ethical issues in medicine offered pri
marily for students in the schools of law and medicine and nursing.
Taught by Dr. Margery W. Shaw, herself holding degrees in medicine and 
in law, this class pointed up in legal and ethical terms many of the 
issues I was observing daily in my clinical work. We read and discussed 
a comprehensive body of legal cases, studied briefly the history of 
torts, and raised a large number of problems that have emerged in tech
nological medicine, in experimentation with human subjects, genetic 
control and counseling, etc. —  problems that have profound ethical 
dimensions, and that are increasingly being seen as legal issues having 
to do with fundamental human rights.

While at the Institute for Afro-American Culture at the University 
of Iowa, I called on Dr. Nancy Andreasen (Professor of Psychiatry at 
the University of Iowa Medical School, and Ph.D. in English). We had 
a lively discussion about the problems of keeping technological medicine 
humane, and about the possibilities and problems of educating under
graduates and medical personnel toward humaneness. At the very end of 
my fellowship period, I was invited to take an active part in the orienta
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tion of the entering UNC Medical College class —  an opportunity to 
interact with and learn something about the kinds of students attracted 
to and admitted by medical schools.

In summary, my fellowship period was a profoundly rich personal 
and educational experience, made up of a balance of integrated activi
ties: (1) primary emphasis on my clinical work with Dr. Bryan and
other physicians, (2) and significant corollary readings and study/dis- 
cussion with Dr. Churchill and Dr. Shaw. I did essentially the things 
that I had proposed originally, but with several unexpected developments 
that enhanced the basic plan. I believe that I have never been exposed 
to more new experiences and more learning in such a brief period of 
time —  a superb investment of time and energy.

2. My understanding of my own subject has been deepened and broadened 
as a result of my fellowship —  particularly in that abstract notions 
have been made much more concrete. I see a lot of ways that undergraduate 
education can enrich, through humanistic studies, the sensibilities of 
students who will go into health vocations. I feel strongly, for ex
ample, that humanities disciplines in undergraduate education have largely 
overlooked the significant role that they can play in educating people 
for health vocations -- and have left much of this up to the social and 
behavioral sciences, themselves frequently in desperate need of the 
humanizing possibilities offered by imaginative literature, art, philoso
phy, and religion.

3. I have become interested through my fellowship in developing intern 
programs that will give students direct experience in clinical settings.
We have a machinery within our present college structure that will make 
it possible to offer these and I am developing ideas and contacts with 
health care institutions to form such ventures. I also see ways in 
which my own teaching of imaginative literature, and my writing in that 
area, can directly benefit from my fellowship, particularly by picking 
up themes and emphases that before now have not been a part of my teach
ing or writing.

4. I will teach a new course in the Spring of 1979 on "Medical Care 
and Human Values." This will be an interdisciplinary seminar for pre- 
Health Science students and others who anticipate health vocations, and 
it will be one section of our core requirement for all seniors in the 
college. Each section of this course studies a selected problem in 
modern American society, attempts to gain some perspective on the history 
of the problem, some awareness of the ethical and moral implications of 
the problem, and some knowledge of the possible "models" for dealing
with the problem in the present and the future. Students develop "models," 
usually in small group projects, that seem most feasible, considering 
economic, pragmatic, and ethical/moral issues involved. The primary 
goals of the seminar will be: (1) to introduce students to the ethical
and moral issues health-care professionals meet when they face patients 
in actual situations; (2) to introduce students to some of the philoso
phical/theological literature in medical ethics, as part of the ground
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for decision-making; (3) to increase student awareness of the rights 
of persons in health care and to raise the issue of medical ethics 
as a professional concern for persons in health fields; (4) to dis
cover the wide variety of American viewpoints on controversial sub
jects relating to health care; and to discover how these are rooted 
in and issue from prior value commitments that are culturally imbued; 
(5) to develop open-minded responses to such controversial issues, 
and some skills for making informed judgments about them. Students 
will be encouraged to investigate problems through reading, through 
consultations with local physicians and others directly involved in 
health care, and through field experiences in the local hospital, 
nursing homes, and other institutions and agencies involved in health 
care.

I anticipate offering a freshman tutorial in St. Andrews Studies 
that will also grow out of my fellowship. I anticipate organizing 
this course around three general topics: (1) Growing Old in America:
Problems and Possibilities; (2) On Death and Dying: American Attitudes 
Toward Death; (3) Creative Responses to Grief and Loss. The classroom 
method will be small-group learning, and team problem-solving. Students 
will be introduced to relevant literature on the topics, and opportuni
ties will be sought to involve them in field experiences with some 
practical dimensions.

The specific goals of this tutorial with reference to the sub
stantive issues studied will be: (1) To develop the ability to reflect
thoughtfully and deliberately on the human phenomena of growing old, 
of death, and of grief and loss; (2) to become acquainted with some 
of the most important contemporary literature dealing with these topics; 
(3) to develop the capacity for compassion toward others, and courage 
for oneself in experiencing these phenomena.

I anticipate developing a Winter Term Course (January term) re
lated to my fellowship that will be essentially an intern experience 
in a state-controlled mental hospital. While this class will also in
volve considerable reading it will be primarily a clinical experience 
inviting reflection and response. I am currently discussing this pos
sibility with the state hospital in a nearby state. 5

5. I have not yet written anything for publication growing out of 
my fellowship. I am in process of writing a paper for a professional 
meeting having to do with changes in "physician accountability" re
sulting largely from the growing consumer consciousness, the various 
human rights movement, and recent developments in legal interpretations 
of "informed consent." If this paper proves interesting when it is 
finished, I will forward a copy to the Institute.
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6. I spent virtually all of my time away from my own campus during 
my fellowship.

7. My institution did not make a direct contribution to my work 
during my fellowship period. The Office of Medical Studies at the 
University of North Carolina did, however, provide me with office 
space for studying, with secretarial help, and with xerox privileges.

8. I will be able to extend my fellowship work largely through con
tinued reading and study, through offering classes that relate to or 
grew out of my fellowship, and through active participation in con
ferences and seminars dealing with related issues. My college will 
give me moral encouragement and modest financial aid for attending 
conferences and for research and secretarial assistance. I anticipate 
further work during summers with some college financial assistance.

9. As an undergraduate college, St. Andrews will give me active en
couragement to develop courses dealing with human values and health 
professions, but it would not be open to a program of that type.

I would like to thank the Institute for the splendid opportunity 
afforded me to explore a new area of personal and professional concern 
that has vast social ramifications. I consider the human and the mone
tary investment highly intelligent, and anticipate excellent returns 
from it. I also want to thank the several persons who made my study 
and experience so richly rewarding and personally pleasurable.
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PART II 

THE PAPERS



PROBLEMS IN DEFINING CHILD ABUSE AND NEGLECT

by Natalie Abrams

The first problem to be confronted in a philosophical considera
tion of child abuse and neglect is the definition of abusive or neglect
ful behavior itself. "The single most telling indicator that the child 
abuse area is at an extremely primitive level of theory construction is 
that there is today no widely accepted definition of child abuse. How 
does one investigate a phenomenon that has no widely accepted definition? 
Resolving this definitional dilemma must become the first item of busi
ness among workers in the child abuse area."1 In the first two sections 
of this paper, I shall examine some current definitions of abuse and 
neglect and try to clarify some of the possible consequences and impli
cations of each. I shall not consider whether particular acts satisfy 
or fail to satisfy certain definitions, but rather will focus on the 
standards set out in the definitions. Abusive or neglectful behavior 
might be defined in terms of the agent's intentions, of the consequences 
of the act, or of the act itself. These definitions would follow tra
ditional approaches in normative ethical theory. In the third section,
I shall recommend a new definition. In the fourth and fifth sections,
I shall examine some of the implications of the suggested definition.

I.

Abuse, Neglect and Parents' Intentions

If intentions are thought to be definitive, an act would be abusive 
or neglectful if the agent's intention was to injure or fail to care for 
the child, regardless of whether or not harm actually resulted. On this 
definition, parental acts would be considered benign, even if harm did 
result, provided the parent did not intend the consequences. Intentions 
should not, however, be taken as the sole criterion for whether or not a 
child has been abused or neglected, since they do not refer to the effect 
an act has on a child. Parental behavior may harm a child, whether or not 
parents so intend. The reason it may be important to know parents' inten
sions is to ascertain parental responsibility and decide about possible 
legal sanctions. However, even when the harm to the child is thought to 
be intentional, the parent's behavior may manifest forms of psychopath
ology and be immune from criminal prosecution.2

I would like to thank Onora O'Neill and William Ruddick for very valuable 
comments on an earlier draft. The work on this essay was done while I 
was a Fellow of the Institute on Human Values in Medicine of the Society 
for Health and Human Values under National Endowment for the Humanities 
grant #EH-10973-74-365. A different version of this paper will appear in 
Onora O'Neill and William Ruddick (eds.), Having Children: Philosophical 
and Legal Reflections on Parenthood, London: Oxford University Press 
(forthcoming).
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II

Abuse, Neglect and Harm to Children

Most definitions of child abuse or neglect are essentially utili
tarian in that they view harmful consequences for the child as the 
critical factor. Only behavior that harms or is likely to harm the 
child is considered abusive or neglectful. The argument is made that 
since there is no well established theory of parenting and no univer
sally accepted standards for child-rearing, the only rational approach 
to evaluating parental behavior is in terms of how the child is af
fected. The problem that remains for utilitarian definitions of abuse 
and neglect is how "harm" to the child should be conceived. There are 
various possibilities.

One approach is to employ the "best interest" standard. Accord
ing to this standard, a child would be considered harmed, and therefore 
abused or neglected, if parental behavior was not in the best interest 
of the child. The "best interest" approach may be justifiable in custody 
disputes but it does not seem appropriate in child abuse or neglect de
terminations. There might always be another environment that would be 
in some way better for the child. Furthermore, defining abuse or ne
glect as failure to act in the child's best interest seems to impose 
unreasonably demanding obligations on all parents and totally disre
gards competing interests or rights, such as those of parents themselves 
or of siblings.

Another version of a utilitarian approach is to claim that a child 
is harmed (and, hence, abused or neglected) if certain minimum needs are 
not satisfied. On this approach, it is necessary to determine, first, 
what needs a child has, and secondly, what would constitute a minimal 
level of satisfaction of these needs. Again, this approach focuses on 
consequences for the child and would be similar to what Joel Feinberg 
refers to as the "unmet need" analysis of harm,3 which views an indi
vidual as harmed if he or she has a need that is not met. Once all 
needs are satisfied, a further provision of goods would constitute un
needed benefit, and if these additional goods are not forthcoming, the 
individual is not benefited but has not been harmed. One problem that 
Feinberg points out is that, on this analysis, a rich man would not be 
harmed by a small theft that left him above the minimum level. A dis
tinction must therefore be made between actually being harmed and under
going a change in one's condition in a harmful direction. A rich man's 
condition, and that of a child, might be altered in a harmful direction 
without falling below the minimum level, i.e., without ever reaching 
the state of actual injury. On the minimum-needs definition of child 
abuse and neglect parental behavior is abusive or neglectful only if the 
child's condition falls below the minimum level. Failure to realize a
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child's potential or even inhibiting a child's development would not 
be abusive, provided the child's status or level of well-being does 
not fall below a minimal standard.

A third consequentialist approach to defining abuse or neglect 
is in terms of social or community standards and specified sorts of 
harm. According to this approach, behavior that falls below the com
munity norm and also results in specifiable harm would be abusive or 
neglectful. It is this standard which is employed in cases charging 
negligence. "The tort of negligence is committed when a legally pro
tected interest of the plaintiff is invaded as a result of conduct on 
the part of the defendant which falls below the standard of care reason
ably to be expected from ordinary members of the community, or if the 
defendant has some special skill or knowledge, from persons possessing 
such specific qualifications."4 A physician who is charged with neg
ligence is accused of providing medical care that results in harm and 
that falls below the medical community's standards. The issue then is 
whether child neglect and abuse should be conceived of as forms of 
parental negligence.

On the one hand, child neglect and abuse are similar to negligence 
in that they both demand that some harm or damages result from the 
questionable behavior. It might be argued, therefore, that child ne
glect (and abuse) should be evaluated according to negligence standards. 
On the other hand, however, negligence implies inadvertence or unin
tentional harm whereas the harmful consequences to children that are 
under discussion are frequently intended.

In addition, a number of arguments can be made against evaluating 
parental behavior according to community norms. For the most part 
these arguments reflect differences between medicine and parenting. 
First, as noted before, there is no theory of parenting or body of 
knowledge that is widely accepted among parents, but there is a body 
of knowledge that is widely accepted among practicing physicians within 
a given community. Because there is this fairly well accepted body of 
knowledge, the law permits the medical profession itself, rather than 
a jury of laymen, to determine what is due care. "In order to prevail 
in a negligence suit against the doctor, the plaintiff must prove, not 
that what the defendant did was unreasonable, but that there is no ac
cepted body of medical opinion according to which what the defendant 
did might be judged reasonable. Neither judge nor jury is entitled to 
determine that the practice of an 'accepted school of medicine' is it
self unreasonably lax."5 Secondly, the provision of care that meets 
social standards might demand inordinate sacrifices for some parents 
in particular communities, whereas the physician receives compensation
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commensurate with the sacrifice. It cannot be argued that parents have 
necessarily accepted these sacrifices by bearing children within a given 
community or society, since parents cannot foresee with any degree of 
certainty their future circumstances nor the future needs of their 
particular children.6 Thirdly, until and unless all parenthood is 
voluntarily assumed and parents accept the set of community standards, 
as physicians accept the set of medical standards, it is unreasonable 
to hold them responsible for nonadherence to those standards. Fourthly, 
the standards employed in any community might fall below the satisfaction 
of minimum needs, and, also, the standard of one community might fall 
considerably below that of another. An appeal to social norms runs the 
risk, therefore, of not providing minimal care. (This fourth point, 
however, seems to be applicable to medical care as well.)

The criteria of best interest, minimum needs, and community stan
dards are all attempts to determine when a child has been culpably 
harmed. All these criteria hold that a child is abused or neglected 
only when harmful consequences are produced, whether they be physical, 
emotional, or psychological. Many conditions have been cited as legiti
mate bases for considering a child to be neglected or abused and for 
permitting state intervention. They include parental nonconformity 
(including religious nonconformity), failure to discipline, excessive 
discipline or cruelty, parental "immortality," failure to authorize 
medical treatment, excessive use of drugs or alcohol, parent's mental 
condition, extreme poverty, incarceration in prison or other institution, 
extremely low intelligence, and abandonment (including lack of financial 
support and/or lack of attention). In all these cases, it is supposed 
that the particular condition has harmed or will likely harm the child.

I want to claim that this emphasis on effects or consequences re
flects an unrecognized purpose. These consequentialist definitions of 
child abuse and neglect are formulated solely to deal with the problem 
of state intervention.

Parents are assumed to have both the natural and the legal right 
to raise their children without outside interference. This right, or 
rather liberty of noninterference, is protected by the fourteenth amend
ment to the Constitution. In certain instances, however, the state may 
intervene in the parent-child relationship; specifically, the state may 
intervene, under the doctrine of parens patriae, to protect the interests 
either of the child or of the state itself.

Generally, those instances in which state intervention is thought 
to be justifiable include those in which the child's parents or guardians 
fail to provide adequate care for the child, though able to do so, and 
those in which a child's parents are unable to care for him. Children
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who fall in the former category are usually termed "dependent." To 
apply these categories requires an interpretation of adequate care 
or parental behavior. This interpretation invariably refers only 
to harm done to or risked by the child. "By finding that a child is 
neglected, the court's sole focus should be whether the child is 
being hurt or impaired by his parent's actions and whether he is 
likely to be impaired if these actions continue. If the child is 
coming to no harm, the state has no right to intervene in the parent- 
child relationship through the use of neglect statutes, regardless of 
how despicable a character the parent may be outside of this relation
ship. To look at parental behavior except as it constitutes a danger 
to the child is to grossly abuse the parens patriae power which should 
look toward the salvation of the child, not the damnation of the parent."8

Since harmful consequences to the child are considered the only 
legitimate basis for state intervention, and since definitions of 
abuse and neglect have been formulated solely to permit state inter
vention, harmful consequences have become in turn the standard basis 
for a definition of abusive or neglectful behavior. Yet, available 
data demonstrate the failure of state intervention programs and of 
foster care facilities to improve the condition of the child substan
tially. As a response to these data, there has been an attempt to 
limit the situations in which the state can intervene. This has been 
done by formulating very narrow and limited definitions of abuse and 
neglect,10 often restricted to instances of gross physical abuse or 
severe deprivation.

Although harmful consequences, in particular as defined by the 
minimum-needs criterion, may be both sufficient and necessary to 
justify state intervention, they do not necessarily exhaust the defini
tion of abuse and neglect, which may be considerably broader. In addi
tion, if harmful effects, as defined by unmet minimum needs, are taken 
to justify state intervention, then the condition of the child is what 
is significant, regardless of how or by whom the harm was caused. State 
intervention would be justified on behalf of any child who displayed 
certain traits, whether or not the behavior was thought to result from 
parental abuse or neglect. Ill

III

Abuse, Neglect and Respect for Children

I would like to suggest that an adequately broad definition of 
child abuse or neglect must include reference to the kind of behavior 
that is abusive or neglectful, regardless of the consequences. This 
is the third alternative mentioned above, besides intentions or con
sequences, for a definition of abuse or neglect.
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Such a definition would be similar to that employed in applying 
the concept of "battery" to conduct not involving children. "The 
central concept of battery is the offense to personal dignity which 
occurs when another impinges on one's bodily integrity without full 
and valid consent."11 In order for a charge of battery to be made, 
it is not necessary for there to have been any damage, physical or 
otherwise. The affront is to an individual's dignity. It is this 
concept of an affront to dignity which is totally omitted in the 
definitions of child abuse or neglect that focus solely on actual or 
risked harmful consequences. It is not enough simply to say the harm
ful consequences constitute assaults on one's dignity and, therefore, 
the child's dignity is indirectly being protected. Although harmful 
consequences must be prohibited in order to ensure the possibility 
for the child's development, the prevention of these harms does not 
amount to respect for the child's dignity, any more than it would 
amount to respect for adult dignity.

How might it be possible, however, to protect a child's dignity 
or to know when it is being violated? An affront to the dignity of 
an adult is protected by use of the concept of consent. Contact or 
"intermeddling"12 with an adult person's body can be justified only if 
the person consents. Furthermore, the necessary consent must be both 
free and informed. In order words, an affront to the dignity of an 
adult is not defined by or protected by reference to some objective or 
social standards, but rather by reference to that to which the indi
vidual has knowingly and freely agreed. Consent, however, does not 
seem to be an appropriate measure by which to respect the dignity of 
a child. The consent requirement presupposes the right to liberty, 
specifically the right to the liberty to control that which happens 
to and with one's own body. Children, especially young ones, do not 
have the right to liberty so much as the right to protection, which can 
often be respected only by violating or precluding a right to liberty. 
Many facets of a child's life are regulated and restricted because it 
is believed that if the child had the freedom to choose, he or she 
would not necessarily choose that which was in his or her own best 
interest and, in essence, the child's right to protection would not be 
respected.

An important point should be noted here. Restrictions are placed 
on a child's liberty specifically because without these restrictions, 
the child might harm himself or not act in his or her own best interest. 
The child's liberty is not restricted simply because it is believed the 
child lacks the capacity for informed consent or rational decision
making. "Indeed, if a person who lacked this capacity did no more harm 
to himself or failed to promote his own welfare no more often than a 
normal adult, the paternalistic justification for denying him certain 
legal rights to liberty could not be invoked."13 A conflict therefore
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exists between a desire to respect the dignity of a child and a desire 
for the child's protection.

IV

Protecting Children and Respecting Children

This conflict is extremely difficult to resolve, but I would like 
to suggest one possibility. If protection of the child is the sole 
basis for not recognizing a child's right to liberty, then when pro
tection is not an issue, recognition of this liberty should prevail. 
Provided the claim cannot be made that a child's welfare or development 
is in danger of being hindered, the child should have the right to de
cide matters about his or her own treatment or care. Parental decisions 
should control only those aspects of a child's life which are relevant 
to protecting the child's physical, emotional, and psychological develop
ment. It is legitimate to grant rights to children "provided we can 
predict that in the exercise of the right, the child would not do him
self harm or fail to promote his own welfare or good."15

If this account of the respect that is due to children is built 
into a definition of child abuse and neglect, then parental treatment 
that fails to recognize or respect the child's right to make autonomous 
decisions in matters that are neither critical to protecting the child's 
basic interests, nor make claims on others, would be abusive or neglect
ful. These actions would essentially constitute a form of "battery" in 
that they would be an affront to the child's dignity. Certainly, before 
such an interpretation could be applied, minimum needs would have to be 
established so that it would be possible to determine when the child's 
basic interests were in danger of being violated. Further, it would 
be necessary to restrict such a principle to those instances in which 
respecting the child's dignity by recognizing the child's right to make 
autonomous decisions would not make parental obligations more burden
some than would the course of action which the parent would have wanted 
to follow. For example, respecting such dignity would not require that 
a parent spend additional money on a child. Rather, it would require 
that the money be spent as the child wishes, unless this would risk 
harming the child's basic physical, emotional, or psychological interests. 
The application of such a principle should therefore not impose addi
tional parental obligations or increase children's claim rights but should 
expand the decision-making jurisdiction of children, provided there is 
not increased risk to the child's well-being or development.

Obviously, a broader definition of abuse and neglect that incor
porates this notion of an affront to dignity refers implicitly to the 
concept of consent, so can be applied only to children who can express 
their own wishes. Two points might be noted here. First, an expression
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of wishes can be made by other than verbal means. Secondly, it might 
be possible to establish standards of treatment that respect dignity, 
defined without reference to consent, to protect very young children. 
These standards should emanate from a theory of parenting, which, to 
my knowledge, has yet to be developed.16 Such a theory would go farther 
than most contemporary writing on parenting, which focuses solely on 
establishing what treatment will further the child's development or the 
parent-child relationship. It would have to establish standards that 
would define violations of a child's dignity; basically, it would have 
to define behavior that fails to treat children as people or as ends in 
themselves, rather than as mere means to their own futures. On such a 
theory, certain treatment of children would be prohibited because of the 
behavior itself, even though harmful consequences might not result.

V

State Intervention and Respect for Children

What is the implication of such a broader definition of abuse and 
neglect for the role of the state? Whereas a fully adequate definition 
of child abuse and neglect would have to be based on a theory of parent
ing and child welfare, an adequate justification for state intervention 
would have to be based on a social or political theory that explained 
the state's role in family life and its capacity to substitute for 
parents. It is quite possible that this definition and justification 
may coincide, but it does not seem to be necessary that they do. It 
seems reasonable, therefore, to reject the automatic connection frequent
ly made and discussed previously between definitions of abuse and neglect 
and grounds for coercive state intervention.

Also, as noted previously, there is considerable empirical evidence 
of the ineffectiveness of state intervention into family life. "There 
is substantial evidence that, except in cases involving very seriously 
harmed children, we are unable to improve a child's situation through 
coercive state intervention. In fact, under current practice, coercive 
intervention frequently results in placing a child in a more detrimental 
situation than he would be in without intervention. This is true whether 
intervention results in removal of the child from his home or 'only' in 
mandating that his parents accept services as a condition of continued 
custody."17 Increasing state intervention to protect children against 
parental behavior that would constitute affronts to their dignity, there
fore, would certainly not be desirable. Except in extreme cases, the 
net effect of intervention, taking into account the child's emotional 
attachment even to a psychologically unfit parent, is frequently damaging.
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Based on this evidence, only failure to protect minimum interests 
should justify coercive state interference. Inclusion of the concept 
of battery or an affront to a child's dignity in a broader definition 
of child abuse or neglect would have no implications for the state's 
role. Most behavior that would produce harmful consequences for the 
child by not protecting minimum needs, and that would consequently 
justify state intervention, would also constitute abuse or neglect on 
this broader definition. Harmful consequences, defined by minimum needs, 
would therefore be a sufficient but not a necessary condition for be
havior to be a violation of good parenting, i.e., abusive or neglectful.

This broader definition of abuse and neglect which incorporates a 
concept of dignity and is not tailor-made for justifying state inter
vention could serve important functions. Using such a definition, a 
child might be judged abused or neglected, even if, through luck or 
resilience, he was able to compensate for the treatment he was receiving 
from his parents. A definition that emphasizes only effects classifies 
children with unusual capacities for resistance or compensation as neither 
abused nor neglected, even though treated in ways that would be considered 
abusive or neglectful for less resourceful children. This possibility 
would be eliminated by including reference to the kind of parental be
havior itself.

Furthermore, such a broader definition of abuse and neglect would 
help current efforts to identify potential abusive or neglectful parents. 
At present, various attempts are being made to identify potential child 
abusers by factors such as family history, personality traits, attitude 
during pregnancy, and even attitude and behavior in the delivery room.18 
The hope is that if potential child abusers can be identified before 
abusive behavior occurs, preventive measures can be instituted. An ade
quate understanding of what should count as abusive behavior is essential 
to its prediction. Attempts at such prediction admittedly must focus on 
those parents who have had "unfortunate childhood experiences that could 
manifest as unusual child-reaing practices."19 it is not possible now, 
nor is there any real hope of ever identifying only the subset of po
tential physical abusers. These attempts at early identification must 
therefore be based on a broad view of what should constitute normal or 
acceptable child-rearing practices, one that might incorporate reference 
to a child's dignity. They cannot be related solely to severe physical 
abuse or extreme neglect.

Because these attempts at prediction cannot be related solely to 
severe physical abuse or extreme neglect, and hence to deprivation of 
minimum needs, they should not be used as a justification for coercive 
state intervention. By separating attempts at prediction from coercive 
state intervention, a number of ethical problems are precluded. The 
rights to privacy of those labeled potential child abusers could not be
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invaded by state mandated investigations. Since psychiatric attempts 
at predicting violent behavior do not have a high degree of accuracy, 
state intervention should not be permitted on this basis.

On the view that I have outlined, the traditional presumption of 
parental autonomy would be maintained. The state would have the right 
to intervene coercively only to protect minimum needs. But this limited 
state role would not fully define abusive or neglectful behavior. A 
broader definition of abuse and neglect, which incorporates respect for 
a child's dignity, could form the basis for provision of voluntary ser
vices, such as preventive and therapeutic parenting programs. Such 
voluntary programs would not socially stigmatize or threaten their par
ticipants, but rather would attempt to teach them proper parenting and 
respect for children. There need be no risk that excessive interference 
would follow, for the state's role in such a relationship would not be 
as potential guardian of children or as a threat to interfere in family 
life, but as educator and provider of voluntary services to promote the 
care of children.
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I. Introduction

Over the past decade neonatal intensive care nurseries have re
volutionized the care of premature and sick newborns. They have also 
been a focal point of ethical argument. For as many as one baby in 
every five treated by these units will face a future of pain, deformity, 
retardation, and untimely death. Given these rather stark prospects, 
it is only natural to query the worth of the units, in both economic 
and human terms (The Lancet, 1975; Johnson, 1976), and also to raise 
the question of whether these unfortunate fifths do not have a right 
to die quickly and painlessly (Freeman, 1972), especially if they are 
suffering from readily diagnosed incurable conditions, such as myelo
meningocele (Freeman, 1973). A few persons have done more than raise 
the question; they have come forward with an answer. Some have argued 
that it is best not to treat such cases (Lorber, 1974); others have 
urged the necessity of recognizing that truly unfortunate infants have 
a right to be killed (Duff and Campbell, 1973). Not surprisingly, 
these proposals, in turn, have generated a good deal of controversy.
The lawyer John Robertson (1975) was neither persuaded of the wisdom 
of nontreatment nor pleased with the Duff-Campbell proposal, neonatal 
euthanasia. He argued that such policies were, at present, illegal; 
and that, were any legislature to make them legal, prudence would re
quire that the decision to kill or to allow death be taken out of the 
hands of physicians and parents and placed in the hands of a neutral, 
decision-making body. (Some recent court decisions have reflected 
this line of analysis, cf. Mass., 370 N.E. 2nd, 417). The American 
Medical Association, on the other hand, forthrightly condemns all 
"mercy killing" (1973), although it endorses withholding "extra-ordi
nary" treatment if the patient and/or his family consents, and if death 
is imminent. In an influential article in the New England Journal of 
Medicine (1975), the philosopher James Rachels condemned the AMA posi
tion as inconsistent, since, he argued, allowing a patient to die is 
morally equivalent to killing him. Rachels went on to urge a policy 
of adult and neonatal euthanasia. In an article in 1976 Duff and 
Campbell reviewed the literature, paying close attention to the work 
of Rachels and of Robinson, and reasserted their claim that some in
fants have a right to be killed.

More recently (1977) the philosopher K. Danner Clouser has argued 
that the "key element" in the killing/allowing-to-die controversy is 
the "doctor's society-given duty to save. That alone makes possible 
the conclusion that his allowing a patient to die is equivalent to 
'causing' the patient to die." (p. 623) The present article concurs 
with Clouser's analysis and so seeks to examine the killing/allowing 
to die controversy in the light of one neonatal intensive care unit's 
own conception of its "duty to save." Part One consists of a descrip
tion of the unit, of its actions in eight cases, and of the moral
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principles that appear to underlie these actions (which I refer to 
as the unit's moral methodology). Part Two is a detailed analysis 
of the unit's actions in the light of its moral methodology and of 
the killing/allowing-to-die distinction. In Part Three the results 
of the analysis of Part Two are applied to the literature and it is 
argued that current discussions of killing, allowing to die, and of 
the right to die (including the work of Duff and Campbell and Rachels) 
involve models of moral practice which are so misleading that any con
clusions drawn from them should be rejected as unsound.

Part One: The Neonatal Intensive Care Unit

II. The Unit

The unit studied--hereafter called Unit R— is located in a large 
medical center where it functions in tandem with two other nurseries 
(one in a nearby sister hospital). Its catchment area has a popula
tion of several million and extends over 3,000 square miles. In point 
of physical fact the unit is a series of small, semitransparent rooms 
on either side of a hall that is bounded on one side by maternity wards 
and on the other by the delivery room. Typically about two or three 
dozen babies are cared for by the unit staff at any given time (al
though the unit can accommodate over forty babies). Most of the staff 
are specially trained nurses (about sixty-five of whom are on duty over 
a twenty-four-hour period for each two dozen babies). The nurses keep 
detailed hourly logs of their patients' activities (which provided much 
of the "data" for this paper), perform a variety of tests, and monitor 
and care for their charges (each nurse watches one to four babies), 
work of the nurses is supplemented by the directives and activities of 
two interns (who were, alternately, Drs. J, KK, and PK) who, in turn, 
are supervised by one resident (alternately Drs. P and S), one fellow 
(Dr. G), and several attending physicians (including Drs. B and M). 
Presiding over the unit is the head of staff, Dr. R, a charismatic 
leader who is affectionately, respectfully, and somewhat wistfully re
ferred to by the rest of the unit as "God."

III. Some Standard Cases

The babies treated by the intensive care nursery are usually there 
either because of the insults of birth, extreme prematurity, respiratory 
distress syndrome, heart disease, or anatomical anomalies. Most of 
these infants would have suffered death, cripping debilitation, or re
tardation only a decade ago. But because of a revolution in the tech
niques of caring for newborns (e.g., CPAP - Gregory, 1971) the typical 
baby who enters the nursery will survive his stay and live a perfectly 
normal existence. The unit treated 575 babies in 1975. Of these rough
ly 10 percent died during their stay at the nursery. Of the survivors, 
about 90 percent proved to be in the normal healthy range when examined
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40 weeks after their estimated due date (with 80 percent having no 
detectable abnormalities). About 10 percent had major health problems 
(ranging from dislocated hips to Down's syndrome; for comparable 
national figures see Hunt, 1976, and Tooley and Phibbs, 1976). The 
unit's 40-week survivors will number babies such as Baby Boy P, who 
was born prematurely at 28-30 weeks, weighing 2 lbs., 12 oz. with 
Apgars* of 2-2, severe neonatal asphyxia, hypertension, pneumothorax, 
and sepsis; a more typical survivor will be Twin Boy DB, (Apgars un
known, transferred to the unit by ambulance from a hospital over one 
hundred miles away), 3 lbs, 2 1/2 oz., apneac,** and suffering from severe 
respiratory distress syndrome on arrival at the hospital.

When babies P and DB arrived at the unit, they were in critical 
condition. The unit responded with aggressively interventionist treat
ment, clearly exemplifying what Clouser refers to as "the physician's 
duty to save." I prefer to describe this duty as the unit's prime 
moral principle, their Therapeutic Imperative (TI):

SO ACT THAT, FOR EACH AND EVERY PATIENT, PAIN AND DISEASE
ARE MINIMIZED, AND THE LIKELIHOOD OF MAINTAINING AND RE
COVERING HEALTH MAXIMIZED.***

In a way, virtually every course of action, and certainly every course 
of action that was considered a new treatment, was actually justified 
either orally or in the patient's record in terms of therapeutic effi
cacy (i.e., in terms of TI). Since Unit R was part of a teaching hos
pital, rounds were continuous: daily morning and afternoon rounds, five 
times weekly X-ray rounds, four times weekly clinical rounds, once weekly 
social worker rounds, plus bimonthly joint rounds with Obstetrics, spe
cial grand rounds, etc. At these case reviews the question is always, 
directly or indirectly, "What (given TI) is (was, will be) the best way

*An apgar score is a numerical measure of a newborn's (1) heart rate,
(2) respiratory effort, (3) muscle tone, (4) reflex irritability and 
(5) color. The child receives a 0 on each of these five indices if 
the feature is weak or absent, a 1 if it is moderately present, and a 
2 if it is healthy. The scoring is usually done 60 seconds and five 
minutes after birth. A perfectly normal healthy child will have apgars 
of 10-10, but a 0-10 child would seem perfectly healthy five minutes 
after birth. The system was invented by the American anesthesiologist 
Virginia Apgar.

**Sporadic cessation of breathing.

***Compare "I will use treatment to help the sick according to my knowledge 
and ability . . . into whatsoever houses I enter I will do so to help 
the sick." (Classical Hippocratic Oath); "The health of my patient will 
be my first consideration." (World Medical Association, 1948)
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of treating this case (or this kind of case)?" The Attending asks 
the intern, "What would you recommend in this case?" or the bright 
Fellow turns on the Attending and says, "A recent article in the 
New England Journal and one last year in Pediatrics both indicate 
that in condition C treatment T is appropriate. What do you think 
about trying it with Baby P?" And the answer to the question is 
almost invariably a matter of fact: "To try T you would need more
sophisticated equipment," or, "The XYZ group have shown very clearly 
that TI reduces mortality by at least one third over T." Sometimes, 
of course, the facts are unclear, the lab reports delayed, the X-rays 
too vague, the data uncertain. Here again the problem turns on facts. 
But sometimes (in my experience, about 1 case in 12), the questions 
that arose were not about matters of fact, but of values--value ques
tions in which a bare recitation of the therapeutic imperative can not 
decide the issue. What follows is a description of five such cases, 
four of which bear directly on the killing/allowing-to-die controversy. 
The fifth case demonstrates one of the most significant aspects of 
Unit R's interpretation of TI:

PARENTS OF PATIENTS MAY BE REGARDED AS SECONDARY PATIENTS
IF THEY ARE TRAUMATIZED, OR PHYSICALLY OR MENTALLY
INCAPACITATED BY THEIR NEWBORN CHILD'S ILL HEALTH.

III. Dual Patients: The case of the V's

The clearest illustration of the dual patient ideology of the 
unit is provided by the case of the V's. The V's two previous children 
had died, the first by choking on a coin; the second of sudden infant 
death syndrome. Upon the birth of their third child the V's contacted 
Dr. R and requested "testing" to see whether the baby was likely to die 
of "crib death." The case was presented at rounds by Dr. R (to the 
physicians and the head nurse), and it was decided that even though 
the unit did not have the experimental computerized equipment thought 
to be necessary for the detection of conditions likely to produce 
sudden infant death syndome, Baby B would be admitted for 48 hours of 
observation. The decision was motivated in part by the off chance 
that under close observation some incidents of apnea, or of sudden 
deceleration of the fetal heart, might be detected; but the major 
reason for acceding to the parents' request was not the possibility of 
diagnosing and/or preventing crib death (although it was thought that 
if the condition was detected, prophylactic medications could be pre
scribed); the major reason for admitting Baby V was to assuage the V's 
anxiety about their child so that they might have a more normal parental 
relationship with him; that is, Baby V was admitted to provide thera
peutic relief for his parents. And, in point of fact, his hospitaliza
tion (supplemented by several parent conferences with Dr. B and Dr. R) 
appeared to achieve just this result. (Another case of a parent as a 
secondary patient arises in the case of Baby K.)
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IV. Baby R

Baby Boy R was born on Bastille Day (14 July); it was quickly 
discovered that he had an esophageal atresia with a tracheoesophageal 

 fistula, and so he was soon transferred to the intensive care 
nursery. He underwent his second surgical procedure on September 6; 
just before going to surgery his nurse recorded that he was "awake and 
sucking on a pacifier" and later that he was "crying." After surgery 
he was returned to the nursery and, within a few hours, suffered a 
cardiac arrest. He was resuscitated but shortly thereafter began a 
course of seizure activity that lasting for almost exactly 48 hours. 
When the seizures ended the baby was reported to have a fixed stare, 
dilated pupils, and to be unresponsive to external stimuli. After a 
consultation with the neurological staff Baby R's prognosis was de
termined to be "physical improvement but with a severe and irreversible 
cerebral deficit." The degree of severity can be judged from the fact 
that if the unit had used Fletcher's 15 indices of personhood (1972) 
as a rating scale and assigned a 'O' when the indicator is absent, a 
'1' when it is questionable, and a '2' when it is clearly present, 
then, whereas the "personhood" rating of a normal baby 40 weeks after 
his due date would be 28 to 30, Baby R's anticipated rating at 40 
weeks would have been somewhere between 0 and 1.

On 5 October, about a month after his tragic seizure, Baby R's 
physical condition deteriorated and he become cyanotic. He was im
mediately "bagged" on 100 percent oxygen. By the next day he had 
been weaned off the respirator; but he become cyanotic again, and was 
"bagged" once more at 100 percent oxygen. At 6 o'clock that evening 
his heart decelerated rapidly and he died. There was no attempt to 
resuscitate.

Note that despite the incontrovertible evidence of severe cere
bral deficit, Baby R was on medications and was given sustaining treat
ment (i.e., given whatever level of food, liquid, air, and warmth was 
necessary to preserve his life) for almost an entire month after it 
was evident that there was no hope of recovering significant cerebral 
function. He was, moreover, given additional respiratory support on 
October 4 and 5 and not "allowed to die" of respiratory failure. Sig
nificantly, however, the unit did not attempt to resuscitate Baby R.
We shall examine this point more closely in the context of the next 
case, the case of Baby J.

V. Baby J: The Limits of Active Treatment: Sustenance and Resus
citation

Baby J, an 8-pound, 36-38 week old boy, was born on 28 September 
and died on 15 October. His problems at birth appeared to be Prune 
Belly Syndrome (in this case, a complete absence of abdominal wall
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musculature), high imperforate anus, the absence of one kidney, and 
hydronephrosis of the other. A colostomy was performed on 30 September, 
after which the baby went into congestive heart failure--the child was 
successfully resuscitated. 4 October Dr. B. met with Mrs. J, outlined 
the baby's problems and explained what the unit was doing to treat them. 
Dr. B. recorded the interview in the case record as follows.

Outlined problems:

1. Prune Belly

2. Hydroplastic lungs - pneumothorax

3. G-U anomalies, one kidney absent, one functioning poorly

4. Undescended testicle

"I told her (Mrs. J) that at this time the renal status is 
the most important problem and that we are trying to determine 
if the damage is reversible." She asked, 'out of curiosity,' 
about the possibility of renal transplant. I stated that few 
centers in the country are doing this on infants and that my 
recommendation is against it. If that is unacceptable further 
consultation is needed."

A few days later Dr. B and the author met with both parents--and 
the same procedure (of outlining problems and treatments) was followed. 
The father raised the question of dialysis and of transplants, and Dr.
B gave much the same advice he had given Mrs. J during the previous 
meeting, adding the comment that these procedures could only extend the 
child's life for about one year. He again suggested that they might 
wish to consult with other physicians.

On 13 October a team of nephrologists concluded that the damage 
to the child's only kidney was progressive and irreversible. The next 
evening the baby, who seemed to be in considerable discomfort, went 
into congestive heart failure and was placed on a respirator. Mr. and
Mrs. J were notified that their child was in c. cal condition and
came to the hospital immediately. Baby J died sh ortly after they 
arrived. Drs. J and M were attending Baby J at the time (in fact, the 
child was Dr. J's patient). According to the case record (and Dr. J's 
oral statement) neither made any attempt to resuscitate the child.

Note that the pattern here parallels the case of Baby R. In both 
cases the children were resuscitated at the point where a possibly 
favorable prognosis was still conceivable, but were not resuscitated 
after this point. Interestingly, when Drs. J and KK (for Baby R) were 
questioned about why they did not resuscitate the children, they gave 
the same reply, "What would be the sense?"
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VI. The Value of Neonatal Longevity

The case of Baby J highlights another significant element in 
Unit R's decision-making. A feature which showed up in several other 
cases (including those of babies R and K) and which, if it is not 
consciously subscribed to as a principle, is nonetheless such a con
sistent aspect of their decision-making in morally problematic cases 
that it deserves to be regarded as part of their moral methodology 
is this:

UNIT R CONSISTENTLY DISCOUNTS THE INTRINSIC VALUE OF
NEONATAL LONGEVITY.

Thus, for example, on two different occasions, when the parents 
of Baby J asked about the possibility of renal transplant, no value 
was placed on a possible one-year survival by Dr. B. (Note, by way 
of contrast, that an oncology unit studied by the author placed enor
mous intrinsic value upon longevity; indeed, one of the indices fre
quently used to measure the efficacy of alternative ways of treating 
various forms of cancer is the months of longevity gained.) Again 
and again, in discussions and in action, Unit R was indifferent to 
whether a child would survive four weeks or forty weeks. Forty weeks 
past estimated due date might be considered the end of neonatal life 
and the beginning of childhood--it is also the point at which children 
who survive but still need care are usually transferred off of Unit R. 
Rather, Unit R is concerned that its charges survive neonatality to 
become children--healthy children. Unit R's attitude can be put as 
follows: given a choice between two treatments, one that guarantees
about forty weeks of survival and then almost certain death, and another 
that offers only the slimmest chance of survival to adulthood but which 
will, in all likelihood, lead to instant death, the unit will choose 
the latter. The unit's discounting of neonatal longevity, like its 
practice of regarding parents as secondary patients, is reconcilable 
with and justifiable by TI. Yet, as the case of Baby K demonstrates, 
the application of both principles to one case can lead to some sur
prising results.

VII. Baby K

Mrs. K, a thirty-year-old woman who had been pregnant five times 
before having Baby K, bore her first child when she was fifteen, only 
to have it die within a few days of a collapsed lung. Her second 
child was born two years later and died of pneumonia when he was eight 
months old; two years later she miscarried a third child; she bore a 
fourth a year later— only to have it die at the age of five months 
(after unsuccessful cardiac surgery). The next year she delivered a 
normal, active baby girl by Caesarean section (and this child was, and 
is still, healthy).
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Baby K, a girl, Mrs. K's sixth child, was born full term, 3100 
grams, on 14 March, with Apgars of 2-8; she was immediately diagnosed 
as suffering from aspiration syndrome and put on a headbox (25 percent 
oxygen). Within two weeks a tracheotomy and a heart operation were 
performed: about a month later, on 1 May, seizure activity was noted—  
but an EEG taken a few days later confirmed the clinical impression 
that no major damage was done. On 7 May the unit began to wean Baby 
K off the respirator. Progress was very slow and on 5 July the child 
went into congestive heart failure; on 13 July cardiac surgery was 
performed for a second time--but the child did not recover the full 
use of her faculties after the operation (her eyes failed to focus and 
she seemed unresponsive to external stimuli). From 18 August to 9 
October the unit tried to treat this condition and to wean the child 
off the respirator, but without any success.

On 10 October Dr. B presented the case to the unit. After some 
discussion the facts in the situation were generally held to be as 
follows:

1. Physical condition: Baby K is suffering from an apparently
intractable cardiac and respiratory condition. All attempts 
to wean her from the respirator have failed. More aggressive 
attempts at weaning would probably precipitate a cardiac 
arrest, but are a requisite to the child's improvement.

2. Mental Status: Baby K is presently unresponsive to external
stimulation; however, because the child is in a state of 
severe physical distress, the neurological service was unable 
to determine the extent of damage to the child's nervous sys
tem.

3. Possibility Of informed consent: Mrs. K seems to understand
neither the gravity of Baby K's physical condition nor the 
implications of her present state (she believes that the child 
is not unresponsive, but rather responsive in ways too subtle 
for the staff to detect). Prior to the rotation under study,
Mr. and Mrs. K had been told by a Dr. C that there was no hope 
for Baby K. Mrs. K responded with an angry outburst; Mr. K 
has not visited the unit since.

After these facts had been presented, the discussion focused on Mrs. K's 
denial of her daughter's condition and the effect of this denial on her 
and her family. The conclusion reached by the unit is concisely stated 
in Dr. KK's note of 10 October.

Results of long discussion today--will be very aggressive 
in treating Baby K--more in effort to force mom through 
stages of grief--now in denial--trying to push to bargain
ing.

The "bargaining" stage is one of the five psychological stages of response 
to trauma generally thought to progress as follows: denial, anger-de
pression, bargaining, acceptance-grief, adaptation (see Cohen, 1976,
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Lindemann, 1944). The mechanism for moving Mrs. K from denial and 
anger to bargaining was to be the process of securing her consent 
for an exceptionally hazardous treatment. It was felt that Mrs. K 
could bring herself to consent to the dangerous process of aggressive 
weaning only if she realized just how desperate her daughter's situa
tion was.

On 21 October Dr. B and the author had a long discussion with 
Mrs. K (which took place in front of Baby K's crib). Dr. B outlined 
Baby K's situation (omitting any discussion of Baby K's mental status) 
and asked permission to try aggressive weaning. In the course of the 
discussion he continually used such expressions as "There is a good 
chance that the treatment might cause her heart to give out"; "While 
the baby might improve from the treatment, she could also get worse"; 
the treatment "might prove too much for her." Mrs. K consented readily 
but, despite the emphasis on the likelihood of failure, she seemed to 
be concentrating only on those parts of the explanation which promised 
success. So, Dr. B asked her pointedly, "You do understand that the 
treatment could make Baby K get much worse, don't you?" Mrs. K replied, 
"She can't stay the way she is and she could get better."

Aggressive weaning was started the next day. Three days later 
(24 October) a nurse noted that the baby "seemed more expressional" 
and Dr. PK wrote that the baby "has been doing well on face masks." 
Selections from the chart notes over the next five days read as follows:

10/26 PK "limit time on respirator"; JB "baby in swing, 
awake, no problems; 10/27 PK "keep off respirator as much 
as possible; 0800 "breathing difficulty reported," 2100 
"mother rocking baby"; 10/28 PK "yesterday remained off 
respirator almost entire day"; 1900 "walked on floor by 
father," 2000 "mom held on abdomen during feed," 2100 "up 
and on swing, color good at times," 2400 "color good";
10/29 0100 "color dusky."

During the next few hours Baby K showed increasing signs of respira
tory failure. Her family was notified and at first Mrs. K refused to 
believe Dr. PK's assessment of the situation. At Dr. PK's insistence, 
however, she returned to the hospital. When she arrived there the baby 
had been taken off the trach mask and put back on the respirator (at 
40 percent oxygen). Dr. G discussed the situation with Mrs. K and (as 
he recalls his words) asked her whether she wanted the baby back on the 
respirator or whether she wanted to continue to give her "a chance."
Dr. G then asked her if she understood what giving Baby K "a chance" 
meant. Mrs. K. said, "Yes." Both understood the "chance" in the con
text of the analysis of 10 October, and Mrs. K's permission of 21 October.
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Baby K was taken off the respirator, put on a trach mask, and 
placed in Mrs. K's arms— where she died a quarter of an hour later.

VIII. The N Twins

The N twins, A and B, were born prematurely at 32-33 weeks, with 
low Apgars and severe respiratory distress syndrome. One weighed 
slightly over and the other slightly under three pounds. The community 
hospital where they were born had trouble managing them and they were 
soon transferred by ambulance to Unit R. Despite exceptionally aggressive 

 therapy, their condition worsened. Baby B suffered a bilateral 
pneumothorax, acute tubular necrosis, and a series of seizures. A 
bloody spinal tap indicated central nervous system bleeding (which, 
as Dr. KK noted, was "likely close to the time of birth"). Nonethe
less, continual aggressive therapy [blood transfusions, resuscitation, 
etc.) remained the order of the day until, on the eighth day of his 
stay on Unit R, Baby B suffered another series of seizures and became 
hydrocephalic. At this point Dr. B ordered the discontinuation of 
Isuprel (a medication that stabilizes the heart beat)— and the child 
died two hours later. A few days later Baby A suffered seizures and 
became hydrocephalic. This time Dr. B ordered "sustaining therapy 
only." The child died within twenty-four hours.

Questioned about his actions, Dr. B replied that he had "backed 
off active treatment at the point where it was clearly futile." Some 
other members of the staff of Unit R described Dr. B's actions as 
"letting the babies die" and even as "active euthanasia."

Part Two: Killing/Allowing-Death, and the Moral Methodology of Unit R

The cases described in Part One raise questions— for Unit R, for 
laymen, for lawyers, for philosophers, and for physicians. The recent 
literature has framed these questions in terms of killing, of the 
right to be killed, and of letting die. In the sections immediately 
following I shall try to pose these questions both in terms of the 
language of the literature--and of Unit R. As a necessary preliminary 
to this task, I shall briefly define "killing," "allowing to die," and 
"desisting unsuccessful rescue" (which is the concept that I believe 
Dr. B had in mind when he characterized his actions in the case of the 
N twins as "backing off active treatment at the point where it is 
clearly futile.") The cast in this characterization includes a speaker, 
S, who may or may not be identical with an Observer, 0, an action per
former, P, and an action recipient D (who is usually drowning, or 
dying--since the actions under analysis are killing, allowing to die, 
and desisting in unsuccessful rescue). The action is referred to by A 
if it does not cause death and by A* if it does.

155



IX. Definitions

Given these elements, it seems reasonable to believe that the 
proper ordinary usage of the expressions "killing," "allowing to 
die" and "desisting unsuccessful rescue (of the dying)" is as follows.

Killing: a speaker S can properly say of someone P that P
kills D if, and only if, S believes that P performs some 
action A* that causes D to die.

Allowing death: A speaker S can properly say of someone
P that P allows someone D to die if, and only if, S be
lieves that:

1. D is dying;
2. P could perform some action A that would probably 

same D from death;
3. P chooses not to perform A.

Desisting Unsuccessful Rescue: A speaker S can properly say
of someone P that P has desisted in an unsuccessful rescue 
attempt if, and only if, S believes that

1. P ceases to perform some action A;
2. A was performed in order to prevent D from dying;
3. A could not prevent D's dying.

The following examples should illustrate the definitions given 
above. They all involve a diver, D, whose life depends upon an oxygen 
line. On the characterization of killing given above, it would be 
proper to say that P has killed D if P were to sever D's oxygen lines, 
causing him to die. It would be proper to say that P has allowed D 
to die if (quite independently of P--in this case) D's oxygen lines had 
somehow come to be severed, if P were quite able to repair the lines 
and save D's life, and if, nonetheless, P chose not to save D. Finally, 
we can illustrate desisting unsuccessful rescue by imagining P trying 
to rescue D but finding that, despite all his labors, the situation is 
becoming progressively worse (D is, for example, floating farther and 
farther away); in the end, P recognizes the impossibility of the task 
before him and ceases his attempts to rescue D (he had, to quote Dr. B, 
"backed off active rescue at the point where it is clearly futile.")

X. Misidentifying Allowing Death with Desisting Unsuccessful Rescue

What significance do these definitions have for the cases con
sidered above? For one thing, they demonstrate the ease with which 
desisting unsuccessful rescue can be mistaken for allowing death. For
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example, suppose 0 were to come upon P at the point where P, having 
exhausted his resources, ceases to try and rescue D. What does 0 
observe? P standing by while D is dying. If 0 does not realize that 
P has exhausted all his resources, what is 0 to think? Obviously that 
P could have saved D but chose not to--i.e., that P allowed D to die. 
This highlights the essential difference between desisting rescue and 
allowing death. One allows death where one can, but won't, prevent 
it; one desists rescue where one would, but can't, save life. Or, to 
put the point somewhat differently, letting, permitting, or allowing 
anything (including death) logically presupposes the power to prevent 
it. (Which is why it makes no sense for a mere mortal to claim that he 
"allowed the sun to rise this morning"; for how, after all, was he to 
prevent it from rising?) Thus, since allowing presupposes the power to 
prevent, it is logically impossible to allow what one is physically 
incapable of preventing. It follows that if, in any case, a physician 
ceases to treat because he can not save a patient, any claim that he 
allowed that patient to die must rest on either a factual or a logical 
misjudgement.

XI. Confusing Killing arid Allowing Death

Yet another error identifiable in the light of the definitions 
developed above is the confusion of causality with necessity. One 
might, for example, reason as follows: "Baby X would not have died
had Dr. Y not done Z; thus, by doing Z, Dr. Y caused Baby X's death."
A more sophisticated version of this line of argument can be developed 
if one assumes a positivist model of causality (Nagel, 1961, chap. 4). 
In the language of this model an event or action determined (by a set 
of covering laws) to be the cause, C, of an event, E, is one of the 
total set of states individually necessary and conjointly sufficient 
for the occurrence of E. Now, since, in the example considered above, 
Baby X would not have died had Dr. Y not done Z, Dr. Y's action, Z, is 
a necessary condition for Baby X's dying. Hence, on the positivist 
model, Dr. Y, by doing Z, caused Baby X's death.

One significant implication of the above lines of reasoning is 
that, by identifying necessity with causality, they transform allow
ances of death into killings. Suppose, for example, that P allows D 
to die; it follows from the definition of "allowing death" developed 
in section IX that P could have prevented D's death, but chose not to 
do so. Hence, P's not saving D was a necessary condition for D's 
death. So P's allowance of D's death was also, ipso facto, a cause 
of his death. To cause someone's death, however, is to kill him.
Hence it would seem that if necessity is identified with causality, 
allowance of death should be considered to be killing.
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The error in this line of reasoning is precisely the identifica
tion of causality and necessity that generates it in the first place. 
For, while there may be linguistic enclaves in which the identifica
tion of causality with necessity makes sense, ordinary parlance is 
not such an area. Consider: conception and birth are necessary con
ditions for death. No baby can die unless it is first conceived. So, 
if being a necessary condition for the occurrence of an event estab
lished the kind of causality appropriate to such ordinary causal con
cepts as killing, it would follow that whoever conceives or gives 
birth to a child thereby kills it! Now, although it makes sense to 
say "Mr. and Mrs. X's conception of Baby X was a necessary condition 
for Baby X's death," it is nonsense to assert that * "Mr. and Mrs. X 
caused their baby's death by conceiving," and utter nonsense to claim 
that * "Mr. and Mrs. X killed their baby by conceiving it."

Now, when a linguistic analysis generates nonsense, we know that 
is in error. Thus the asterisked sentences above demonstrate that 
the identification of necessity and causality, and the concomitant 
reconceptualization of allowing death as killing, are mistaken.

XII. Allowing Death and the Ordinary Concept of Causality

The analysis of the previous section raises the question of whether 
there is an ordinary conception of causality that permits the distinc
tion between killing and allowing death. What, in fact, would an 
analysis of our ordinary concept of causality look like? In their 
classical work on the subject, Causation in the Law (1954), J.L.H. Hart 
and H.M. Honore describe the core conception of causality in ordinary 
usage as follows:

Common experience teaches us that, left to themselves, the 
things we manipulate, since they have a "nature" or char
acteristic way of behaving, would persist in states or ex
hibit stages different from those which we have learnt to 
bring about in them by our manipulation. The notion, that 
a cause is essentially something that interfered with or 
intervenes in the course of events which would normally 
take place, is central to the common-sense concept of cause, 
and at least as essential as the notions of invariable or 
constant sequence . . . .  Analogies with the interference 
by human beings with the natural course of events in part 
control, even in cases where there is literally no human 
intervention, what is to be identified as the cause of an 
occurrence; the cause, though not literally an intervention, 
is a difference to the normal course of events which accounts 
for the difference in the outcome. (p. 27)
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Thus, ordinarily X asserts that C caused E only in the context of a 
presupposed normal or natural sequence of events N in which something 
S that should occur, does not occur. C, the cause, is "the inter
vention which accounts for the difference" between N->S, the "normal 
course of events," and N->E, the event which actually occurs.

Does this account of the ordinary language of causality enable 
us to distinguish killings from allowances of death? Consider again 
the case of an observer 0 who comes upon P holding a lifeline while 
D is drowning. If 0 believes that P is under no obligation to rescue 
D (perhaps because P is a child, or because P is busy resuscitating 
Z)--i.e., if 0 believes that P's indifference to D is somehow natural--
then 0 could properly assert that "P allowed D to die." But, if 0 
believes that P can, and should save D (if, for example, P is a life
guard) then P's inaction will be considered a deviation from the natural 
course of events and so can properly be conceptualized as causing D's 
death— i.e., it would be proper for 0 to believe that P is killing D 
(technically, criminally negligent homicide). Thus, as these examples 
illustrate, the ordinary concept of causality does provide for a clear 
distinction between allowing death (refraining from preventing death 
where it is normal or natural to do so) and killing by inaction (re
fraining from preventing death where such inaction is abnormal or un
natural).

XIII. Morality, Killing, and Allowing Death

Expectations about the naturalness of restraint where intervention 
can prevent death are, of course, shaped by conceptions of morality. 
Consider, for example, the Saturday matinee villain who tied the heroine 
to the railroad tracks and then abandons her, moments before the 10:15 
is due to arrive. He chuckles about letting "nature take its course." 
Has the villain killed the heroine? Or has he merely let her die? The 
answer is that if she dies--as she, of course, will not (the logic of 
Saturday matinees always produces a rescuing hero)--but, if she dies, 
the villain will have killed her. Why? Why couldn't he have been 
said to have "let her die"? Because our conception of moral obliga
tions, of duties and roles, shapes our expectations about what should 
occur. It may, in one sense, be natural for villains to tie hapless 
heroines to railroad tracks, but it is morally unnatural. We may not 
all labor under the Therapeutic Imperative, but we are obliged not to 
harm, not to coerce, and not to imperil. The villain's violation of 
these obligations puts him in a position of contravening our e x p e c 
tations for minimally decent behavior, that is, of behaving in a 
morally unnatural way; and so we think of him as attempting to kill 
the heroine.
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The Case of the Saturday Matinee Villain demonstrates that ques
tions of moral obligation are logically prior to questions about kill
ing and the allowance of death. Thus we cannot hope to resolve the 
dilemmas presented by neonatal intensive care by, for example, asking 
whether a certain act is an act of killing or an allowance of death 
and then trying to determine whether killing or allowing death is moral. 
Indeed, the very characterization of an act as an allowance of death 
presupposes its morality. For, were the act thought to be immoral 
(i.e., morally unnatural), it should, ipso facto, be conceptualized 
as killing. It follows that, were we to do as some others have done 
and try to settle the moral questions surrounding cessation of treat
ment in neonatal intensive care units by querying whether the act of 
cessation constituted killing or allowance of death, we would be beg
ging the real question--on what moral principles does a unit operate 
and are these principles sound?

XIV. Desisting Unsuccessful Rescue: A New Moral Concept

Perhaps the most significant case for understanding the moral 
methodology of Unit R is that of the N twins (section VIII). The bare 
facts of the matter are that each of the twins suffered from a series 
of seizures, became hydrocephalic, and rapidly began to loose brain 
functions. When twin A reached this state, Dr. B ordered "sustaining 
therapy only"; when twin B reached this state, Dr. B ordered the dis
continuation of a heart stabilizing drug (Isuprel)--he believed that 
death was unavoidable.

Now, since Dr. B did not cause the N twins to die, and since he 
was, moreover, unable to prevent their deaths, it is evident that he 
could not properly be said to have killed these babies or to have 
allowed them to die. Why then, did one nurse and one intern use pre
cisely these terms to describe his actions? Was it because there were 
only partially informed observers? Or because they mistakenly equated 
a necessary condition with a cause? Or because they mistook Dr. B's 
decision not to delay death for a decision not to prevent death (cf. 
section XIX)? In all probability, at least part of their confusion 
has deeper roots.

Dr. B described his actions, correctly, as "backing off active 
treatment at the point where it is clearly futile"; the AMA uses the 
expression "cessation of the employment of extraordinary means to 
prolong the life of the body when there is irrefutable evidence that 
biological death is imminent"; we have used the expression "desisting 
unsuccessful rescue." None of these expressions is found in common 
parlance; none come readily to mind or flow trippingly off the tongue. 
Nor can one find these concepts in the philosophical literature. Why
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not? Because the morality of rescue from life-threatening situations 
is seldom discussed, and so has not generated an appropriate family of 
moral concepts. The moral predicaments of intensive care units are thus 
conceptually novel (cf. Cochran, 1975). If, therefore, someone is not 
quite ingenious enough to invent concepts appropriate to this situation, 
he will naturally tend to employ the traditional concepts: killing,
letting die, euthanasia--even when they are inappropriate.

XV. Alternative Conceptions

If Dr. B's actions in the case of the N twins are correctly de
scribed in terms of desisting unsuccessful rescue, the cases of Babies 
R (section IV) and J (section V), are more perplexing. In these cases, 
although resuscitation was possible, Drs. J and KK chose not to resus
citate the children on the grounds that resuscitation "made no sense." 
Despite this, however, it is possible to describe their actions as de
sisting in unsuccessful rescue; for one can both allow a baby to remain 
dead and desist in unsuccessful rescue if one believes that all attempts 
at resuscitation will ultimately end in failure. In such a situation, 
further treatment would, to paraphrase Drs. J and KK, make no sense 
because, as a matter of medical fact, its results would be ephemeral.

There is, however, another way of interpreting Drs. J and KK's 
decision not to resuscitate. The alternative interpretation is that 
Drs. J and KK performed an act of passive euthanasia. Resuscitation 
made no sense, not because it was medically futile, but because the 
quality of life anticipated by these children was such that they were 
better off dead.

Such an interpretation, however, makes no sense given the moral 
and historical context. Recall that Baby R, for example, had been kept 
alive--and resuscitated any number of times— in the weeks between his 
personhood-depriving seizure of 7 September and his death on 5 October. 
Thus the rest of the unit had acted on the principle that Baby R's life 
merited saving. The head of the unit, Dr. R, had never determined other
wise; no such decision was made by the attending physicians or by staff 
during case rounds; nor was there a do not resuscitate note in Baby R's 
medical record. And even if such a decision had been made, by what 
right was it made? What right does a medical staff have to make such 
a decision in the absence of the informed voluntary consent of Baby R's 
parent? And why what right could Dr. KK decide unilaterally (without 
consulting either the medical staff or Baby R's parent) that Baby R 
did not deserve resuscitation? The answer is that he had no such 
right.
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Nor is there any reason to suppose that Dr. KK presumed to such 
a right. For such presumption does not make sense in the light of 
Dr. KK's sensitivity to parental consent in other cases (Baby K), nor 
does it seem proper given his position in the administrative structure 
of the unit (intern); nor does it square with the unit's rather matter- 
of-fact acceptance of the demise of Baby R. And even if Dr. KK did 
presume to such privileges, it is unlikely that another intern, Dr. J., 
would also make the same presumption (in the case of Baby J). No, 
the more plausible explanation is that Drs. J and KK were seen by them
selves and by the rest of the staff on Unit R as terminating treatment 
not because they made a value decision about the worth of their patients' 
lives, but rather because they had made a factual decision about the 
medical possibility of saving these lives. Someone wedded to the 
familiar killing/allowing-death distinction might, of course, be tempted 
to read the actions of Drs. J and KK as value decisions, which merely 
demonstrates that when one applies concepts inappropriately, one is 
likely to reach wrong conclusions.

XVI Conclusion: Part Two

We have argued that, if carefully analyzed, the concepts killing 
and allowing to die are not properly applicable to the actions of 
Unit R. When Unit R ceases treatment it does so because it is desist
ing unsuccessful rescue. We have also suggested that the concept of 
desisting unsuccessful rescue is novel, and, in part because of this, 
may be mistaken for allowing death (especially by partially informed 
observers) or killing (if one identifies necessity and causality).

Part Three: An Examination of the Recent Literature on the Moral
Dilemmas of Neonatal Intensive Care in the Light of the 
Moral Methodology of Unit R

In the first two parts of this paper we argued that the primary 
moral principle for Unit R is the Therapeutic Imperative (interpreted 
to discount the intrinsic value of neonatal longevity and to permit 
parents to be conceptualized as patients) and that a basic feature of 
the unit's moral methodology was the practice of desisting unsuccessful 
rescue. In this last part of the paper we shall analyze some aspects 
of the AMA position paper of 1973, Rachels' article of 1975, and Duff 
and Campbell's analyses and proposals of 1973 and 1976, and suggest that 
these— the leading articles in the literature--are burdened with ambiguity 
and present a radically oversimplified picture of the moral options open 
to neonatal intensive care units.

XVII. The AMA Position Statement

The AMA position statement reads as follows:

The intentional termination of the life of one human 
being by another--mercy killing--is contrary to that 
for which the medical profession stands and is con
trary to the policy of the American Medical Association.
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The cessation of the employment of extraordinary 
means to prolong the life of the body when there 
is irrefutable evidence that biological death is 
imminent is the decision of the patient and/or his 
immediate family. The advice and judgment of the 
physician should be freely available to the patient 
and/or his immediate family.

The first paragraph of this statement is quite clear: killing,
even mercy killing, is "contrary to that which the medical profes
sion stands" (i.e., to the Therapeutic Imperative). The rest of the 
statement, however, is a bit murky. The point seems to be that phy
sicians must respect a patient's and/or his family's right to refuse 
treatment, if the treatment in question is considered to be "extra
ordinary" and if "there is irrefutable proof that biological death 
is imminent" There is some considerable literature on the right 
of a patient and/or his family to refuse treatment. The basic idea 
is, to quote Justice Cardozo, that every "human being of adult years 
and sound mind has a right to determine what shall be done with his 
own body" (Schloendorf v. New York Hospital, 105 N.E. 92, New York,
New York, 1914; italics added). The implications of this line of 
analysis were spelled out in a more recent case (1960) in which 
Justice Schroeder ruled that any person "may, if he be of sound mind, 
expressly prohibit the performance of life-saving surgery or other 
medical treatment" (Natanson v. Kline, 186 Kan. 393, 350 p. 2d 1093—  
cf. Montange, 1974). Read in the light of these decisions, what the 
AMA seems to be saying is that physicians should recognize a patient's 
moral and legal right to refuse treatment— at least in those cases in 
which the treatment can be determined "extraordinary," and in which, if 
the physician were to treat, it is "irrefutably evident" that he would 
be unable to save the patient's life anyway.

If this is the correct reading of the AMA statement, then it is 
a very odd statement indeed. For one thing, the Cardozo doctrine 
applied to nonemergency situations involving competent adults. Thus, 
it does not apply directly to emergencies, incompetents, or to children; 
nor does it empower an immediate family to act for children. Where 
parents act for children the fundamental standard was developed in 1944 
in Prince v. Massachusetts (321 U.S. 158, 170). "Parents may be free 
to martyr themselves. But it does not follow that they are free, in 
identical circumstances, to make martyrs of their children before they 
have reached the age of full legal discretion." So parents do not 
necessarily have the right to refuse to allow their children to be 
treated. Even if the courts do grant the right to cease treatment in 
a given case (as in In Re Karen Quinlan 70 N.J. 10, 335 A2d 647; 1976),
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they may require that the parents get approval for any decision from 
a special supervisory board. In short, the AMA gives families more 
powers than the courts have ever recognized.

Perhaps these powers seem harmless, because they are only granted 
in situations that are medically hopeless anyway. Which brings me 
to the second odd feature of the statement--why does the AMA limit 
its recognition of the right to refuse treatment to just those cases 
where treatment is useless? Does the AMA think that physicians 
routinely give useless treatment in medically hopeless situations?
Does it disagree with the Cardozo doctrine? Does it think that where 
the situation is not hopeless patients may not refuse treatment?

In order to understand the AMA statement properly one must recall 
that the AMA is a body of physicians, officially dedicated to the 
principles of the Hippocratic Oath (and hence, to the Therapeutic 
Imperative), whose policy statements are addressed to other physicians—  
physicians who, in the AMA's view, are also bound by the principles of 
the Hippocratic Oath. Why is this fact important to the understanding 
of the AMA's policy statement? Consider again P's futile attempt to 
rescue drowning diver D. Suppose that we imagine P to be bound by a 
moral principle (equivalent to the Therapeutic Imperative) that ob
ligates him to rescue drowning divers. If P is especially conscien
tious, we can imagine him persisting in his efforts to save D well be
yond the point of "irrefutably evident" futility: throwing the rope 
toward D over and over again, even as D is drifting farther and farther 
away. Toward the end D shouts to P, "It's hopeless, don't bother throw
ing the rope anymore." P, however, gripped by the obligation to save 
divers, persists in throwing the rope nonetheless--stopping only after 
D has drowned. In such a situation we can imagine a friend of P's 
intervening to say, "It's all right, you can stop throwing the rope. 
After all, D has asked you to stop." The AMA is such a friend. What 
it is saying to physicians is, "I know that you have an obligation 
to save lives; but you can stop trying when the task is impossible—  
if the patient and/or his family request that you stop."

Why, it may be asked, did the AMA couple this restricted release 
from the Therapeutic Imperative with a warning about mercy killing? 
Because P might well believe that his duty to save D requires him to 
save him from misery as well as death. Imagine, for example, that D 
is drowning very, very slowly, while P stands futilely by, and that 
D and/or his family is pleading with P (who, conveniently, happens 
to be holding a long-range rifle equipped with a telescopic sight) to 
put D out of his misery— "They shoot horses, don't they?" Since P 
knows that he has an obligation to save D, he might, perhaps, believe 
that he is also obliged to put him out of his misery. What the AMA is
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saying is that P is under no such obligation. P is, in fact, obligated 
not to kill D.

XVIII. Unit R and the AMA Policy Statement

Interestingly, insofar as the position paper considered above 
represents AMA policy, it is partially coextensive with and partially 
different from the moral methodology of Unit R. The AMA seems to be 
using the term "extraordinary treatment" to mean nonsustaining treat
ment (which, in turn, is a term that derives its meaning from the 
contrast with sustaining treatment--i.e., provision of the medical 
correlates of food, clothing, shelter, and air). And, in this sense 
of the term "extraordinary," the only treatments that Unit R ever dis
continues are extraordinary— i.e., nonsustaining. Since, moreover, 
the unit only discontinues nonsustaining treatment in medically hope
less cases, it will do as the AMA would have it do in all those cases—  
except, of course, that the AMA requires familial consent, which Unit R 
does not procure.

The reason for this divergence of policy is that the AMA seems 
to be relying, at least in part, on the Cardozo principle of bodily 
autonomy to justify its policy. Hence, it requires consent as a sine 
qua non for discontinuing treatment. Unit R, however, bases its prac
tice not on patient autonomy, but entirely on medical futility (which 
is, of course, the second justificatory concept evoked by the AMA state
ment); and even if one accepts the Cardozo principle, the appeal to 
medical futility obviates the need for consent.

Given patient autonomy, consent is required to ensure that the 
patient does indeed desire the physical and social invasions attend
ant upon medical treatment and that he is, moreover, willing to accept 
the risks involved. For were consent not required in such cases, if 
patients did not have the right to refuse medical intervention, they 
simply could not be said to be autonomous. But once consent is given, 
it need not be renewed unless the nature of the medical invasions and/or 
the nature of the risk involved change. If, for example, a patient is 
being treated with an antibiotic, and the infection for which he is 
being treated proves resistant to the drug, a physician does not 
(usually) need to procure the patient's consent in order to discontinue 
the drug. Why not? Because (presumably) if the treatment is ineffec
tive, discontinuation will not require a new level of invasion or risk. 
Hence consensual discontinuation of medically useless treatment is not 
inimical to patient autonomy and so is not contrary to the Cardozo 
principle; thus, discontinuation of such treatment does not require 
consent.
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To be sure, a good physician will take care that his patients 
are well informed about their treatments. But to inform someone 
of something is not the same as asking his permission to do it.

The physician's prime moral obligation, however, is not the 
Cardozo principle, but the Therapeutic Imperative— which obliges him 
to minimize disease and pain. Now it might be thought that the Thera
peutic Imperative obligates the physician to continue to treat his 
patient, with both sustaining and nonsustaining therapy, no matter 
what the circumstances. As the eighteenth-century philosopher Immanuel 
Kant noted, however, ought implies can--one's obligations cease to 
bind at the point where it is humanly impossible to fulfill them.
Thus, where it is impossible for the physician to prevent death, he 
is no longer obligated to try to do so.

Now if, as has been argued above, neither respect for patient 
autonomy nor for the Therapeutic Imperative requires a physician to 
procure the consent of the patient in order to discontinue medically 
useless treatment, then it is permissible for Unit R to discontinue 
such treatments without familial consent--and it would seem further 
that this moral methodology rests on a consistent application of the 
justificatory reasons addressed by the AMA in its policy statement.

XIX. Rachels' Analysis of the AMA Position Paper

In "Active and Passive Euthanasia" (1975) the philosopher James 
Rachels criticizes the AMA policy statement, analyzed above, on the 
grounds that it inconsistently condemns mercy killing while at the 
same time condoning passive euthanasia (letting die). Now, admittedly, 
the interpretation of the AMA position paper is a prickly proposition; 
but can we really read it as condoning letting patients die? After 
all, letting die presupposes the possibility of preventing death, and 
since the AMA position statement required "irrefutable evidence that 
biological death was imminent," the physician the AMA was talking about 
seems incapable of preventing death. As the AMA's spokesperson Edwin 
J. Holman put the point in his reply to Rachels (1975, p. 864), Rachels' 
reading "is a perversion of the AMA position, and it implies a power 
in the physician to continue the life of the patient by an affirmative 
act. Obviously he has no such power." Rachels replies (1975, p. 867) 
that "a doctor can be properly said to let a patient die if he could 
have prolonged his life, but did not do so."

Rachels' criticism thus rests on the assumption that not prolong
ing life is equivalent to not preventing death; hence, since not pre
venting death is letting die, any policy which, like the AMA policy, 
does not prolong life so long as it is technically possible to do so, 
is an allowance of death policy--i.e., a passive euthanasia policy.
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Significantly, this criticism applies not only to AMA policy but to 
the largely coextensive policy of Unit R: for when Unit R desists
unsuccessful rescue it may well not prolong the patient's life as 
long as possible (cf. e.g., the case of twin NB, when Dr. B discon
tinued Isuprel). Thus, if Rachels' criticism is valid, it follows 
that both the AMA and Unit R are practicing passive euthanasia.

Rachels' entire analysis rests on the assumption that not pro
longing life where one could have done so is what philosophers call 
a sufficient condition for letting die; so that, to quote Rachels,
"if (a physician) could have prolonged (a patient's) life but did not 
do so," then the physician "can be properly said to have let (the) 
patient die." This view is mistaken. If correct, it would entail 
that whenever a physician risks a patient's life and loses the gamble, 
he has allowed his patient to die. Suppose, for example, that a phy
sician has a patient who, if untreated, would surely die within a 
year or so, but who, if treated with a certain experimental drug, might 
regain normal health but would likely (say nine chances in ten) die 
immediately. The physician procures the appropriate consent, admin
isters the appropriate drug, and the patient dies forthwith (cf. case 
of Baby K, sec. VII). As it turns out, this physician could have pro
longed his patient's life by not administering the experimental drug, 
but did not do so. It follows that (as a comparison of the italicized 
expressions in this story with those italicized in Rachels' sufficiency 
condition will readily reveal), on Rachels' analysis, the physician 
in question has let his patient die.

Yet no one would be tempted to describe this case (or the case 
of Baby K) in these terms. One might as well say (as one could, on 
Rachels' analysis) that the relatives of those who went down with the 
Titanic let their relations die because they could have prolonged their 
relations' lives--by preventing them from sailing--but did not do so.

What is wrong with Rachels' analysis? Why does it produce these 
absurd results? To begin with, the analysis excludes any consideration 
of the process of dying. The reason why the hypothetical patient,
Baby K, and the passengers on the Titanic could not be thought of as 
being let die is because, as they were described, they were not pictured 
as dying. That someone is conceived of as being in the process of dying 
is a necessary condition for saying of those persons that they were 
allowed to die. Dying is a process that naturally, but not inevitably, 
culminates in death. To reverse this process is to prolong life but 
not necessarily to prevent death. Thus, both saving life and delaying 
death can be said to prolong life, but--and this is the significant 
point-only the prolongation of life attendant upon saving life entails 
that death has been prevented. Why is this point significant? Because, 
when Rachels claimed that the AMA physician could have prolonged life,
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he was referring to a physician who had "irrefutable evidence that 
biological death was imminent." Hence, when Rachels claimed that this 
physician could "prolong life," he could not mean that the physician 
could have saved this patient's life (for, by hypothesis, no such 
possibility exists). He must have meant that the physician could have 
prolonged the patient's life by delaying his death. But since to be 
able to prolong life in this sense does not entail that the physician 
can prevent the patient's death and since letting die does require the 
power to prevent death, it does not follow from the fact that the phy
sician could have prolonged life (in this sense, that the physician 
let the patient die)--it only appears to follow because Rachels has 
confounded delaying death with preventing it.

So Rachels' interpretation of the AMA's position is mistaken, not 
perverse (as Holman suggests) but rather understandable in the light 
of the two senses of "prolonging death." Yet it is clear that Rachels 
was prompted to misread the AMA's position not only because he was mis
lead by the concept of prolonging death, but also because he could not 
really imagine that cessation of treatment in the context of terminal 
illness could be anything other than an attempt at causing death. He 
writes:

The AMA policy statement isolates the crucial issue very 
well; the crucial issue is "the intentional termination 
of the life of one human being by another." But after 
identifying this issue, and forbidding "mercy killing," 
the statement goes on to deny that the cessation of treat
ment is the intentional termination of a life. This is 
where the mistake comes in, for what is the cessation of 
treatment, in these circumstances, if it is not "the in
tentional termination of the life of one human being by 
another"? Of course, it is exactly that, and if it were 
not, there would be no point to it. (1975S, pp. 79-80)

As we have seen, however, there are at least two other reasons 
why a unit staff might cease to treat a terminal patient. They might 
do so not because they wish to terminate life but because further non- 
sustaining treatment is futile (i.e., because they are desisting un
successful rescue); or, they might cease to treat, not because they 
wish to terminate life, but because they respect the patient's right to 
refuse treatment (on the Cardozo principle). Rachels' inability to 
recognize these alternative justifications for discontinuing treatment, 
his radical oversimplification of the conceptual possibilities (even though 
both are explicitly mentioned in the AMA position statement), forces him 
to perceive the issue one-dimensionally, as it were, in terms of the in
tentional termination of life. And these conceptual blinkers cause him 
to see only one possibility-euthanasia. Now this radical constriction
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of the conceptually possible, this oversimplification of the different 
ways it is possible to conceive of cessation of treatment in terminal 
patients, is not unique to Rachels. It is, in fact, characteristic 
of the literature. And this impoverishment of conceptual possibility 
tends to distort the rest of the literature--just as it warps Rachels' 
analysis.

XX. Duff and Campbell

Like Rachels' article and the AMA position paper, Duff and Campbell's 
two papers on the moral dilemmas of neonatal intensive care— perhaps the 
most significant work in the published literature— tend to present the 
moral issues in terms of a simple moral dichotomy: disease orientation
vs. person orientation.

Much controversy results from conflicts between two distinct 
but closely interrelated philosophies of care, one mainly 
oriented to the disease and the other focused primarily on 
the needs of the individual patient (the person). The first 
philosophy implies that life itself is all that matters; that 
death represents the ultimate in human and medical failure, 
something to be avoided at all costs. The second philosophy 
considers that the quality of life should be the primary con
cern. Usually inseparable, the aims of these philosophies may 
occasionally diverge sufficiently to cause conflict and distress 
and create major dilemmas in decision-making.

While most treatment programs are accepted as being both disease- 
oriented and person-oriented, exceptions may be made. If 
severely compromised living resulting from disease or its 
treatment is regarded as worse than death, a patient, in par
ticular situations, within certain limits, and with the guid
ance of his physician and his family, may choose death for his 
own sake. If because of incompetence he cannot choose, his 
family and physician may choose for him. In principle, this 
is a simple philosophy, but conflicts of interest occur and 
some errors, abuses, and injustices are no doubt inevitable.
For these and other reasons--personal, professional, and social-- 
the disease-oriented philosophy may be supported with remarkable 
tenacity by the behavior of persons deciding care. (1976, pp. 
487-488)

We shall show that there are reasons, over and above those mentioned 
by Duff and Campbell, for skepticism about the treatment of persons as 
the focus of medical treatment. Before approaching this subject directly, 
it is interesting to note that Duff and Campbell, like the AMA, tend to 
identify a patient's right to refuse treatment ("to choose death") with
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the ideology of medical practitioners. This identification is, as 
always, confusing; for, surely, if a person has the right to refuse 
treatment, he has this right regardless of the ideology of his phy
sician. For example, a psychiatrist who believes in treating, not 
diseases, but, to quote Duff and Campbell, "the quality of life" does 
not have the right to compel neurotics to accept treatment; nor, for 
that matter, can an oncologist who believes in treating diseases force 
a cancer patient to accept or to continue chemotherapy. What is crucial 
in these cases is not the ideology of the medical practitioner, but the 
rights of the patient (and his competency to exercise these rights).
At most, an analysis of medical ideology can determine not what a patient 
may choose but rather what the physician may offer.

What do Duff and Campbell think that a physician should offer to 
his patients? They sound as though they are offering their patients 
mercy-killing--active euthanasia. They state that "if . . . disease 
or its treatment is . . . worse than death, a patient . . . may choose 
death." And, indeed, they do explicitly endorse active euthanasia 
(1976, p. 492). A careful reading of the cases they describe suggests 
that it is possible to conceptualize DC's (as I shall hereafter refer 
to the Duff-Campbell unit) moral methodology as involving active kill
ing--but only if one does not accept one of the moral principles that 
they embrace. Specifically what Unit DC does is to (1) determine that 
a case involves a quality of life problem, (2) consult the patient's 
family about this problem, and (3) if the parents "choose death," the 
unit (4) discontinues all treatment--including sustaining treatment.
DC describe one such case (hereafter referred to as DCI) as follows:

A premature infant was believed to have a hopeless prog
nosis. The parents and doctor, with agreement of the 
medical and nursing staff, decided to stop all heroics.
The parents informed their healthy 3-year-old daughter that 
her brother probably could not live and, on her request, she 
was brought to see the baby. Later, after contemplating 
autopsy and plans for disposition of the baby's body (both 
discussed at their request), the parents were asked which 
they preferred--to leave, to be beside their baby's incuba
tor, or to have the baby, with all his tubes and apparatus 
removed, brought to them in a private room. Immediately, 
they chose the last. In the company of the doctor, they 
held their infant for 55 minutes while he died. (1976, p.
491)

The moral methodology exhibited in this case stands in marked 
contrast to that of Unit R. For when Unit DC decided to "cease all 
heroics" in the face of the child's "hopeless prognosis," it removed 
the baby from the incubator and had "all his tubes and apparatus
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removed." including, one assumes, his oxygen supply and his food.
Thus DC discontinued sustaining treatment; Unit R would never have 
disconnected the oxygen supply; they discontinue only nonsustaining 
treatment. Had DC followed Unit R's procedure and merely discon
tinued nonsustaining treatment, this would be a clear case of desist
ing in unsuccessful rescue. But because Unit DC went farther than 
Unit R and discontinued both sustaining and nonsustaining treatment 
(and since this discontinuation was followed by the child's almost 
immediate death), we are tempted to think of this, not as desisting 
rescue, nor even as a case of letting the baby die (since DC could 
not have prevented the baby's death in any event), but rather as a 
case of killing a dying child.

Killing is, of course, a causal notion; thus to entertain this 
conception of Unit DC’s activities we would also have to believe that 
Unit DC's discontinuation of sustaining treatment caused the baby's 
death, which is to say that we would have to believe that their action 
was morally unnatural. Or, to put the point in the opposite way, if 
we are to believe that Unit DC did not kill the baby (but merely de
sisted rescue), we must accept the view that it is morally natural to 
discontinue sustenance to those in a condition worse than death, if 
those in the situation, or their representatives, approve of this pro
cedure. And since Duff and Campbell evidently believe that the dis
continuation of treatment in such circumstances is morally natural, 
within their own conceptual framework they can, and perhaps, should 
view their actions in DCI not as killing, but as desisting unsuccess
ful rescue. Since, however, the concept of desisting rescue is alien 
to their conceptual vocabulary, they cast about for an appropriate 
term to describe what they are doing, alternating between "allowing 
a patient to choose death" and "active euthanasia." Thus they seem 
to be endorsing active euthanasia not out of conviction but rather 
because of the limitations of vocabulary.

The idea of "active euthanasia" seems a bit more appropriate to 
an earlier case described by Duff and Campbell (DCII).

Another child had chronic pulmonary disease after positive- 
pressure ventilation with high oxygen concentrations for 
treatment of severe idiopathic respiratory-distress syn
drome. By five months of age, he still required 40 percent 
oxygen to survive, and even then, he was chronically dyspneic 
and cyanotic. He also suffered from cor pulmonale, which was 
difficult to control with digoxin and diuretics. The nurse, 
parents and physicians considered it cruel to continue, and 
yet difficult to stop. All were attached to this child, 
whose life they had tried so hard to make worthwhile. The
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family had endured high expenses (the hospital bill exceed
ing $15,000), and the strains of the illness were believed 
to be threatening the marriage bonds and to be causing sib
ling behavioral disturbances. Oxygen supplementation was 
stopped, and the child died in about three hours. The 
family settled down and 18 months later had another baby, 
who was healthy.

In this case, unlike DCI, the concept of desisting unsuccessful rescue 
is inappropriate, for the rescue is not clearly unsuccessful, i.e., 
the outlook for the child in DCII, though clouded, is not certainly 
death. And precisely because the child's death is uncertain, one is 
hesitant to say that the unit let the baby die. How, after all, can 
the unit decide to let the baby die when it is not certain that the 
baby is dying? Here again, however, everything turns on the prior 
question of what is morally appropriate. Recall that Duff and Campbell 
believe that the natural course of events, in a situation such as this, 
is to discontinue all treatment if the child's parents request such a 
cessation. Given this belief, and given the possibility that they 
might be able to save the child's life (in spite of the poor prognosis), 
it would seem proper to describe their actions, again not as killing 
or as active euthanasia, but as letting the child die--removing all 
life-supporting equipment in order to allow the child to die.

XXI Moral Concepts and Descriptive Terminology

As the analysis of cases DCI and DCII shows, such apparently 
descriptive terms as killing, allowing to die, etc., are malleable 
under the influence of background moral concepts. Thus, although Duff 
and Campbell seem to be committed to a policy of active euthanasia, 
and sometimes, hesitantly, use these terms to describe what they are 
doing, given their own moral precepts, their activities can be con
sistently described using only the concepts of desisting unsuccessful 
rescue and allowing death. This feature of moral methodologies, what 
might be called their underdetermination by the facts of the matter, is 
quite general. We have, for example, considered five alternative ways 
of responding to the treat/cease-treatment situation in this essay:

1. Treating aggressively, counting neonatal longevity as 
intrinsically valuable 2 3 4 5

2. Treating aggressively, discounting the intrinsic value of 
neonatal longevity

3. Discontinuing nonsustaining treatment

4. Discontinuing sustaining treatment

5. Introducing death-causing treatment
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These five alternatives are (as the analysis of DCI and II indicates) 
conceptually malleable under the influence of at least the following 
seven principles (also mentioned in this paper):

A. The Therapeutic Imperative

B. The Cardozo Principle

C. The Prince Principle

D. The Principle of Discontinuing Medically Futile Treatments

E. The Duty to Help and Protect Patients' Families

F. The Duty to Help Persons and Minimize Their Suffering 
(Duff and Campbell's Quality of Life Principle)

G. The Principle That Those Better Off Dead Need Not Be Given 
Sustaining Treatment

Let us assume that all these principles are compatible with one another 
(and ignore all other possible principles, and all the various inter
pretations of these principles). Since there are seven principles and 
five basic action alternatives, there are 75 , or 16,807, possible moral 
methodologies generated by these action choices and moral principles!
A number of possible moral methodologies large enough to give any one 
pause.

XXII The Significance of Multiple Moral Methodologies

It might perhaps be thought that the distinction between these 
different methodologies is a distinction, as it were, without a dif
ference--and hence a distinction that makes no difference. This, how
ever, is not the case. Compare, for example, Unit R's action in the 
cases of babies N (section VIII) and K (section VII) with Unit DC's 
actions in the cases of DCI and II. The cases of the N twins and DCI 
are quite comparable: both involve the cessation of treatment of medically
hopeless patients, and in both cases the cessation of treatment can be 
conceived of as desisting unsuccessful rescue. Duff and Campbell, how
ever, think of what they were doing, not as desisting rescue, but as 
allowing their patient, or rather, his family to choose death. Now, it 
might be suggested that, since in both cases what the units in question 
did was to cease treatment, and since the babies died shortly after 
treatment ceased, it really doesn't make any difference how we, or they, 
think of what was done. It might be suggested further that all this 
talk of alternative conceptual structures is merely a matter of semantics 
that is largely irrelevant to the practice of clinical medicine. Nothing
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could be farther from the truth. Because, and precisely because,
Unit DC justifies its actions by appealing, in part, to the Cardozo 
principle, they (like the AMA) must procure parental consent in order 
to cease treatment. Unit R, on the other hand, sees itself as dis
continuing medically futile treatment, and so doesn't require parental 
permission in order to discontinue treatment. Thus, where futile 
treatment is discontinued by Unit DC, parents become involved in the 
actual decision-making process and thus assume partial responsibility 
for the decisions made. Unit R, however, does not ask them to, in 
any way, undertake responsibility for their children's death. Since 
the imminent death of these children is inevitable in any event, the 
wisdom of allowing parents to take partial responsibility for their 
children's death is open to question. What is not open to question, 
however, is that the moral methodology of a unit makes a significant 
difference to the unit's behavior and to its impact on others, even 
in cases such as this one, where one and the same description of a 
given action is applicable to both units, with their different moral 
methodologies.

The differences in moral methodology are perhaps even more im
portant when one realizes that very slight shifts in moral methodology 
can lead to substantially different outcomes. Consider the cases of 
DCII and Baby K. In both cases the outlook for the babies is grim, 
but death is not imminent— unless sustaining treatment is terminated. 
Unit DC's solution, as dictated by its moral methodology, was to pro
cure parental consent and terminate sustaining treatment--even though 
there existed a real, but slim, possibility of saving the baby's life 
and returning it to health. Thus the parents of the child in DCII are 
being asked to let their child die--and the burden of this decision 
must have been heavy indeed. Unit R, however, had the option--which 
appears never to have occurred to Unit DC (although it may, perhaps, 
have been inappropriate in the case in point)--of trying to treat the 
child, discounting neonatal longevity. Since this involved increasing 
the risk of death, it did require parental consent, but the consent in
volved was not that the parent accede in allowing death (for Mrs. K 
would never have consented to such an action) but rather permission 
to risk everything on an unlikely attempt to save Baby K. And while 
this decision must have weighed heavily on Mrs. K, the burden was quite 
different from that shouldered by the parents of the child in DCII.

XXIII. Weighing the Balance

If there are roughly 17,000 different moral methodologies open 
to a neonatal intensive care unit, and if even subtle differences in 
methodology have significant effects on patients and their families, 
it is obviously important to weigh the methodologies and their effects 
quite carefully. But how can one do this? The procedure favored in
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the literature, to date, has been to examine one or two cases where a 
given methodology has been employed, and then to argue, in the light 
of the results, that this methodology is good, or, more typically, 
that it is bad (cf. Duff and Campbell, 1976, p. 488; Rachels, 1975 A, 
p. 78) but that the bad effects could have been avoided by a different 
methodology (sometimes illustrated by another case; cf. Duff and 
Campbell, 1976, p. 491). It is then concluded that since the first 
methodology yielded bad results in a given case, while the second 
yielded good or, at least, better results, that the latter is to be 
preferred.

This line of argument is unsound for a number of reasons. First, 
it is always assumed that one is dealing with two, or at most three, 
alternative methodologies. This permits one to conclude that if the 
other alternatives are flawed, the remaining alternatives must be pre
ferred. But if there are not one or two alternative methodologies, 
but thousands, to show that this or that methodology is seriously 
flawed will never suffice to establish which methodology is best--for 
there are always hundreds of subtly different alternative methodologies 
that have yet to be considered.

It might perhaps be argued that even if this method of argument 
cannot determine which moral methodology is best, it can at least show 
that some are better than others. But the standard argument line can 
not even establish this much. For it does not follow from the fact that 
a given moral methodology had an unhappy (or happy) ending in the case 
or cases instanced that it will have those results in all cases. There 
is method in methodology, and while the methodology of Unit DC might 
be excellent for the parents in DCII, it might be catastrophic if applied 
to Mrs. K. Perhaps if Mrs. R and Mr. and Mrs. J had had their babies 
treated by Unit DC they would have been happy to make the decision to 
cease to treat their dying babies. Then again, perhaps they were better 
off on Unit R where treatment was ceased without their consent. How 
does one answer a question like this? Clearly not by asking each unit 
to write up its favorite success stories. What one really needs to 
have are independent assessments of what happens when alternative 
methodologies are applied in a range of cases. We need to k n o w  whether 
Unit DC methodology remains attractive not only in DCII, but also in the 
cases of Mrs. K and Mrs. R.

We also need to know about other secondary effects of the different 
methodologies. For example, Duff and Campbell mention in passing that, 
apparently because of its moral methodology, for Unit DC "tension in 
community-medical relations was a recurring problem" (1973, p. 893).
Like most newborn intensive care units, DC acts as a backup unit for 
less specialized pediatric facilities attached to other hospitals. About
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25 percent of its patients are transfers. (1973, p. 890) This fact 
may be significant in the light of the community-medical tensions men
tioned above because of yet another fact. Increases in the morbidity 
and mortality rates for distressed newborns are directly correlated 
with delays in treatment. The longer it takes to treat a distressed 
newborn the greater the likelihood that he will be sick, retarded, 
crippled, or dead. If, therefore, referring hospitals (some of which 
are bound to have religious affiliations of various sorts) should 
significantly delay transferring newborns to neonatal intensive care 
units, because they have qualms about the moral methodology of the 
unit, it would be reasonable to expect that the population of distressed 
newborns born at the referring hospital will experience a rise in both 
morbidity and mortality. If this were likely to remain an entrenched 
pattern, these losses would have to be weighed against whatever advan
tages accrue to the neonatal intensive care unit's methodology.

All of this, of course, is highly speculative. We don't know-- 
which is my point. We do not know the relevant facts. Nor can we, 
in ignorance of these facts, presume to argue for policy on the basis 
of principle alone. Rachels, for example, cites the principle of mini
mizing misery (A, F); conjoins it with the claim that if we kill dying 
people (specifically, newborns) directly, they will at least in some 
instances suffer less than they would have if they were allowed to die 
(he instances a reference to a case described by Dr. Shaw (1972) where 
a baby was allowed to die by dehydration); and concludes that "the 
doctrine that says that a baby may be allowed to dehydrate and wither, 
but may not be given an injection that would end its life without suf
fering, seems so patently cruel as to require no further refutation." 
(Rachels, 1975A, p. 79) While the argument's principles seem compel
ling, there is, however, a substantial matter of fact at issue here, 
as two of Rachels' respondents noted.

To the Editor: Rachels' arguments fail to prove the moral
identity of active and passive euthanasia because they are 
based upon errors of fact and inappropriate analogies. These 
errors arise from his unfamiliarity with the realities of 
clinical medicine. The physician has a contractual and moral 
obligation to his patient to restore health if he can and, if 
he cannot, to relieve suffering. Relief of pain in terminally 
ill patients, including infants, is a desirable and necessary 
part of treatment. "The process of 'being allowed to die' 
need never be painful," though Rachels implies that it often 
is. In fact, the quotation that he selects from Shaw's arti
cle did not say that the baby was suffering, but that the 
baby's attendants were: its death was "a terrible ordeal for
(the surgeon) and the hospital staff." (Sade & Redfern, 1975, 
p. 863)
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Rachels replies (1975 B, pp. 866-867) by citing an experience that 
Stewart Alsop (1974) had when he shared a room with a terminal pa
tient--the patient was in pain despite injections every four hours 
to relieve pain. The interesting point is that the instance of the 
unfortunate suffering of this terminal patient doesn't disprove the 
Sade-Redfern claim that being allowed to die need never be painful —  
for it may well have been the case that this patient's suffering was 
needless (perhaps belladonna, opiate suppositories, a neurosurgical 
procedure, or even a larger, more carefully titrated dose of whatever 
was being injected, would have relieved the patient's pain). Here 
again, it is evident that the citation of the individual cases in 
conjunction with a principle can't even begin to establish a prima 
facie case. Much less a sound argument, for even if Rachels could 
show that there were some cases in which the suffering could not be 
eliminated by surgery or analgesics, it would not follow that a moral 
methodology countenancing killing would be, all things considered 
(probability of misapplication, secondary effects on relatives, staff, 
referring hospitals, etc., unjustified), better than a methodology 
that allowed patients to die, or better than a methodology that per
mitted only desisting unsuccessful rescue.

XXIV A Proposal

What, then, is to be done? Since what is needed are data, the 
obvious answer is to begin to gather the necessary data. Almost every 
neonatal intensive care unit conducts follow-up studies of various 
sorts. What is required is a study comparing the effects of the dif
ferent moral methodologies now in use.

What sorts of data would be required? Basically, the following:

1. A Determination of the Unit's Moral Methodology

a. Which cases the unit perceives as problematic.
b. What options the unit perceives as open to it.
c. How it decides what to do in these cases.
d. Who is involved in the decision-making.
e. Why the unit believes its actions to be justified (or unjustified).

II. An Analysis of the Effects of the Unit's Methodology

a. Effects on patients (e.g., did they suffer pain).

b. Effects on the patient's family (immediate, one year, 
five years).

c. Effects on the unit staff (e.g., erosion of morale).

d. Effects on the lay and medical community (e.g., referring 
hospitals).
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A systematic comparison of these data should, at a minimum, 
help us avoid some of the less promising modes of action, and aid 
us in searching out the most humane avenues of care. In the absence 
of such information, however, to promulgate a code for neonatal inten 
sive care units (Johnson and Garland, 1976) or to argue that this or 
that methodology is better or worse is, in substance, nothing more 
than a parade of prejudices: well-reasoned prejudices, humanely moti 
vated prejudices, prejudices in the original sense of the term--pre- 
judgments, judgments prior to trial— but prejudices none the less.
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A DIALECTIC OF RELATIONS BETWEEN SELF AND BODY

by Sally Gadow

INTRODUCTION: Dialectical Method

I. Primary Immediacy

A. The Failure of Immediacy in Hegel's Dialectic

B. Lived Body Immediacy

II. The Rupture of Immediacy

A. Freedom and Bondage

B. Ambiguous Mastery

C. Emergence of the Object Body

III. Cultivated Immediacy: Unity of Lived Body and Object Body

IV. Completion of the Dialectic in Aging and Illness

A. The Body as Subject

B. Aesthetic Relation between Self and Subject Body

Introduction: Dialectical Method

The ornate saga that Hegel's Phenomenology of Spirit recounts can 
be construed at its simplest as the series of attempts, failures, and 
successes of mind in establishing identity with its other. At different 
levels in the progression, that "other" assumes various forms, including 
sensible particulars, formal universals, the other person, the material 
world, incarnate deity, and the empirical being of mind itself.

But for Hegel's enterprise to be more than just an intriguing 
moment in the history of philosophy, we must ask how useful his dialectic 
is in enabling us to better analyze contemporary relations between the 
self and its other.
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One relation that has become increasingly problematic, thanks 
to the phenomenological and existentialist critique of dualism, is 
the relation of the self to its body. Let us grant for the moment 
that that critique succeeds in radically undermining the mind/body 
dichotomy by showing that the essence of human existence is embodi
ment, that the self is inseparable from the body, and that philosophy 
can longer address problems of mind and consciousness in abstraction 
from their existential ground, the body. But even when we grant this, 
the problem of the relation between the self and the body is not solved; 
it only becomes more interesting. Body and self, though inseparable, 
are not identical. For consciousness, the body is still the other. The 
task of contemporary phenomenology (heir of Hegelian phenomenology) is 
now to explicate a dialectic of relations between the self and the body, 
a dialectic that ideally results in a unity as comprehensive as the 
identity between mind and its other that Hegel's dialectic develops.

Before turning to that contemporary task of phenomenology, a few 
remarks concerning Hegel's concept of dialectic may be helpful.

Dialectic as a philosophical method is a principle of development.
It is the advance from partial, one-sided knowledge to comprehensive 
understanding, in which each successive level is generated as the spe
cific mediation or resolution of the preceding one-sidedness, and each 
in turn gives rise to a still more complex form of knowing that corrects 
its particular inadequacy. The key to the ongoing movement is negativity 
Within any incomplete understanding or concept, negativity is inherent, 
first in the form of conflict between the unreconciled elements which 
signify, by their opposition, that that level is not yet a unity. The 
second aspect of negativity is its positive character, whereby the first 
opposition, conflict, or one-sidedness is itself opposed and its defect 
transcended. The positive, second negation moves the opposing elements 
from their initial negative relation to a relation of unity.

It must be emphasized that the unity in which the conflict is 
mediated is not a return to the absence of distinction. The new unity 
does not possess the simple oneness the original opposites manifested, 
but incorporates them both as members of a new whole. The movement repre 
sents an advance precisely insofar as it unifies and carries forward in 
the unity those elements initially related only negatively. Differences 
are not subordinated for the sake of harmony, but preserved for the sake 
of truth, where the truth is the whole. They have lost only their nega
tive relation within the more complex unifying relation, the new whole.
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It might be assumed, on the basis of the general formulation of 
dialectic that I have provided, that dialectical movement can be under
stood as a single, selfsame process, uniformly characterizable, for ex
example, as determinate negation, thesis-antithesis-synthesis, recon
ciliation of opposites, etc. But lest such abstraction lead to the 
formalism that Hegel himself deplores, we must recognize that the philo
sophical (concrete) meaning of dialectic depends upon content, not in 
the pedagogical sense in which general description requires illustration, 
but in the sense that the form which negativity takes will depend in 
every case upon the content to be negated, the particular elements to be 
unified. While the dialectic as a basic conception and negativity as 
the principle of the movement have their identity beyond the sheer im
mediacy of change, the movement itself is not a single mechanism identi
cal throughout its operation. Negativity, as a principle of relation, 
is dependent for its meaning upon the content whose form it is.

The movement of dialectical method and its relation to content 
will be illustrated as I describe the advance among levels of relation 
between self and body.

I. Primary Immediacy

In elaborating a dialectic of relations between self and body, the 
same problem confronts us that confronted Hegel, viz., where to begin. 
What level of relation is phenomenologically primary?

A. The Failure of Immediacy in Hegel's Dialectic

For Hegel, the answer is "pure immediacy." The question thus be
comes, Does his concept of pure immediacy provide a suitable model for 
explicating the experience of primary immediacy in the relation between 
self and body? I suggest that it does not, because the level of immediate 
relation of self to body is experienced as an immediacy that is both rich 
and articulate, whereas the immediacy that Hegel describes is empty, in
effable, meaningless--in short, impossible to experience. An examination 
of his view makes this clear.

At the level of pure immediacy with which Hegel begins the dialectic 
in his Phenomenology, the simplest possible relation exists between con
sciousness and its object. Nothing is known about the object beyond its 
mere being as an object of sense. This stage he calls "sense-certainty." 
Briefly, its dialectic unfolds as follows. The simple claim is that 
pure sense experience alone is true —  that is, that only the immediate 
is indubitable, and only the sensuous (particular) is immediate. But 
such an empiricism is, by its own premises, indefensible. The certainty 
attending direct sensuous experience is mute, for any attempt at ex
pression by identifying the indubitable particular sacrifices its imme
diacy. No identification is possible without some degree of characteriza

183



tion or, in Hegel's term, mediation. Even the most minimal charac
terization relates the particular to something else and so alters its 
immediacy.

The dialectic of sense-certainty thus involves the negative re
lation between opposites. The claims on behalf of immediate knowledge 
are immediately self-negating, self-contradictory. In the very asser
tion of immediate certainty, mediation occurs. The knowledge of par
ticulars which is claimed is the exact opposite: knowledge of the most 
abstract universals, which are without any determination except that 
of being the opposite of particularity. The objects of sense-certainty 
are not particulars; they are empty, abstract designations, instances 
of "this, not that." In other words, attempts to identify the immediate 
produce not only immediate mediation, but sheer mediation, no more de
terminate than distinction per se, for the particular that is sought 
turns out to be distinction pure and simple: empty, universal this-ness.

The concept of immediacy that Hegel presents as the first level 
in a phenomenology of relations between mind and its other is not, of 
course, presuppositionless. Immediacy, understood as the absence of 
mediation, assumes a definite meaning of mediation, viz., determination.
For Hegel, truth is comprehension of and identity with the exhaustively 
determined other. A systematic development of that comprehension there
fore must begin with the least true form of relation to the other, that 
is, knowledge that is indeterminate.

Is that notion of immediacy (with the telos it assumes) appropriate 
as the first step of phenomenological inquiry into the dialectic of re
lations between self and body?

The beginning of inquiry in all cases depends upon the telos or con
cept of truth toward which inquiry is aiming. Therefore, the first con
sideration is to make explicit the "truth" about body and self to which 
we would be committed by using the above view of immediacy. That "truth,"
I suggest, would be the scientific image of the body as physical object, 
different from other levels of matter only because of its exquisitely 
differentiated systems and parts - -  a concept long familiar in the tra
dition of dualism. If that concept of the body as fully accessible, ob- 
jectifiable res extensa is accepted as philosophically complete, then 
immediacy would be defined much as Hegel describes it at the level of 
sense-certainty. The relation of immediacy of the self to the body would 
be the ineffable, inchoate experience of one's body prior to any mediation, 
either in the form of scientific understanding of atoms, organs, and 
functions, or in the form of prescientific (mis)understanding of the 
body's movement and feelings. In other words, if we uncritically accept 
the scientist's "object body" as the presupposition and telos of relations 
between self and body, then immediacy has to be defined as the most prim
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itive, impoverished level of relation possible. In immediacy, the 
self is innocent of the truth about the body, viz., its pure object- 
ness. Moreover, any attempt to understand, describe, or attentively 
experience one's own body would annul that immediacy, mediating it 
inexorably in the direction of objective, universal determinations: 
the body that the anatomist and physiologist describe, belonging to 
the dimensions of quantified space and time, and in principle ex
hausted by the categories of science.

B. Lived Body Immediacy

Contemporary philosophy (for example, the work of Sartre, Merleau- 
Ponty, and Scheler) has begun to elucidate the experience of what is 
termed the "lived body," in contrast to the object body. The lived 
body is not an object at all, such as we usually denote by the word 
"body." It is an existential, not a material, mode of being, and thus 
cannot be understood as the opposite of the object body. The lived 
body is a mode (or set of modes) of orientation of the self, a way of 
being in the world. Specifically, it is the consciousness of being 
capable of affecting the world, as well as the consciousness of being 
vulnerable to the world's impact.1

If the lived body were simply the inversion (and precursor) of 
the scientific concept, it would be no more than the silence of the 
object body, that is, the freedom from impairment, the unconsciousness 
of being a body. But these are only negative conditions, whereas the 
lived body is a positive condition. On one hand, it is the conscious 
capacity to act, the experiencing of my actions as one with myself.
The lived body is not the instrument (object) with which I act: it is 
my acting. On the other hand, it is the conscious vulnerability of the 
self in the world, the felt capacity to be affected, injured. In both 
dimensions of the lived body, agency and vulnerability, the relation 
between self and body is immediate. The body is an aspect of the self. 
Between them there is neither distinction nor distance.

The immediacy of the body/self relation that contemporary pheno
menology describes as the lived body is clearly not the same type of 
immediacy with which Hegel begins his Phenomenology. I have suggested 
that the analogy from sense-certainty fails because it assumes too 
much. It implies a theory of the body and its relation to the self 
in which the two are only externally related, so that from the beginning 
the insoluble dualism that dialectic was supposed to overcome is assumed 
as its telos.

The immediacy of sense-certainty also fails as a starting point 
because it acknowledges too little. It overlooks, so to speak, a more 
immediate immediacy, that of the body which points, the self which says 
"this." The lived body is the phenomenological presupposition for sense- 
certainty, the possibility for the self to orient itself in the world,
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aim itself as a body toward a particular. In short, it is the stage 
of pre-thisness. Moreover, the emptiness of immediacy at the level 
of sense-certainty overlooks the articulate immediacy of the lived 
body as precondition for pointing out, moving toward, beholding, grasp
ing, the particulars of sense. Only a body experienced as a unity of 
distinctly felt regions can relate to discrete objects in its world. 
Those regions, of course, are only coincidentally also distinct areas 
described by the anatomist. In the lived body they are differentiated 
solely in terms of the forms of experience of the self in perception 
and movement: they are its repertoire of ways in which it can actualize
its projects and purposes.

At the level of the lived body, the relation between self and body 
is one of immediate unity. Self and body are not distinguished from 
each other. Instead, the distinction which is experienced is that be
tween the unity of the lived body in opposition to its world. In other 
words, the immediacy of the lived body is the immediacy of being-in-the- 
world, of feeling able to affect one's world and be affected by it.

There are thus, within the experience of the lived body, two kinds 
of differentiation: (a) the distinction between affecting and being
affected, agency and vulnerability; (b) the differences among the given 
ways in which the world is both affected and experienced by the lived 
body. At the level of primary immediacy, these internal distinctions 
are secondary to the overriding unity of the self-body in its principal 
focus, that of distinguishing itself from the world. When the focus 
changes, turns inward, that is, when the self-body experiences itself 
as acting upon or being acted upon by, not the world, but a part of 
itself, the primary immediacy of the lived body gives ways to self-dis
tinction or -- in its extreme form -- self-opposition. The primary 
unity divides into self and body.

II. The Rupture of Immediacy

In the new relation, self and body are related in the way in which 
lived body and world are related at the level of primary immediacy. The 
agency/vulnerability distinction has been internalized. Body and self 
are now experienced as acting upon one another, each affecting and 
affected by the other, each in turn determining the other, just as the 
lived body and the world acted upon one another at the previous level.

The lived body was described earlier as the felt capacity to act 
and the vulnerability to being acted upon. The immediacy of that primary 
being-in-the-world is ruptured by incapacity, the experience of being 
unable to act as desired or to escape being acted upon in ways that are 
not desired. The immediacy, in short, is shattered by constraint. The 
lived body becomes conscious of ineptness, limited strength, disabling 
pain —  phenomena arising from within itself and thus giving rise to
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the internal distinction between that part of the (former) unity which 
gives to the phenomenon the meaning of "constraint" and that part which 
is felt to be the origin or site of the phenomenon experienced as im
paired freedom, constraint.

A. Freedom and Bondage

Because freedom -- more accurately, the loss of freedom —  is the 
central theme at this level of relation between self and body, it is 
helpful to examine the dialectic between freedom and bondage as Hegel 
describes it in terms of the "master-slave" relation. Using his model 
as a framework, we shall better understand the relation of opposition 
between self and body in which each in turn achieves an ambiguous 
mastery over the other in attempting to overcome the constraint that 
divided them and thereby to restore their unity.

The level in the Phenomenology that Hegel calls the master-slave 
relation represents the first attempt of consciousness to concretely 
live a relation of unity with its other. It has by now accepted a theo
retical identify between itself and the world; now it must force the 
world to provide confirmation from its side. For that confirmation, an 
object is required that is capable of losing its otherness for conscious
ness (without ceasing to exist). Such an object can only be another 
self, but one whose otherness has been forcibly suppressed, so that no 
fissure remains in the unity of the first self and its world (in the 
form of the other self). That unity, like a circle, can have only one 
center.

The struggle for dominance between the two, each seeking to be the 
center, results in the relation between freedom and bondage, master and 
slave. The defeated one becomes the property of the other and the pro
vider of the material labor necessary for the latter's existence. The 
victor has defied material existence (in risking death) and achieved 
independence of the other (in subjugating the opponent), thereby nega
ting the otherness of both physical existence and the existence of the 
other consciousness.

The relation is not so straightforward as it appears, however, 
for to a degree each of the persons is free as well as bound. The in
dependent one is dependent upon the continued suppression of the sub
ordinate one, as well as dependent upon the latter's continued mastery 
of objects through labor. The dependent one, in turn, achieves through 
physical labor an independence of the given forms of material existence. 
In short, for the independent consciousness, the element of being-for- 
other is overcome only on the condition that a second consciousness 
assume thinghood; that consciousness, in turn, transcends existence as 
being-for-other by acting upon and transforming the world of things to 
which it is confined.
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It is important at this point to clarify the difference between 
the master-slave relation and the immediacy of sense-certainty. In 
sense-certainty, the two relata (particular and universal) were re
lated only externally as mutually exclusive, antithetical extremes, 
neither one affected in any way -- except negatively --by the other.
At the level of master-slave, however, the relation is not so simple, 
nor so negative. The dialectical movement has itself become more com
plex. Form and content have evolved together, and (though not yet at 
the level proposed at the end of the Phenomenology) both are different 
from the level of sense-certainty. Master and slave are indeed opposed, 
but their freedom and servitude are not mutually exclusive opposites.
On the contrary, at this level of dialectic, the two —  though opposed -- 
are mutually determining. Each is positively as well as negatively re
lated to the other. At the level of sense-certainty, the assertion of 
either of the two opposites made the other impossible. In the more 
advanced form of dialectic, the opposing elements make each other pos
sible. The self qua master exists only in relation to an enslaved self, 
and the slave exists only at the mercy of the master.

B. Ambiguous Mastery

How does the master-slave relation elucidate the level of opposi
tion between self and body?

Two structures of the new relation between self and body can be 
clarified using Hegel's framework: (a) the self experienced as free
subjectivity, the body its vehicle and instrument, serving the will of 
the self as does the slave its master; (b) the inversion of that re
lation: the body rebels, refuses to function, and through that asserted
independence, the former master —  the self —  becomes the slave.

Hegel himself illustrates the dialectic of freedom and bondage 
with respect to the relation between body and self. Concerning, first, 
the ambiguous freedom of the self, he observes:

I must give my body its due, must take care of it, . . . 
and must not therefore despise it or treat it as an enemy.
It is just by neglecting or even ill-treating by body that 
I would bring myself into subjection to it . . . for in this 
way I would make it into something —  despite its identity 
with me —  negative towards me and consequently hostile, and 
would force it to rise up against me.2

The self has no freedom apart from an acknowledgment of its bonds to 
the body.
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The same ambiguity is found in the body. It is free to "rise 
up against me," to act, in other words, like a self and not an object.
But that freedom to oppose depends in turn upon the self. The actions 
of the body are infused with meaning (such as "opposition to me") only 
in relation to the values of the self. In short, the self makes pos
sible the body as meaning. Concerning this ambiguous freedom of the 
body, Hegel remarks:

The immediate portion of body is a particular possibility 
for a specific aim. . . .  To mould such an aim in the or
ganic body is to bring out and express the "ideality" which 
is implicit in matters always.3

Merleau-Ponty captures this dialectic between the anonymous, intractable 
objectness of the body and its ideality as self:

What enables us to center our existence is also what prevents 
us from centering it completely, and the anonymity of our 
body is inseparably both freedom and servitude . . . The am
biguity of being in the world is translated by that of the 
body.4

A relation between self and body in which the two are not only 
distinct but opposed —  each one alternately master and slave -- is, 
dialectically speaking, an advance beyond the primary immediacy of the 
lived body in which being-in-the-world is limited to its given forms 
and is shattered by any constraint. But the advance is not yet complete. 
At the level of freedom and bondage, body and self are not yet a restored 
unity, that is, a relation of full mutuality. The self either controls 
the body, through discipline, habituation, training, or is controlled by 
it through illness, awkwardness, disability. In either case, the re
lation is one of implicit struggles: I will master this difficult musical 
instrument; I will not give in to this headache. Body and self are in
evitably at odds with one another.

C. Emergence of the Object Body

The body that distinguishes itself from the self at this level, is, 
of course, also distinct from the lived body. The lived body, in fact, 
could as accurately be called the lived self, since it is an immediate 
unity in which body is not distinguished from self. With the rupture 
of that unity, the first experience of body (as distinct from self) 
occurs.

The meaning of this first experience of the body's distinctness 
from the self is, as indicated earlier, "constraint." The body is the 
part of the self considered to be the source of impediment -- the force 
that must be governed, the too meager strength, the pain that destroys
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purpose. In contrast to the lived body unity, the body at the present 
level of struggle and subjugation is the object body. "Object" refers 
here, not to the theoretical body that the anatomist dissects and classi
fies, but to the existential otherness of the self, the phenomena of 
sheer heaviness, recalcitrance, which it experiences within itself and 
which interrupt its projects. The body is not yet the abstract category 
of object that the scientist conceptualizes. It is the concrete object- 
ness, otherness, of the self for itself. In this sense, the child who 
knows nothing of muscles and categories experiences the object body in 
trying to extend three fingers while flexing the fourth. Similarly, the 
adult who knows nothing about the neuro-anatomical body experiences the 
existential object body in using the arms to lift a paralyzed leg.

The object body thus has its own character of immediacy. It is the 
disruption of the self/body unity by the experience of otherness within 
oneself. Until that otherness arises, the experiential distinction of 
body from self does not emerge. The object body is not a theoretical 
entity which at times becomes associated with concrete phenomena; an 
abstraction cannot feel heavy, unwieldy, ungovernable. On the contrary, 
feelings such as heaviness or pain constitute the experience of "body," 
rather than a previously abstracted body becoming painful, cumbersome, 
etc.

In summary, the object body emerges out of the primary unity of 
the lived body as a consequence of constraint, that is, the experience 
of feeling encumbered by oneself in being-in-the-world. Fatigue pre
sents  m e  w i t h  m y  b o d y ,  n o t  vice versa.

The second way in which the object body emerges out of original 
immediacy is a consequence of feeling encumbered by oneself in being-for- 
others. Recalling Sartre's example of being observed in an act believed 
to be secret, shame presents me with my body. Out of my unselfconscious 
being-in-the-world, the object body is constituted through my experience 
of exposure. I am encumbered, constrained, by the fact of my being-for- 
others, the fact that I, like all objects, can be perceived. I cannot 
divest myself of my visibility, my vulnerable objectness for others.
When that necessity of being-for-others as an object of their perception 
interferes with my projects, I lose the immediacy of being at once body 
and self, and become a self betrayed by a body.

In different terms, the body is the encounter of the self as lived 
body with the limits of its free subjectivity, the encounter with its 
internal other. In the immediacy of the lived body, the element of 
otherness is experienced only externally, as the world over against the 
unity of the self. In the object body, the self/other distinction has 
become an internal one: the objectness or otherness characteristic of
the world has appeared within the self, in the same form in which it 
formerly separated world from self, viz., as that which acts upon the
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self and is acted upon by it. It is the experience of being determined 
by the other (or determining the other in order to avoid being determined 
by it) which, internalized, gives rise to the distinction between self 
and body. Moreover, that distinction initially has the form of opposi
tion, because the body that emerges has the character of object body, 
that is, the other, the not-self.

With respect to the distinction between world and self, the (object) 
body is as much a part of the world and its objects as it is a part of 
the self. The attempt at restoration of unity between the self and its 
body can therefore take two directions, the first of which amounts to a 
renewed opposition, the second a unity: (1) Abstraction from that in
trinsic ambiguity of the existential object body (as belonging to both 
world and self) produces the theoretical object body of the sciences, 
which belongs unambiguously to the world rather than the self. This 
direction amounts only to a reenactment of the dialectic of freedom and 
bondage, at the level of theory instead of action. The self now attempts 
conclusively to master the body by scientifically comprehending it, that 
is, relegating it to the abstract world of pure objectness and reducing 
it to categories. Merleau-Ponty emphasizes the loss that this outcome 
represents: "The body, as a chemical structure or an agglomeration of
tissues, is formed by a process of impoverishment, from a primordial 
phenomenon of the body-for-us, the body of human experience."6 (2) The 
endeavor to develop the self through rather than in spite of its element 
of objectness preserves and at the same time transcends the ambiguity of 
the object body as belonging to both world and self. This direction in
volves the cultivation of a lived unity between self and body by means, 
not of the self acting upon the body (mastering it), but acting in more 
articulate ways upon the world through the body, precisely because the 
body has shown itself to be part of the world as well as part of the 
self. In contrast to the movement toward abstraction and greater opposi
tion, the second attempt recovers the concrete unity of self and body 
that is disrupted at the level I have designated as "freedom and bondage." 
The new unity is achieved by the self living more fully and articulately 
in and through the body (instead of abstracting from it) —  a possibility 
that exists only because the self has now encountered the aspect of object
ness within itself, viz., the object body. Within the experience of the 
object body there appears both the loss of the original unity and the 
means of recovering it at a new level.

It is the new form of unity that now must be elaborated.

III. Cultivated Immediacy: Unity of Lived Body and Object Body

The first level of relation between self and body was described 
earlier as the lived body experience in which self and body are not dis
tinguished, though other fundamental distinctions are present. The lived 
body is not an indeterminate immediacy, but is richly diverse in its modes
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of perceiving and acting upon its world. Those modes, however, are 
given to it. The lived body does not develop them to suit its own 
unique aims and projects; it simply finds them. More accurately, it 
is those modes, and as lived body it has no others. Thus, when any 
of the given forms of experience is inadequate for achieving one's aim, 
because it is still crude, or it has been impaired, the "natural state" 
of primary immediacy becomes itself a constraint.

The second level of relation between self and body represents the 
attempt to overcome the inherent limitations of that naturalness. The 
experience of immediate unity becomes the struggle between self and 
body —  the struggle to develop modes of acting and perceiving that 
surpass the given modes. The runner who wants to increase her endurance 
develops her aerobic capacities beyond their given level. The singer 
who wants to extend his range of control develops his voice beyond its 
natural capacity. The self must master the object body or remain limited 
to the given capacities of the lived body. But even in mastery, the 
bonds to the body persist. The object body is the aspect of the self 
whose capacity must be stretched, redirected -- whose limitations, in 
other words, must be limited. The relation between body and self at 
this level is thus one of mutual determining, but so far only negative 
determination. Body and self are experienced as mutually limiting, but 
not yet mutually enabling.

The third level, which I shall call cultivated immediacy, is the 
reuniting of self and body by transcending the negativity of the struggle 
for mastery. At the new level self and body are experienced as still 
distinct (unlike the experience of primary immediacy) but no longer opposed. 
They are mutually determining now in the positive sense of mutually enabling 

.

Using Hegel's dialectic again as framework, the difference between 
the levels of opposition and unity (II and III) can be conceptualized 
in the following way. In II, self and body are related as thesis and 
antithesis, each the necessary but limiting counter of the other. I am 
able to dance only because my body cooperates, but at the same time I 
am limited by the body's capacity —  given or developed —  to execute 
only certain movements and not others. As opposing elements, body and 
self remain only externally related, each a reality basically independent 
of the other: if mastery of the body is impossible, I can disown it, for
though it is needed for various projects of the self, it is inessential 
to the fundamental reality of the self. At the level of unity (III), on 
the other hand, body and self are experienced as so essential to each 
other that the distinction between them becomes secondary to their unity.
The otherness that the self experiences as the (object) body is now affirmed 
as necessary for the full development and articulation of the self, and 
thus for the reality of the self.
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An example of the new level of unity is the effortless, "natural" 
exercise of a skill or capacity developed at the previous level. The 
process of learning the skill, developing the new ability, is itself 
an experience belonging to the level of mastery. But the culmination 
of the training -- the free and unconstrained use of the new capacity -- 
recovers the immediate unity of self and body that has been destroyed.
The easy use of a learned skill overcomes the rupture caused by the de
liberate effort at mastery, achieving in effect a new naturalness, one 
not given but created. The self/body is now articulate not only with 
respect to the different capacities that are given to it as its original 
forms of perception and movement, but also with respect to additional, 
learned capacities that have been acquired through the struggle of 
mastery and submission, but which are now exercised as immediately as 
if they were originally given. The opposition between self and body was 
essential for the mastery to be achieved and the limitation transcended, 
and the overcoming in turn of that opposition is equally necessary for 
the further level of cultivated immediacy to be achieved.

IV. Completion of the Dialectic in Aging and Illness

In the preceding sections I have proposed a conceptual framework 
within which to view the different relations between self and body. It 
may have seemed that the dialectic I describe is applicable to only 
"normal" bodies (if not also to only "normal" selves). I shall now sug
gest, however, that the progression through primary immediacy and self
body opposition to a new, immediate unity is a framework even more 
necessary for elucidating "nonnormal" than "normal" self-body relations.
In experiences such as illness and aging, for example, not only is the 
dialectical view as applicable as in health and youth, but it is uniquely 
useful in elucidating phenomena that trouble us because of their apparent 
disruption of self-body unity.

Although in our culture aging is typically considered a subcategory 
of illness, I shall consider aging an essential (rather than pathologi
cal) form of the dialectic I have proposed, and shall consider illness 
a subtype of that form, an experience in which the dialectic that is 
consummately expressed in aging can at times occur apart from aging. On 
this view, then, the dialectical meanings that seem to make aging an 
essential part of an ideal human existence are equally possible in ill
ness. Indeed, any experience of illness can be regarded as the learning 
to live that form of experience which -- though in early life only epi
sodic -- in aging becomes thematic.

The general question I now want to address is thus, How does the 
dialectic of lived body immediacy, self-body distinction, and created 
self-body unity elucidate experiences of aging and illness? Specifically, 
how is the dialectic further developed in those experiences? Finally, 
and most important, What is the significance of that development for human 
experience? What is the alternative to the view of aging and illness as 
antithetical to ideal human existence?
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A. Body as Subject

The overall progression among the three levels of self-body relation 
is equally possible in aging, youth, illness, and health. The crucial 
difference in aging and illness, however, as opposed to youth and health, 
is the form in which the self-body distinction arises from lived body 
immediacy, and the way in which the distinction is in turn incorporated 
into a new unity of self and body. That difference, elaborated below, 
can be summarized as the importance, in aging, of the "subject body" 
rather than the object body.

The distinction between self and body has so far been described as 
opposition. The experience of the body as opposed to the self, the body 
as object, emerges out of lived body immediacy in the encounter with 
one's limitations, the feeling of being encumbered by oneself and pre
vented from acting without constraint. The body at that level is the en
counter of the self with the limits of its free subjectivity: the body
is not only object but obstacle. The resolution of the self-body opposi
tion thus occurs in a specific way. The self masters the body, endeavor
ing to overcome its limitations by extending given capacities and culti
vating new ones.

The emphasis so far has been upon the self, as freely positing 
its projects and cultivating the body so that it conforms to those 
aims. Positive determination, in other words, occurs only in the 
direction of self to body. Determination from the side of the body 
is experienced as negative (limit, constraint) and furthermore as 
secondary to the determination that can be imposed upon it by the 
self. The body contributes to the projects and actions of the self 
only instrumentally, at best, and obstructively, at worst. It does 
not contribute positive determination toward the original formulation 
of the projects themselves.7

In sum, the body is regarded, not as a subject able to generate 
its own aims and purposes, but as the material and the means whereby 
the self enacts its aims. The body-self opposition is thus resolved 
precisely to the extent that the self succeeds in transforming the 
given limits (which at this level are the body) into trained, responsive 
capacities. In terms of freedom and bondage, we can say that the op
position is resolved unilaterally, at the price of the body's agency.
The body is not affirmed as itself a free subject, but remains object 
body, though now so finely tuned to the aims of the self that the two 
are able to act in immediate unity.

The prevailing negative view of aging and illness can be under
stood in part as the insistence upon this incomplete, unilateral dia
lectic of only the object body. On the negative view, the body is
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seen as increasingly object and obstacle of the self, to the point of 
appearing no longer passively resistant but actively hostile to the 
self. Regarding the body in this way, as only object body, we are con
fined to the alternatives of the body as instrument or oppressor. 
Therefore, with the decrease in the body's compliance as it "fails" to 
respond to the directions of the self in aging and illness, it is in
evitably felt as the oppressor. It demeans and humiliates the self, 
refusing to perform basic functions reliably. It dictates prohibitions 
and destroys possibilities. It undermines even the ability of the self 
to envision new aims and projects.

On that view, aging and illness are simply extreme situations of 
breakdown in the self-body unity, breakdown that is inevitable when 
the unity has been achieved only through mastery of the object body.
In the context of that view, furthermore, the only remedy for the now 
insoluble opposition that the breakdown produces is disengagement. The 
self, losing control of the existential object body, can attempt to 
master the theoretical object body by scientifically comprehending its 
abstract objectness. At the same time, the self can also disengage 
concretely from the unwanted, oppressive body by negating its "mine- 
ness" in emotional and perceptual terms.8 Neither level of detachment, 
however, reinstates the self as master, for the self-body dualism has 
become final. As long as it is solely the object body with which the 
self united, the changes that the body inescapably undergoes as a finite 
object steadily erode that unity until it is irrecoverable. Subsequent 
renunciation of the body, in theory or in value, only betrays the power
lessness of an emperor without a kingdom.

I have described the mastery of the object body as both essential 
for the development of a self-body unity and inadequate as the sole 
basis for that unity. The negative view of aging and illness illus
trates the inadequacy, viz., the insuperable opposition between self 
and body to which we destine ourselves by the concern for the body only 
as object, the body as either instrument or encumbrance and oppressor 
of the self.9

In the one-sidedness of concern for only the object body, the con
sideration that is missing is the body as a being in its own right. It 
is that body, which I shall call the subject body, which emerges (when 
allowed) in experiences of illness and aging. Moreover, it is only by 
complementing the mastery of the object body with equal attentiveness 
to and cultivation of the subject body that a dialectically complete 
self-body unity can be achieved, one that does not require continuing, 
unilateral conformity of body to self.

For the perspective of the self mastering the body, illness and 
aging have the character of insurgence: the body rebels, the self is 
thwarted. If, however, we suspend that view of the body as object of 
mastery, a different character emerges: the body in illness and aging
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insists, not that the aims of the self be surrendered, but that its 
own reality, complexity, and values be supported. The acceptance of 
that insistence as valid is the acceptance of what I have termed the 
subject body. That is, when the body is experienced as subject, it is 
considered a part of the self (the emotional, intellectual, etc.). The 
subject body is not the body as substratum and precondition of the 
self, nor is it sheer material for expression of the self: it is part 
of the self, not its precondition or expression. It is, in other words, 
capable of those activities which distinguish self from object. It can 
formulate and enact aims, purposes, value, meaning. Its aims may, of 
course, seem opaque to other parts of the self, but that is the nature 
of complex selves. The values of the emotional self are often opaque 
to the intellect, while the projects posed by the intellect may not be 
immediately accessible to the emotions.

The contrast between object body and subject body can be illus
trated by the difference, for example, between experiencing a phenomenon 
such as shortness of breath as a limitation upon activity that might be 
alleviated with proper conditioning, or an expression -- a symbol -- 
of the body's own perspective on the value of activity, speed, endur
ance. The slowing of the aging body thus can have either negative or 
positive meaning, as either the inability to move as quickly as the 
object body was once conditioned to do, or as the new capacity for 
"opening time," that is, for exploring experiences "not in their linear 
pattern of succeeding one another, but in their possibility of opening 
for us entire worlds in each situation and each person encountered."10 
By "positive meaning," then, is meant a consideration of the particular 
phenomenon (such as slowing) as the body's expression of its own de
termination, aim, or purpose. The phenomenon, in other words, has 
positive rather than negative meaning when it is regarded as the symbol 
for a value -- a value that the body may or may not have in common with 
other parts of the self, but which is regarded as being as worthy of 
consideration as the values communicated by any other dimension of the 
self.

The phenomenon itself is not the value, but the expression of the 
value. Thus, by positive meaning is not meant the acceptance of every 
phenomenon of the body as desirable or even tolerable. The fact that 
a child's crying to be comforted or fed expresses the value of nurture 
does not mean that the crying itself is a good that ought to be sustained. 
On the other hand, meaning is not limited to the narrow view that inter
prets every disruptive bodily phenomenon as signal of "something wrong." 
The very notion of abnormality, in fact, presupposes that it is the 
object body that is being considered, since the subject body is the 
source of its own determinations of "normal," and only as object is 
the body judged by standards outside itself (including standards 
applied by other parts of the self).
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I have emphasized that the subject body is part of the self, but 
it is only a part. A priori, its values have no greater claim than 
those of other parts of the self; they may in fact violate previously 
accepted values, such as freedom from pain. The subject body is not 
the new master in the self-body relation, imposing its determinations 
upon the self with absolute finality. The difference in the relations 
of object body to self and subject body to self is not a reversal in 
the direction of power, such that in the latter relation the body governs 
and the self relinquishes its own aims. To this extent, the two types 
of self-body distinction are not symmetrical (each the inversion of the 
other). The subject body is, dialectically speaking, an advance over 
the object body, because mastery and submission are no longer involved. 
The self does not become the object of the body-as-subject; it remains 
subject.

We can thus describe the new relation between self and subject 
body as one of intrasubjectivity. The self recognizes the body as 
another manifestation of selfness -- moreover, the one that is the most 
difficult to understand, if it is not until aging that the subject body 
is acknowledged. Since it is, in fact, often only in aging that the 
body is acknowledged to be a part of the self and of one's intrasubjec
tivity, an analogy can be drawn between the subject body and the intra
family situation of the child. The child expresses himself with what
ever means are at his command developmentally, and much of that ex
pression is indecipherable to adults until they have learned to under
stand, as the child learns to communicate. Adults have the advantage 
only because of their longer experience in expressing themselves, and 
thus their values may tend to prevail until the child becomes more 
articulate (and the adults more perceptive). But the child's reality 
as a subject, of equal value with every other person in the family, is 
not challenged (granting that he is as much a self as is an adult). The 
child is hampered from acting as a full partner in the family only by 
the relative inability to make himself understood.

The subject body that does not emerge until aging must, like the 
child, deal with partners -- other parts of the self -- that are 
accustomed to only their own developed forms of communication. Just 
as that difference in forms of expression is not reason to discount the 
values proposed by the "newest member," so it also is not reason to 
mystify and revere the one whose symbols seem opaque. The subject body 
is no more justified in dictating its values to the rest of the self 
than is the family in elevating the child to a position of tyranny. It 
is the nature of the relation of intrasubjectivity between self and 
subject body that neither one is object, neither one is subjugated.
One may simply appear less immediately accessible than the other.
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The analogy illustrates another feature of the relation between 
self and subject body, the process of mutual learning that is required. 
The child's difficulty in making himself understood is not solely a 
function of developmental differences between child and adult -- a 
view that would locate the "inability" in the child. The difficult 
communication is equally a function of the adult's inability to com
prehend. Both partners in the attempted dialogue must develop, in 
order for the one whose symbols and speech are unfamiliar to be under
stood.

The subject body in illness and aging speaks an unfamiliar lan
guage. For the density of its communication to become lucid, develop
ment is necessary on all sides: other parts of the self must learn
how to attend to and interpret the body's symbols. That learning, of 
course, is the opposite of the training imposed upon the body by the 
self during the process of mastery. Now, the self must learn to 
listen, be attentive, and acquire complex ways of responding -- pre
cisely the qualities previously demanded dictatorially of the body 
in relation to the aims of the self.

The necessity that learning occur on both sides means that the 
body too, as a subject, must develop, just as other parts of the self 
must. The subject body is not, any more than the child, a fully com
posed reality simply awaiting greater powers of articulation to enact 
its selfness. It is for this reason that the terms in which it is 
perceived and understood cannot be solely (if at all) the exact terms 
of physio-anatomy with which the clinician approaches the body. The 
preestablished classifications of science presuppose a body whose 
reality either is already fully established or is developing along a 
typifiable course (deviations from which constitute pathology). But 
that is not the kind of reality that a subject develops, and thus 
categories that comprehend only a fixed, predeterminable object are 
inadequate for perceiving and interpreting the development of the body 
as subject.

In effect, scientific language is inadequate for describing the 
subject body because it is designed to express only a finite reality 
and its finite meanings. As self, however -- that which develops its 
own reality and meanings -- the body is infinite. It is not of course 
infinite as object, able to transcend the givens of space and time.
Its infinity is the infinity of self, that which transcends the limita
tions of determinateness per se, the "absolute concept" which Hegel 
describes as

the ultimate nature of life, the soul of the world, the 
universal life-blood, which courses everywhere, and whose 
flow is neither disturbed nor checked by any obstructing
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distinction, but is itself every distinction that arises,
as well as that into which all distinctions are dissolved.11

B. Aesthetic Relation Between Self and Body

If the subjectness of the body cannot be captured in the finite 
distinctions of scientific thought, how then are we to comprehend it?
In the language of immediate sensation, the "symptom" language of pain, 
warmth, heaviness, emptiness, etc.? In the mute immediacy with which 
the mystic communes with the body?

If we are to envision a dialectically complete relation of self 
to body, it would seem that we are driven to seek an approach to the 
body as subject that transcends both the finite forms of objectivity 
and the formless infinity of pure subjectivity. I should like to ex
plore the possibility that the subject body can be best understood not 
as object of science, sensation, or meditation, but as object of aesthe
tic relation -- that is, as aesthetic object.

The reappearance of the term "object" here, just as we are con
sidering the subject body, is not insignificant. For, though the 
body is infinite subjectivity as part of the self, it remains object; 
it expresses the ambiguity of belonging to both the self and the 
world. Although, like the aesthetic object, the subject body is the 
body qua meaning, a composition of symbols and forms, it is always 
body as well as symbol, object as well as meaning. It is not trans
figured by its meanings into sheer spiritual existence: it remains
a medium in which incapacity and pain are felt.

The earlier discussion of the subject body has in effect supported 
rather than dissolved the ambiguity. At the very point at which, for 
example, we acknowledge a son as a full being in his own right, capable 
of full participation in the life of the family, we also affirm his 
capacity for complete otherness, for deliberate withdrawal and dis
engagement from the family. Similarly, with the acknowledgment of the 
body as a being with its own inner reality, its own subjectness, values, 
and symbols, there is reaffirmed at the same time the essential capacity 
for otherness which the body never loses -- which in fact it only de
velops further with the emergence of its character as subject. In short, 
as the body becomes a more articulate part of the self, it becomes a more 
articulate other self.

It is that renewed ambiguity, now at the level of the subject body, 
which necessitates the use of a concept such as "aesthetic object," a 
concept that transcends the one-sidedness of both scientific objectivity 
and infinite subjectivity in relating to the body in aging and illness.
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The relation between the individual and the aesthetic object is 
itself a problem that philosophers of aesthetics have not resolved.
I shall not attempt a resolution here, but simply point out how the 
aesthetic relation might be explored as the model for a dialectically 
complete relation between self and body. Further analysis and reflection 
beyond the scope of this paper will be required to elaborate the appli
cation of such a model.

A brief description of the aesthetic relation can be suggested as 
a preliminary formulation, in order to then consider how the aesthetic 
model might be further explored in relation to the body in illness and 
aging. In the aesthetic relation, both the individual and the object 
are developed, but without being fully developed, incapable of further 
determination. If either one is too undeveloped aesthetically or is 
so completely formed that further determination destroys it, aesthetic 
relation is impossible. Moreover, the individual takes care not to 
violate the freedom of the object by involving it in the service of the 
self, yet the self becomes fully involved in response to the claims of 
the object. If the freedom of the object or the attentiveness of the 
subject is impaired, aesthetic relation is diminished accordingly. If 
the subject is incapable of being affected by the object (because the 
subject is either underdeveloped or overdeveloped aesthetically), then 
the necessary regard for an immersion in the reality of the object be
come impossible. Conversely, if the object is too overformed or un
formed to offer new meanings to the subject, it has no intrinsic claim 
upon the subject. In either case, the relation between them is reduced 
from freedom to force: the object must compel the subject's attention,
or the subject must master the object, re-form it in order to force 
meaning from it.

The aesthetic relation can thus be tentatively summarized as a 
complex balance of form and freedom, in which both subject and object 
reciprocally affect and develop each other, the subject responding 
freely to the values expressed by the object.

The question that now seems to merit extensive inquiry is this:
How can the aesthetic relation, when fully elaborated and understood, 
elucidate the relation between self and body, specifically, the relation 
between self and subject body in aging and illness? Rather than pro
posing an answer at this point, I should like to consider an example 
of how that exploration could begin. To do so, I shall only point to 
one of the features of the aesthetic relation, without examining it 
exhaustively, in order to suggest some implication for the self-body 
relation.
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Briefly, one aspect of the aesthetic relation is the concentration 
upon the object (either in contemplating or creating it) with such 
centeredness in the object that profound emotional as well as 
lectual commitment to the object evolves. That is, the individual comes 
to regard the object as worthy of being sustained (or created) in con
tinuing relation to the self because of its own, intrinsic value (n o t  
its utility to the self). The object is valued in its wholeness; no 
element of it is demeaned by being judged insignificant to the integrity 
and meaning of the whole. Nor is any aspect too minute to merit intense 
regard to ascertain its possible meanings. Finally, no element is so 
simple that its meaning is "self-evident": there are no "literal mean
ings" because there are no a priori meanings, just as there is no element 
without meaning.

The regard for the aesthetic object that I have called "commitment" 
is the concern for discovering, preserving, and developing the possi
bility for meaning of the object. It is precisely that concern which, 
directed toward the experience of one's body (as distinct from the con
cept and the image of the body), distinguishes the subject body from 
the body as object -- instrument or oppressor. Only toward the body 
as aesthetic object can one sustain a relation of nonpragmatic regard,
in which the body is neither revered nor despised, neither feared nor 
mastered. In short, only on the basis of aesthetic regard for 
body, as a being in itself and for itself -- not simply a being for 
others, can the self engage with the body in a relation of intra-
subjectivity.

The opportunity for concentration upon the body, and thus for 
aesthetic regard toward the body, is pronounced in aging and illness. 
The body establishes itself in the foreground of attention, insistently 
reappearing out of the background of mute immediacy until it engages 
our full concentration. Thus the body as object of concern seems to 
replace the lived body -- inexorably in aging, intermittently in ill
ness. But to exactly the same degree that the body becomes object of 
concern, it likewise becomes potentially subject body -- body as object
of aesthetic regard. From the point of view solely of the body a s  
object of mastery, we must say that in aging the body withers, loses 
its vitality and capacity to respond. From the point of view of the 
body as aesthetic object, however, the aging body can be experienced 
as the richest reality of forms and meanings that can be imagined.

I have discussed elsewhere12 some of the possible meanings 
the aging body expresses as an object of aesthetic regard (as opposed 
to the aging body as a clinical or socioeconomic entity). In that 
discussion I suggest that the "facts" of the body in aging can be 
seen as symbols rather than finalities -- symbols of values and meanings 

 of the experience of the person as a whole in aging. For ex
ample, one of the realities of aging is the alteration of smooth sur
faces and straight lines, as skin wrinkles and roughens, posture be
comes curved, and memory winds around itself. As symbol, these
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the finer articulations that are possible in the person 
for whom reality has become many-layered, folded upon 
itself, woven and richly textured, a reality no longer 
ordered in the more familiar linear fashion, but now a 
world filled with leaps, windings, countless crossings, 
immeasurably more intricate and perhaps also more true 
than the world of one dimensional thought and self-evident
distinctions.13

A careful application of the aesthetic model to the self-body 
relation in aging would have to address not only the typical processes 
of aging, but the much broader problem of how one is able to develop 
aesthetic regard for all of the body's phenomena -- above all, those 
which elude typification, for the unique way in which each individual's 
body shapes itself in aging can hardly be portrayed in such general 
classifications as "slowing," "wrinkling," etc. It is for this reason 
that a consideration of the body in illness is crucial in understanding 
the ways in which the body can be the object of aesthetic regard, for 
in illness -- as in aging -- the subject body expresses itself as a 
reality with its own meanings, values, and purposes. Illness can thus 
be addressed ideally as an experience essential in human existence, the 
possibility for learning to live in aesthetic relation to the body, in 
preparation for the sustained relation to the body as aesthetic object 
that becomes possible with aging.

It would seem, then, that from the body in aging and illness we 
shall learn most about the dialectical completion of the self-body 
unity, viz., the aesthetic relation between self and body. Finally, 
that investigation of the subtle complexity of the body as aesthetic 
object should suggest to us increasingly refined forms of concern for 
the body in aging and illness -- concern that incorporates but also 
transcends the unconcern of the lived body and the clinical care of 
the object body.

phenomena seem to express
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NOTES

1. I am grateful to J. Melvin Woody for his insistence upon the
vulnerability of the lived body, elaborated in "Helping the 
Patient Survive: Some Remarks on Prof. Sally Gadow's Paper
'Existential Advocacy: Philosophical Foundation of Nursing'"
(prepared for the Four-State Regional Project on Nursing and 
the Humanities, University of Connecticut Health Center,
Farmington, CT., November 1977).

2. Hegel's Philosophy of Mind (Part Three of the Encyclopaedia
of the Philosophical Sciences), William Wallace, trans., Oxford, 
Clarendon Press, 1971, p. 145 (emphasis added).

3. Ibid., p. 142.

4. Merleau-Ponty, Phenomenology of Perception, Colin Smith, trans.,
New York, Humanities Press, l962, p. 85.

5. Plugge describes the phenomenon of encumbrance which characterizes
the existential object body (which he calls the phenomenon of the 
bodily as physical —  as distinct from the abstract concept of 
the bodily as physical): "the shift toward the material appears
identical with the transformation of the bodily as live into some
thing to be born, dragged along, an onus and onerousness." See 
Herbert Plugge, "Man and His Body" in The Philosophy of the Body: 
Rejections of Cartesian Dualism, Stuart F. Spicker, ed., Quadrangle/ 
The New York Times Book Co., 1970, pp. 293-311.

6. Merleau-Ponty, op. cit., p. 85.

7. The young child whose body seems to propose for itself the projects 
of learning to walk, climb, etc., illustrates the level of lived 
body immediacy in which body and self are not yet distinguished, 
even though struggle and mastery are apparent. The struggle there 
is between lived body and world, between the child who wants to 
climb and the objects which may not submit to being climbed.

8. Moss describes the emotional disengagement from the body in persons
who seek surgical treatment for extreme obesity. See Donald McKenna 
Moss, "Distortions in Human Embodiment: A Study of Surgically
Treated Obesity," presented to the Society for Phenomenology and 
Existential Philosophy, New York, December 1977.

Schilder extensively documents the perceptual negation of body 
parts, in Paul Schilder, The Image and Appearance of the Human Body, 
London, Kegan Paul, Trench, Trubner & Co., Ltd., 1935, p. 138 ff.
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9. Concern for the lived body, of course, cannot be an alternative, 
since the lived body is the immediacy prior to the very distin
guishing of a body about which one could be concerned.

10. Geri Berg and Sally Gadow, "Toward More Human Meanings of Aging:
Ideals and Images from Philosophy and Art" in Aging and the 
Elderly: Humanistic Perspectives in Gerontology, Stuart F.
Spicker et al., eds., New York, Humanities Press, 1978.

11. Hegel, The Phenomenology of Mind, J.B. Baillie, trans., New York, 
Harper and Row, Publishers, 1967, p. 208.

12. Berg and Gadow, op. cit.

13. Ibid.
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MEDICAL PATERNALISM

by Rosalind Ekman Ladd

We might wonder why it is that when we go to a lawyer we get 
his advice, but when we go to a physician we get the doctor's orders. 
Why is such a paternalistic relationship considered justified in the 
medical context, but considered grossly out of place in other con
texts? What is it that explains why a person allows himself to be 
put in such a relationship to a physician, whereas in all other areas 
of life he considers himself competent to make his own decisions?

I want to call attention here to some of the assumptions under
lying our conception of the doctor-patient relationship that help to 
explain (though not justify) our acceptance of its paternalistic 
character. In the second part of the paper, I discuss, in two specific 
instances, some paradoxes in reasoning that result from the concept 
of medical paternalism.

I .

One very common assumption is that medicine is a science, that 
the physician is a professional in command of a body of knowledge, 
and that he knows what he knows in the same way other scientists know 
their own body of scientific facts. In the actual practice of medi
cine, however, the situation is much more complicated than this; the 
physician's knowledge is a combination of some facts, which constitute 
a "knowing that," some highly specialized skills, which are "knowing 
how," and in the case of a good diagnostician, a certain amount of 
educated intuition. In many respects medicine is more correctly cate
gorized, as Plato claimed, as an art. The role of judgment and the 
element of uncertainty are explicitly recognized when we ask for a 
second medical "opinion" from a consultant.

Whether we take our medical examples from the area of well- 
established practice, say the diagnosis and treatment by surgery of 
a diseased appendix, or from the area of less well-defined medicine, 
such as cancer chemotherapy or psychiatry, helps determine the role 
the patient is allowed in decision-making. If the doctor says, "You 
have a ruptured appendix and if you don't have immediate surgery you 
will die," few patients would think it makes sense to mull over the 
decision or challenge the doctor's authority. If, on the other hand, 
the physician says, "You have incurable cancer and you have a choice 
between two equally unproven drugs," then the patient might rationally 
assert his own preferences based on what is known of the likelihood 
of effectiveness, side effects, etc. Looking at medicine as a whole,
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as something less than a full-fledged science with miracle drugs to 
treat every disease, discourages the paternalistic model of physician- 
patient relationship.

A second assumption that is easily made is that the physician 
and the patients always share the same goal, namely, curing disease 
and saving or prolonging life. This assumption is often the result 
of the failure to distinguish between means and ends. This is a 
distinction which we see clearly when we seek the advice of a lawyer. 
You tell your lawyer that you want a divorce, and you get his advice 
on the best way to obtain it. You tell him that speed is more im
portant to you than money, and he advises you on the best way to 
achieve this. It is the client who sets the goal, the lawyer who 
uses his expertise to set out the means.

If we were to adopt the model that sees the role of professional 
only as setting out means, and save for the role of the client the 
decisions concerning ends, we could see more clearly that there are 
choices to be made concerning ends. Although you may wish, in the 
abstract, to have straight, white, movie-star teeth, you may choose 
to go without orthodontic work and use that money for your college 
education instead. Although you wish to prolong your life, you may 
not wish to do so if it means that you must live life as an invalid.

Although the physician may be bound by the Hippocratic oath to 
have only one end in view, it is a mistaken assumption that all his 
patients share that same end. Challenging that assumption challenges 
the physician's right to make paternalistic decisions for his patients.

A third assumption often made about our relationship to the phy
sician is that we pay him for his services; but there is an ambiguity 
in the notion of exactly what his services are. There are three pos
sible meanings that could be attached to the notion of a doctor's 
services: (a) You engage his services to cure you, you pay him for 
the results. You dump your problem in his lap, perhaps not even know
ing the nature of the problem, yourself, and you ask him to go ahead 
and solve it. (b) You pay the physician for his skills. You are told 
that you need to have your appendix removed, and you are referred to 
a surgeon, whom you engage as a technician, to have him perform some
thing he knows how to do. (c) You pay the physician for his knowledge, 
for his ability to diagnose, to show the means to the end you desire. 
You seek his advice, as you seek the lawyer's advice, but you expect 
to choose to have the operation he suggests or not, to swallow the 
pills he gives you or to throw them down the drain.
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These three senses of "services" may be matched to the three 
models of physician-patient relationship outlined by Szasz and 
Hollender.* In the first case, when the patient pays the doctor 
to take care of him and cure him, the patient gives up all claims 
to decision-making. His expectation is that the doctor will give 
him orders, he will follow these orders, and the cure will take 
place. In the second case, when the patient sees himself as paying 
for the specific skills the doctor has, both participate in the 
decision-making; but after the patient has agreed to the method of 
treatment and has chosen the doctor, he is expected to obey him. In 
the third case, when the patient conceives of the role of the doctor 
as giving advice, then the patient and the physician are treating 
each other as equals, and the decision-making is either a cooperative 
enterprise or is left to the patient. Each model has its place in 
the variety of situations in which patients and physicians find them
selves, and the only problem is to be sure that both parties are 
operating under the same assumptions and that the particular model 
assumed is appropriate to the particular situation. It is clear that 
the paternalistic model of the first case would not be appropriate 
in all cases.

II

The purpose of this part of the paper is to exhibit some of the 
peculiarities or paradoxes that result from applying the concept of 
paternalism to the medical context. A by-product of this discussion 
will be to exhibit some fallacies in reasoning typically committed by 
the medical professional concerning medical issues that have ethical 
significance.

A. Informed Consent

The concept of informed consent is a controversial one. What 
exactly does it mean to be informed, and how can informedness be 
tested? What does it mean to consent, and how can the voluntariness 
of a consent be determined?

Without trying to answer these questions, let us say that in
formed consent implies at least these two things: (a) the patient can 
and does have the knowledge necessary to make a decision about con
senting, and (b) the patient can and will act on that knowledge, i.e., 
either will give or withhold his consent, on the basis of his knowledge.

*T.S. Szasz and Marc Hollender, "The Basic Models of the Doctor- 
Patient Relationship," in S. Gorovitz, et al, Moral Problems in 
Medicine, Prentice Hall, 1976.
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The validity of an informed consent is destroyed under either 
of these conditions: (a) the patient does not or for some reason
cannot have the necessary knowledge, or (b) the patient cannot be 
trusted to act on it or for some reason cannot be expected to act 
on it. This means, for example, that the requirement of informed 
consent cannot be met by a nonrational person; a child below the 
so-called age of consent needs his parent's consent; and a mental 
incompetent needs a legal guardian who is empowered to give consent 
for him.

An otherwise rational and adult person may become nonrational 
in the sense used here if he suffers from a lack of knowledge. His 
lack of knowledge may result simply from a failure to be informed. 
Thus, if no one explains to the patient the nature of the experi
mental drug to be used on him, its risks and side-effects, then his 
consent, even if given in a seemingly voluntary way, must be con
sidered invalid. If the person is given an explanation, but in 
language too technical or vague for him really to understand it, his 
consent may then also be considered invalid.

A second and potentially more interesting way in which a person 
may come to be nonrational is if he suffers from lack of character, 
if he is what Aristotle called the incontinent man. Although his 
cognitive understanding may be excellent, he fails to act on it.
This man does not choose what he himself knows to be good; he does 
not act in his own interest. Those who continue smoking in the face 
of the surgeon-general's warning fall into this class. They are non
rational, in the sense intended here.

It is interesting to note that the conditions which invalidate 
or make impossible an informed consent are exactly the same as the 
conditions that justify paternalism, i.e., interfering with another's 
liberty, in his own interest. No rational man needs paternalistic 
protection. Being rational, he knows what is in his own interest and 
he acts accordingly. Paternalism, i.e., interfering with a person s
liberty for his own sake, is justified only when directed toward those 
persons who are, for reasons of young age, feeble-mindedness, etc., 
not wholly rational.

As controversial as the concept of informed consent may be, it 
is even more controversial in its implementation. Some go so far 
as to argue for the impossibility of any meaningful implementation 
of informed consent at all. The arguments take the following forms: 
(a) Any person who is not educated in the medical profession cannot 
possibly understand the information necessary to make an informed 
decision about consent; therefore, no consent can be truly informed 
consent, (b) Any person, in the course of an illness that requires
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consent for treatment or experimental drug use is too emotionally 
involved to be able to act in his own interest. He is likely to 
choose short-term goals over long-term goals, pleasure (absence of 
pain) over pain, and so on. Conversely, it is sometimes argued 
that the patient is too vulnerable, too easily influenced by the 
physician to be said to be making his own decisions. A physician, 
literally with the power of life and death over his patients, can 
boast, "With a few minutes of persuasion, I could get any patient 
of mine to consent to anything."

If the argument against the possibility of genuine informed 
consent could be sustained, then the moral requirement for informed 
consent would be ungrounded. Without a requirement for informed 
consent, the way is open for the physician to make decisions for his 
patient and practice paternalistic behavior with perfect justification.

Let us look more carefully, then, at the arguments against the 
possibility of informed consent. The first argument concerns the 
condition that the patient have knowledge. There is, however, an 
ambiguity here. One kind of knowledge presumed necessary for in
formed consent is factual knowledge: What is the name of my disease
or disorder? How does this drug work, chemically? What complica
tions may follow this operation? One cannot question that the pro
fessional will understand this kind of information to a degree and 
depth and in a context not possible for the layman. It should be 
possible to make enough of it intelligible to allow an informed de
cision, but that is not the point here.

The claim that the patient lacks knowledge may refer to some
thing other than factual knowledge. It may be a claim that the 
patient does not know his own interest. To know one's own interest 
or to know what is good is a special kind of knowledge. It is not 
knowledge in the usual sense, at all. To know that something is in 
my own interest is to decide something, not to discover it. It is a 
value judgment, not a factual statement.

The fallacy in the reasoning about what a person can know is 
this: in the case of factual knowledge, what I know and what you
know, if we are both correct, must be the same. If there is some 
disagreement, it is likely that one party will be right and the other 
wrong. When the disagreement is between a medical professional and a 
layman about a piece of medical information, it is most likely that 
the professional will be right. In these cases, the doctor does 
know best.
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However, when the disagreement is about what is good or what 
is in my own interest, there is no objective set of facts that will 
decide this issue. Each person must decide for himself, in the light 
of the values that he holds, what is in his own interest.

Mill, in On Liberty, says that a person is the best judge of 
his own interests. We can now see that the reason for this is that 
the judgment of what is in one's own interest is not a judgment in 
the usual sense; it is a value judgment, and as such, must be vali
dated in a way different from factual judgments.

Implicit in the defense of the physician's right to impose 
paternalistic actions on his patients is an appeal to the body of 
special knowledge and expertise that marks the physician as profes
sional. In respect to a patient's lack of factual knowledge, this 
appeal is legitimate. In respect to a patient's lack of knowledge 
of his own good, such an appeal is not legitimate. The physician's 
expertise in medicine does not, as such, qualify him as an expert 
in value judgments, at least not to a degree any higher than any 
other rational man, and does not qualify him as a better judge for 
someone else of that other person's own good.

The second argument against the possibility of informed consent 
concerns the condition in which the patient lacks character, i.e., 
has knowledge but fails to act in his own good. If this is an argu
ment against any and all patients, in their role as patients, it is 
fairly easy to dismiss it as a grand, but ungrounded, generalization. 
The facts are that some patients do and some do not become overwrought 
emotionally, to the point of losing their rationality.

If this argument is intended merely to assert that it is a natural 
fact of human nature that some people sometimes do act with inconti
nence, this is undeniable. But this observation must apply to the 
class of physicians, as well, who, after all, belong to the wider class 
of human beings. To see this as an argument in justification of phy
sicians making paternalistic choices for their patients seems to 
assume that physicians will never be incontinent. Despite their train
ing in objectivity and detachment, we know that some physicians some
times become too involved with their work, their research, their in
dividual patients, or their own personal lives, and fail to act in 
the patient's interest. Patients sometimes complain that the doctor 
acts as if he thinks he is God; we know that he is not, and he should 
know that he is not.

B. The Living Will

The medical community has, in general, shown reluctance to accept 
as valid, in either the legal or the moral issue, the provisions of
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the so-called Living Will. Recently, a well-respected and ethically 
sophisticated physician was heard to say: "If I were working in the
emergency room and a person were brought in after a bad accident in 
a coma, and if I found a signed copy of the Living Will in his pocket, 
I would tear it up and go on as if I had never seen it."

Arguments against the idea of a Living Will take the following 
forms: (a) It is impossible for a person to anticipate while healthy
how he will feel when he is actually in the ultimate situation; there
fore any decision he may make while healthy cannot be held valid when 
the time coes to carry it through, (b) The person may have changed 
his mind since the time he signed the Will, and the physician would 
have no way of knowing this; therefore, to be on the safe side, he 
should not honor the signed document, (c) It is possible that the 
patient in the ultimate situation would now choose differently, and 
since there can be no guarantee that this is still what he wants, we 
should not follow the directions of the Living Will. The underlying 
assumption seems to be that the physician is acting in the interest 
of the patient when he refuses to follow the Living Will.

There are many other instances, if not, indeed, all instances 
of medical treatment, where the physician justifies his action on 
the grounds that he is acting in the interest of the patient. When 
one person acts in the interest of another person who cannot do so 
for himself, and when the act constitutes an infringement of his 
liberty, the act so performed fits Mill's definition of paternalism.

Paternalistic acts toward children are generally accepted as 
justifiable. Gerald Dworkin* suggests one way of explaining that 
justification: that the paternalistic act is one which the child
himself would choose if he were mature and rational, that the child 
may be expected to consent to these infringements of his liberty, 
e.g., physical restraint to prevent running out in front of moving 
cars, psychological compulsions to eat properly, to practice the 
piano, etc., when he is old enough to know his own interests.

The signing of a Living Will is a situation exactly analogous, 
but with reverse direction of time, to the situation of the child.
The child when grown up retrospectively approves and consents to 
the paternalistic infringements of his liberty. In his now-rational 
state he says, "I'm glad that you made me practice the piano when I 
was too young to appreciate its importance." The rational adult 
signing the Living Will is saying, "I now consent to what you will 
do to me in the future when I am too old, sick, irrational, or in
capacitated to do or choose it for myself." The child moves from 
the irrational state to a rational state in which he consents, thus 
giving justification to the paternalistic acts directed at him in

*Gerald Dworkin, "Paternalism," The Monist, Jan. 1972.
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the past. The mature adult moves from the rational state in which 
he consents, thus giving justification to the paternalistic acts 
that will be directed toward him in the future, to some future 
irrational state. If Dworkin's justification works in the one case 
it should work in the other case as well.

Dworkin suggests, as another example of justified paternalism, 
the interesting example of Odysseus, who requested restriction of 
his own freedom by his shipmates so that he would be physically un
able to respond to the temptation of the Sirens. He knew beforehand 
that when the time came he would plead with them not to follow his 
instructions. Since his rational consent is explicit and not hypo
thetical, as in the case of the child, it is considered right to 
honor his original request, and the paternalistic acts directed 
toward him are morally justified.

The person who signs a Living Will is in a situation like that 
of Odysseus. The Odysseus example makes it easy to see how and why 
the argument, "But he may change his mind," is beside the point.

One difference we might find between the two cases is this: 
we can all agree that it is in Odysseus' interest not to listen to 
the Sirens; we may not agree that it is or can be in a person's 
interest to be allowed to die. However, for the physician to ignore 
the written Living Will is to impose his own values on the patient, 
choosing for the patient, but to satisfy himself.

Mill's On Liberty makes the presumption that the rational adult 
is the best judge of his own interest. The physician who ignores the 
Living Will may be presuming that he is the best judge of another 
person's best interest, and this is indeed presumptuous. In this 
case, the physician is not forced into the situation in which he 
sometimes finds himself, of having to make a choice for someone else 
who cannot make it for himself; the person who has signed the Living 
Will has, like Odysseus, made his own choice.

To be sure, some of the physician's reluctance to honor the 
Living Will may come from a misunderstanding of what it says. The 
language of the Will makes it clear that it is to be invoked only 
when

"I can no longer take part in decisions for my own future" 
and in a situation in which "there is no reasonable ex
pectation of my recovery from physical or mental disability."

An example used in argument by a practicing physician is this: 
An elderly woman confided to him during a regular check-up that she 
knew she was getting old and wanted him to agree not to use extra
ordinary measures to keep her alive when her time came. A week
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later she was wheeled into the emergency room with a heart attack, 
and the first thing she said to him was, "You know, I didn't 
really mean what I said to you the other day." This story, of 
course, misses the point. The woman's condition was not irrevers
ible and she was not in a position where she was unable to make her 
wishes known. A Living Will is hot a refusal of all medical treat
ment.

According to the terms of the Living Will, no one could possibly 
change his mind at the last minute, for the Will comes into effect 
only under conditions that imply not having the mental capacity to 
make decisions at all. Moreover, once the condition of irreversibility 
has been medically determined, what possible reason could there be for 
anyone to change his mind? What rational reason could there be for 
wanting to continue life as an unreasoning, unfeeling being?*

Thus, the physician's argument against honoring the Living 
Will seems totally without rational ground.

In conclusion: The argument above shows that the honoring of
a Living Will is itself a paternalistic act. Thus, the physician's 
apparently paternalistic reasoning in justification of ignoring 
it puts him in a very peculiar position, logically. To say "I am 
ignoring his expressed wishes and keeping him alive, in his own 
interest" cannot be a justified paternalism, when one knows that 
the person would not consent if he were able. What the physician 
describes as justifiable paternalism turns out to be an imposing 
of one's own value system on someone who is helpless to protest.
It is no more justified in this case than in any other.

*Probably a legal mind could describe some exotic legal reason, e.g., 
that an inheritance will go to the beneficiaries of the last surviving 
of two spouses. There are also religious reasons that could be given 
to support any semblance of life at any cost; but these need to be 
given philosophical substantiation before they need to be considered 
here. More importantly, if either of these kinds of reasons were im
portant to someone, he would not have signed the Will in the first place. 
And for the physician to find these reasons overriding would be, again, 
for him to impose his own values on another.
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REFLECTIONS ON THE DISTINCTION BETWEEN THE 
"RIGHT TO DIE" AND "A RIGHTFUL DEATH"

by Frank H. Marsh

While participating recently in a clinical practicum at a large 
state mental hospital, I observed a number of irreversibly comatose 
patients. Some of these patients had been "existing" in their uncon
scious state for over two years. More often than not, when the ethics 
of terminating one of the patient's life was discussed, the patent's 
"right to die" as a right per se was considered to be an essential 
value of beneficent euthanasia or for the compassionate termination 
of a suffering life. The same is true for the so-called right to die 
legislation that relies heavily on the argument of ending a patient's 
suffering. No distinction is made between a "rightful death" and a 
"right to die," nor consideration given that the first might under cer
tain circumstances violate the second. In the remarks that follow, I 
wish to discuss this distinction and some of the bioethical and medico
legal problems it offers in a clinical setting.

Legal authorities generally agree that a patient has in most cases 
the legal right to refuse medical treatment even though it has been pre
scribed as necessary for maintaining his life.1 However, once an un
conscious patient's life becomes totally dependent on some life-saving 
measure, such as a respirator, community standards are invoked along with 
the relationship of the attending physician to the patient and his family 
as a justification for requiring treatment. Most of the supporting argu
ments advanced for the legal right to refuse medical treatment are grounded 
upon a consideration of the right of self-determination. However, the leg
al methodology employed only adds to the confusion surrounding the present 
dilemma of how and when to permit the termination of an irreversibly com
atose patient's life.

The moral thesis of beneficent euthanasia, as offered by some phi
losophers, recognizes a "rightful d e a t h . "2 However, they do not recog
nize a right to die, i.e., as a right possessed by the dying person.
Indeed, the "rightful death" is a gift of love, kindness, and compassion, 
or the expression of another person's duty, i.e., the duty to end pain 
and suffering. Some of these arguments, such as Marvin Kohl's and 
Anthony Flew's, have weight.3 They are, however, not in accord with 
the position expressed in this paper. While beneficent euthanasia sup
ports a rightful death, it does not recognize the "right to die" as a 
right per se to be expressed.

The legal right of refusal of medical treatment is based upon the 
right of self-determination as expressed and made applicable in the doc
trine of informed consent.4 The right to die, like the right to live, must 
be weighed in comparison with the rights of others. Given that there is a
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basic right of self-determining choice whether to live or to die, bene
ficent euthanasia could complement the exercise of the right to die. 
However, where there has been no request for the exercise of that right 
while conscious, beneficent euthanasia violates an individual's right 
to life. This is the crucial point at issue here. The right to refuse 
medical treatment and the right to die belong exclusively to the patient. 
For the legal and moral doctrine of informed consent to be consistent, 
it must be assumed that the right to life is waived only when there has 
been a clear request to exercise the right to die. In my view, eutha
nasia is a proper action only when the patient has claimed his right to 
die.

Beneficent euthanasia, however, can be employed without the express 
consent of the patient. Assuming that one would want to die under cer
tain conditions does not justify a violation of the right to life. A 
consistent theory of consent requires that the patient (whether presently 
conscious or unconscious) express for himself the decision to die under 
certain conditions before that life can rightfully be terminated. A 
major weakness of beneficent euthanasia as an ethical doctrine is that 
it does not make consent an essential condition for the termination of 
life.

During and after the celebrated Karen Quinlan trial, many state 
legislative bodies began wrestling with the prevailing uncertainty of 
our ability to define the biological boundaries of human life. The 
direction taken by these bodies was not in response to the need for a 
right to die as a "right," but rather, they attempted to resolve the 
antithetical interpretations being placed on the term "death," and in 
doing so, hoped to avoid any recurrence of the Karen Quinlan case.5

The specific issues considered in the definition of death are 
whether to retain the traditional cardiopulmonary criteria for death 
or to adopt some version of so-called "brain death" criteria. The law 
in some jurisdictions has begun to authorize physicians to pronounce 
death based upon a finding of an "irreversibly unconscious state." With
out question, with the development of life-supporting technology and its 
evidenced usage in Quinlan-type cases there is a need for redefining 
death. Certainly, if an up-dated definition of "death" is all that is 
available to society for ending a suffering life, it should be used; 
however, the new death statutes do not consider or meet the issue of 
the patient's right to die. For example, under the Kansas "definition 
of death" statue, determining the permanentness of the unconscious state 
of a patient rests upon the physician's subjective judgment even though 
objective criteria are employed.6 This statute provides the objective 
criteria for determining a person medically and legally dead as: The
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absence of spontaneous respiratory and cardiac functions; or, the absence 
of spontaneous brain functions during "reasonable" attempts to either 
maintain or restore spontaneous circulatory or respiratory functions in 
the absence of the brain functions. Even though the criteria outlined 
are met, the physician's subjective judgment is permitted to determine 
whether any further attempts at resuscitation or supportive maintenance 
will not succeed. Thus, a patient's medical condition might be such 
that it satisfies the objective criteria, but his physician wants to 
continue with supportive maintenance and does not consider it "unreason
able" to do so.

Another difficulty can be seen in the situation where a patient 
might express a wish to die through a living will, but would not be 
permitted to die due to failure to satisfy the criteria of "brain death."
Such a problem can easily develop under the recently enacted Tennessee 
"definition of death" statute.7 The Tennessee law permits a determina
tion of death for legal purposes only if there is an irreversible ces
sation of total brain function. The determination of the brain function 
is left not to a specific physician's judgment, but rather to the usual 
and customary standards of medical practice. The phrase "according to 
the usual and customary standards of medical practice" is extremely 
ambiguous. Are we to assume the physician or physicians will employ such 
a standard? Are we speaking of the standards of medical practice through
out the United States? If so, we are faced with many differing sets of 
standards to consider. If we are speaking of local or community standards 
(which are usually invoked) we are restricted to a very narrow and limited 
interpretation. Certainly we can see that, where a patient has no spon
taneous respiratory and cardiac functions, but does show some evidence of 
brain function, he would not be permitted to die under the Tennessee statute.

The new death statutes are not uniform in their modus operandi and 
establish different criteria to be fully satisfied before death as "death" 
can be pronounced. What is immediately obvious from the variant "death" 
criteria is that an irreversibly comatose patient can be declared dead in 
one state and yet be quite alive in another state. This problem is further 
compounded in that the final determination of death is relegated to the 
judgment of the attending physician. If a disagreement prevails between 
the physician and the patient's family over a determination of death and 
a withdrawal of life-support measures, nothing can be done short of legal 
proceedings. Thus the same criticism that I have offered against benef
icent euthanasia is appropriately applicable here also. Once the physician 
has determined the presence of a "legal" death, his decision to remove all 
life-support measures could reinforce a patient's expressed wish to die. 
However, on other occasions in which a wish to die has not been expressed, 
a determination of a legal "death" would violate an individual's right to 
life. A patient might express a desire to be "maintained" with life, and 
in the course of his demise satisfy the criteria defining death, thus

217



permitting the cessation of the necessary life-support measures. To 
demonstrate we can turn to the Kansas "death" statute again, which 
specifies that a person "will be" considered medically and legally 
dead if the criteria (both objective and subjective) as set out in the 
statute are satisfied. While the wording "will be" is employed instead 
of "shall be" and is thus not mandatory directive, nonetheless the option 
of pronouncing death is vested in the physician and he may do so without 
a consideration of the patient's express desire to be "maintained" with 
a life-support system.8

Some new death statutes are also inadequate because an induced 
death is not permissible even though the defining criteria are met.
For example, under the California "Right to Die" act, provisions are 
made for a specific written request on the part of the patient to ter
minate all life-support measures should he ever be in an irreversibly 
comatose state. The determining criteria of an irreversibly comatose 
state are comparable with the Kansas statute.9 If the defining criteria 
are met, all life-support measures can be stopped; however, if the 
patient continues to live on his own, no direct action can be taken to 
induce death even though the patient is "dead" by statute. In the end, 
the patient's natural death is relied upon to resolve the situation. Here 
we see that an individual can be put in the position of being dead by 
statutory definition, but not dead in the traditional sense. The con
fusion in these statutes centers on "brain death." Locutions such as 
"brain death" are misleading when construed as definitions of death.
Brain death is not a definition of death, it is merely a criterion for 
deciding when a coma is irreversible. The final result is to allow the 
physician to pronounce death upon a finding of irreversible coma; however, 
it is not mandatory that the physician do so. The protective features of 
these statutes are directed not so much toward the patient, but rather 
toward relieving an otherwise difficult and often compromised position 
of the attending physician.

In concluding these brief remarks, it seems that we can see the 
beginning basis for an argument that beneficent euthanasia as a moral 
thesis is not concerned with a "right to die" but only with a "rightful 
death." We can also see that various statutory definitions of death 
considered do not deal directly with a "right to die," but only provide 
the legal methodology for permitting death to take place. Obviously, 
the distinction between a "right to die" and a "rightful death," or 
compassionate termination of a suffering life, is a lot more complex 
than I have sketched. Yet the complexity of it has a pragmatic side in 
the public's acceptance of any concept of euthanasia. We are far more 
likely at this time, as evidenced by the "death" statutes, to speak of 
a right to a "natural death," or the right to be mercifully released 
from suffering, rather than accept the singular concept of a self- 
determined right to die as the basis of an individual's ending his life.
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ARCHETYPAL CRITICISM AND OBJECT RELATIONS THEORY:

TOWARD A NEW MODEL FOR LITERARY ANALYSIS

by Sally Allen McNall

In Freud and Philosophy, Ricoeur poses a question that illumi
nates a fundamental difference between two types of psychological 
literary criticism. He asks whether interpretation shall be an un
masking or a restoration.1 The former view, which is taken by 
classical Freudian critics, assumes that interpretation should be 
scientific, in the sense that it should analyze. The latter view, 
of interpretation as restoration, is the way in which Jungian 
critics see their task. They seek to preserve the integrity of the 
total work of art in an act of appreciation which, like artistic 
creation itself, cannot be altogether explained. Can the two ap
proaches be used together? Freudian critics are rationalistic; 
Jungians mystical. Freudian critics are fond of analyzing the 
artist behind the work, and the evidences of conflict and its re
capitulation or resolution, which he or she leaves in the work.
Jungian critics characteristically comment on the imagery and sym
bols in a text, and do not concern themselves overmuch with the 
personal reasons for their being there. In what context, under what 
circumstances, can we bridge such a gap?

In fact, there are some suggestions in Jung's own writings that 
will help us to begin. He did not fail to make distinctions between 
kinds of literature. For example, he spoke of two modes of literary 
creation: one that "nowhere transcends the bounds of psychological
intelligibility" or the bounds of the waking world, and another, the 
visionary mode, of dream and mystery.2 The first fictional mode is 
what literary critics call social realism. Joyce Carol Oates's early 
work was in that mode, and The Garden of Earthly Delights is one of 
its triumphs in our century” But she quit doing that. Her most 
recent book of short stories, Night-Side, is all about madness, and 
like the novel I will be discussing now, Wonderland, it is in the 
second mode that Jund describes, the visionary mode.

This type of fiction, with its burden of symbolism and myth, 
has been the literary mainstream and the focus of critical attention 
for about fifty years. The present interests of Neo-Romantic and 
Structuralist critics are close to Jung's interest in the impersonal 
and universal,3 in truths about human experience that cut across 
or deeply interpenetrate all cultures, all epochs. The contemporary 
fascination with inner realities, with origins, has naturally included 
an attraction to the depth psychologies.
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It has also created a sizable body of new experimental fiction: 
those novels and short stories of the sixties and seventies sometimes 
called Postmodernist, to distinguish them from the Modernist works of 
the early part of the century. The structure of these fictions is 
the structure of fantasy, of surrealist art. The characters of these 
fictions are not the "discrete, unified entit[ies] in a world made up 
of such entities" that appear in works of literary realism but instead 
illustrate "the regressive disintegration of the self [which] in ro
mances comes from internal f o r c e s . "4 (Italics mine.) Despite the 
often frantic density of their documentation of outer reality, these 
works reflect much more of inner reality. Characteristically, their 
authors work against the grain of a mass culture that seriously assumes 
for example, happy endings, the growth model, and the possibility of 
"getting it all together." In Postmodernist fiction, these things 
just don't happen. Their opposites happen.

If this visionary mode is the literary mainstream, as I believe 
it to be, why have almost no Jungian critics been challenged by these 
texts? Why, in fact, does psychological criticism in general sheer 
off them, and continue the exegesis of the great Modernists--Joyce, 
Proust, Kafka, Mann, Woolf, Faulkner, and so on? What is it about 
Barth, Barthelme, and Pynchon, say, that puts them off?

Jung said that "in the measure that the author is unconscious" 
of his "deeper meaning," narrative is a challenge to the psychologist.5 
Certainly this statement is an explanation of the fun it is to work 
on Dickens, or any great figure of the pre-Freudian era. But it 
clearly doesn't apply to the Modernists, who knew perfectly well what 
they "meant," with their oral imagery or archetypal figures. What 
is the qualitative difference between Bloom meditating over his morning 
bowel movement, in Ulysses, and the four-page journey into the toilet 
bowl made by the central character of Gravity's Rainbow?

I believe the answer to this question will bring us a great deal 
closer to bridging the gap between unmasking and restorative criticisms 
The difference is an attitude toward language, language itself.

Now Postmodernist fiction, of which Oates's experimental novels 
and short stories are examples, is, actually, more self-conscious than 
the novels of the Modern period. Postmodernist writing begins and 
ends in self-parody. When these writers feel awe, they translate it 
into paranoia about the postal system; when they feel nostalgia they 
reiterate, "Where have all the buffalo gone?" Well, naturally this 
tone of radical skepticism is not appealing to the Jungians. But one 
would expect psychoanalytic critics to be falling over themselves 
analyzing these defensive maneuvers; splitting, projection, devaluation 
are wonderfully illustrated defense mechanisms in all such novels.
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Barthelme's first novel is titled Snow White, and the two important 
stories in Barth's Chimera are based on the Arabian Nights. The 
hackneyed themes of popular culture provide more material— as in 
Doctorow's Ragtime or Coover's The Public Burning, which rewrite 
American history to include a substantial mix of satiric fantasy.
The point is that nothing begins from individual personal experience. 
Each narrative refers back constantly to other narratives: public
myths of past and present, other novels, old radio programs, comics, 
songs, heroes, wars--in the last resort, the writer's own earlier 
work. All in the spirit of parody, or skepticism.

Of course, Jungian criticism has never been at its best with any 
sort of narrative. The best psychological criticism of the novel has 
been Freudian, because the Freudian model of human development is, like 
the novel before Postmodernism, a way of connecting event to event and 
seeing a dynamic process there. Jung, on the other hand, held "a con
cept of stadial development, each stage of which is determined by a 
particular instinctual 'archetypal' c o n s t e l l a t i o n . "7 In this process 
of individuation, finally, inner image and outer reality become one.
The human project is not seen as one of defending against or sublimat
ing need, but of finding meaning in imagery or symbol.8 This concept, 
or set of concepts, is much easier to apply to a poem than to a whole 
narrative.

However, our writers of fiction are no longer, I suggest, even 
attempting to produce whole narratives. Instead, they are deliberate
ly fragmenting, duplicating, reflecting, mocking, their forms; ig
noring rules of time, space, logic, good manners, grammar--the analogy 
is impossible to ignore; they write like dreamers, dreamers of exceed
ingly bad dreams. But that is not what is most important to us. It 
is more important that they write like men and women who cannot trust 
the very words they write.

Foucault asks how man can use the web of language at all, that 
"whole realm of unaccounted for experience in which man does not recog
nize himself."9 We can set this presumably philosophical statement in 
the light of both our psychological perspectives, and speak of lan
guage as an embodying of the Jungian collective consciousness, the 
matrix of our mass culture. Then we can compare the experimental 
writer's desperate struggle against a language at once hostile and 
intrusive, the mother tongue, to an earlier struggle for separation, 
definition, self-trust, which the human infant begins to wage before 
he or she learns speech. Suddenly the great structural metaphors of 
American novels in the sixties and seventies take on a new and strange 
aspect: the Combine of Kesey, the conspiracies of Pynchon, the insti
tutional horrors of Elkin, Disch, and others, come to resemble the
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"regressive pull of the primitive mother,"10 in the minds of men 
and women who cannot come to terms with her ambiguities.

But I am running ahead of my argument. The second psychological 
perspective I have just made use of is not Freudian, though it is 
psychoanalytic. The body of theory that we need to try to work with 
now is that of the object relations school, the ideas of Klein, Fair- 
bairn, Winnicott, and more recent American contributors.11 I feel 
their work is admirably suited to the task of analyzing these novels 
which are not wholes, which are, in critical parlance, open-ended. It 
is my view that such fictions illustrate ways in which human lives do 
not proceed according to developmental models, ways that we have just 
begun to understand through these scientists' study of the early years 
of life. Here is a body of fiction that is about human life divided 
against itself, its culture, its own individual experience. The 
Jungian model and the model of object relations theory describe an 
inner reality of separate parts. A character in a Postmodernist fiction 
cannot, like a character in a novel of social realism, be treated like 
a case history. An entire development model cannot be applied. But 
where a theory and a novel both describe parts of human psychic struc
ture, we can indeed learn by the juxtaposition.

Let us review, first, Jung's concept of individuation, and then 
examine the ideas propounded by the object relations school of psy
choanalytic theory as they supplement and illuminate it.

What are the stages of individuation? What constellations of 
imagery signal their arrival and passing, and may be expected to 
signal pivotal points in a literary narrative about a human life? To 
begin with, a striking difference from developmental phases as psychoanalytically 

 conceived is that Jung's process of individuation 
deals with adult experience, rather than that of the infant and child. 
The process begins when the adult becomes aware he or she has a "per
sona," which Jung defines as a "more or less arbitrary and fortuitous 
segment of the collective psyche."12 This concept is exceedingly 
relevant to experimental fiction, which abounds in characters who are 
merely such artificial social constructs, comic (as in Elkin, or 
Doctorow's Ragtime, for example) or terrible (as in Oates, or Heller's 
Something Happened). Breaking down these inhuman faces is the first 
stage in the process of individuation. It is very interesting to note 
in passing that much experimental fiction does not even go so far as 
to break down these faces.

The second stage in the process is the confrontation with the 
"shadow," the "unrecognized dark half of the personality."13 On 
the way to individuation, one learns to recognize and accept it, in
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both its positive and negative aspects. The dark double was a stan
dard device of Modernist fiction, of course.14 But contemporary 
fiction provides us with a positive embarrassment of examples, from 
Nabokov's Pale Fire to Kate Wilhelm's Margaret and Me.

The next stage of individuation, the one with which everyone 
is most familiar, is the discovery, within a woman, of the animus, 
or, within a man, of the anima. These figures also appear in two 
aspects, positive and negative, and are fantasized and/or projected 
upon others, where they play out their roles in rigid symbolic dramas, 
unless the individual integrates them, as he or she has the shadow. 
Unintegrated contrasexual figures are of course inexhaustible material 
for the realistic novel, but are hardly absent in experimental fiction-- 
John Hawkes's Blood Oranges, Nabokov's Ada, Mailer's American Dream,
Lois Gould's Sea Change, Oates's Do with Me What You Will, and of 
course the work of any recent novelist still working in relatively 
realistic style, such as Bellow or Updike.

What does object relations theory have to say about these two 
developmental stages, in particular? There are provocative overlaps 
with Jung's idea of the shadow's positive and negative aspects, and 
those of the anima and animus. These later theorists of psychic 
structure trace, to the fantasies of infancy and early childhood, 
mental representations of the mother, which have been termed "good 
object" and "bad object." During the first three years of a child's 
life he or she can learn to differentiate good from bad, but not-- 
yet--to integrate them. Those whose mental worlds remain characterized 
by this split have also a split image of self, so that to these (re
pressed) images of Mother are attached two conflicting mental repre
sentations of self (also repressed), one loving, good, and compliant-- 
one hating, bad, and guilty.15 In order to maturely choose a love 
object that is whole rather than partial, both the good and bad must 
be acknowledged and integrated in images of mother, self, and lover.16 
Lacking such self-knowledge, leaving the inner split unhealed, an 
individual is destined to repeat the alternately agonizing and ec
static dramas of infancy throughout his or her life.

Such a model of inner realities provides a very useful supple
ment to the Jungian concepts of parts of the self, which it resembles. 
The object relations school emphasizes the influence of interpersonal 
relationships. Yes, the human infant must satisfy its needs, as Freud 
emphasized--here, the need is seen as the need to love others, the 
infant's "objects." And here development is seen as dependent chiefly 
on the response that the infant gets to its need, and its own response 
to that. The model becomes, like the Jungian idea of an unfolding 
into wholeness, one of integration.
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I suggest that this Postmodernist fiction of disintegration, 
of which Oates's Wonderland is a good, if rather unusually accessible 
and readable, example, is much less "about" adult life experience 
than the persistence, in adults living in the last half of this 
century, of infantile longing and the development of a schizoid char
acter around it.17 It is usual in recent fiction for intrapsychic 
conflict to be portrayed as in fact unresolvable on the level of lived 
experience. This is a view of human realities with which those of us 
attracted or committed to the depth psychologies find it difficult 
to be comfortable. But we cannot ignore it. In Gravity's Rainbow 
the central character, Slothrup, is literally dispersed. In Barthelme's 
recent novel The Dead Father, the central character is a walking, talk
ing, dead father. Wonderland dramatizes in gruesome detail one man's 
failure to acquire a sense of his own identity. And so on and on.

Nevertheless, having said so much, I must add that even in these 
fictions it is possible to discover the Jungian archetypes of shadow, 
of negative and positive contrasexual characteristics. It is just 
that they do not become integrated into the psychic structure of the 
character of which they are parts. (It is somewhat less frequently 
the case that they do not become integrated into the fictional struc
ture of which they are a part. This is another issue, which I am 
not trying to deal with now.)

Wonderland, as I have said, is about one man's failure to achieve 
individuation in Jung's sense; identity or selfhood, if you prefer.
But Oates tells us a good deal about the years before Jesse's adult
hood. Let us see if early interpersonal relationships and internaliza
tions of these explain Jesse. Oates does not write about his first 
two years of life. Instead, she deals with the adolescent years, which 
even in the development of a normal person recapitulate that early 
crisis of separation and individuation in the psychoanalytic sense.18

Here, from the novel's first chapter, is fourteen-year-old Jesse's 
view of his family. His older sister has just informed him that his 
mother is pregnant again.

He felt a pang of jealousy at the look of her face, 
that bemused female secrecy. . . . He wanted to turn 
away in panic and disgust--as if Jean had exposed him 
to something ugly, opening a door and exposing herself.
. . .  Why another baby? Why was she having another 
baby? Jesse . . . could remember everything from last 
time: his mother would waddle around the house, enor
mous and self-pitying and tender . . . That baby had 
turned out to be Bob. Robert Harte. He himself was 
Jesse Harte. (19)
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(This playing with and repetition of names occurs again and again 
in the novel,) Later that day Jesse throws up in the school lava
tory, recapitulating his mother's morning sickness, in order to 
rid himself of her and, perhaps, his own symbolic fetus. He sees 
a picture on the wall there:

. . . why did the ... boy make the body a house, 
with walls and entrances? A house or a barn or 
a warehouse. It is something you could walk into 
and lose yourself in, all that empty blackness . . .
And at the top of it that head, far away, that small 
round head, watching you patiently. (31)

This negative anima figure, the engulfing mother image, will recur.

Jesse's father picks him up at school that afternoon, and takes 
him home. He sends Jesse into the house, to discover the bodies of 
all the rest of the family, dead of shotgun wounds. Jesse barely 
escapes, himself, from his father's attempt on his life. His father 
then commits suicide, and Jesse goes to live with his Grandfather 
Vogel, then to an aunt and uncle, and finally to the County Home 
for Boys. "He hated the Jesse Harte who lived here, who was in the 
files here." (74) "He had been a child of action . . .  he could 
remember that part of his life clearly. And yet it seemed to belong 
to another boy." (73)

Then Jesse meets Dr. Karl Pedersen, who at first seems to promise 
rescue from this limbo. Dr. Pedersen has taken an interest in his 
case, and proposes to adopt him. The doctor is one of Oates's most 
terrifying comic creations, rich, famous, obese, pompous, and hide
ously well-meaning. "Do not be alarmed," he solemnly informs his 
prospective son, "but I see this in you: that you will die shortly,
in a year or two, unless you are loved." (79) The child psycho
analysts, Spitz or Bowlby, might well endorse Dr. Pedersen's think
ing here. But his behavior is another matter.

Jesse becomes a Pedersen (there are five in the family, now).
"Now he was never alone. Never by himself. He was not Jesse, but 
Jesse Pedersen. . . . They were present, watching him. Grave and 
patient and kindly. Jesse could not remember clearly now what his 
life had been in the past. That other Jesse . . . "  (84-85)

Of course it is not love that the Pedersens have to offer.
Jesse’s new father gives him a Map of the Day, every day, to be 
filled in with achievements. And if Jesse recites his lessons well,
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Dr. Pedersen informs him that he is "becoming himself." (108) His 
new mother gives him food, incredible, awful, amounts of food. (One 
of the longest descriptions of a meal in American literature is a 
mere weekday, four-course Pedersen luncheon with two kinds of des
sert.) "Especially when (Jesse) was in the kitchen with Mrs. Pedersen, 
his very blood seemed to warm, to murmur his name to him. Jesse 
Pedersen. He ate the muffin hungrily, as if it were somehow mixed 
up with this feeling. . . ." C89)

This confusion of mother's food with love is the family pattern. 
"You bring chaos in here. More than anyone else," Jesse's new three- 
hundred-pound sister tells her mother. "Chaos will absorb me. . . .
You know there is no end to me. You know I am always hungry." (146-147) 
Jesse comes to share the family's perpetual hunger, but does not, like 
his sister Hilda, suspect what is happening to him. "We all love you," 
he says to her, and "her face closed into an expression of inestimable 
sadness." (148)

Shortly before Jesse, eighty pounds heavier, is about to enter 
college, he discovers that Mrs. Pedersen drinks, by finding her passed 
out naked in the bathroom. Three extraordinary paragraphs describe her 
appearance, a vision of literally immense horror, like the graffiti 
in the boy's lavatory, only more so: "It was the body that was im
portant." And then she comes to: "She looked up at him. Jesse felt
as if a veil had been ripped away from her face and from his own, that 
they were staring at each other openly, confronting one of the terrible 
secrets of the world." (158) But Jesse does not know what the secret 
of this archetypal awful ness is, nor does he try to find out. He is 
getting away to college, after all!

At this juncture, Mrs. Pedersen tries to run away from home, 
enlisting Jesse's aid. (She has plans of keeping house for him in 
Ann Arbor.) There follow some dreadful confessions about the Pedersen 
marriage, and equally dreadful bouts of shared compulsive eating-- 
Chinese food, hamburgers. Then Mrs. Pedersen is recaptured by her 
husband, and Jesse, for his part in the fiasco, receives a thousand 
dollar check and a letter from Dr. Pedersen pronouncing him nonex
istent, dead. Once again, Jesse's life experience is fragmented.

As a medical student, Jesse survives by taking on part-time 
jobs and not thinking about anything but his work. "He was in 
disguise as a normal young man." (188) He changes his name to Vogel, 
plans for the future, wishes he could cut out memory with one of his 
"neat curving little surgical instruments." (191) He acquires a 
fiancee, Anne-Marie, and a friend, appropriately called Trick. These 
characters serve as the positive anima and shadow self of Jungian
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theory. Trick, who is cynical about medical careers and who writes 
extremely obscure poetry, manages to subvert both Jesse's idealism 
and emotional life, such as that is. Trick plants doubt in Jesse's 
mind as to Anne-Marie's faithfulness, and so Jesse falls out of 
love with her "entirely," since she can no longer function for him 
as protection, confidence, strength. (225) Instead, he falls in 
love with the daughter of a Nobel Prize winning professor; her name 
is Helene. Trick initially approves of this match, but eventually 
he too declares his love to her. The three of them spend an evening 
together; Trick buys dinner, provokes Jesse--"He wants to do only 
good and to save people; he doesn't want to stick his nose in any
body's mucus"--into a fight (258), and has a heart attack. This 
self-destructive behavior, as we will see, is an important part of 
the shadow self that Jesse cannot own.

Jesse and Helene marry, and Jesse continues to "invent" his 
persona (286), which includes fathering a child. There is a long 
chronological gap in the narrative after his daughter's birth. When 
the story resumes, Jesse has accomplished no integration; he is, 
instead, furnished with a new anima and shadow self. He sees the 
woman Reva Denk on the street and claims a mysterious recognition of 
her (in fact, at the end of the preceding section of the novel, she 
brought a man who had just castrated himself to the hospital where 
Jesse was resident). Jesse is also now Dr. Roderick Perrault's 
assistant, and Perrault calls him "my good little doctor. My better 
self. My six-foot self." (309) As a man in love, Jesse is violently 
obsessed with his unfulfilled need to possess Reva, who seems to exist 
only as a projection of the need for wholeness that Anne-Marie and 
Helene have not satisfied: "Beyond this Reva there was no one . . .
Nothing. An earlier, more mysterious Reva: he could not remember.
If he tried to remember the first time he had actually seen her, his 
mind went blank." (349) As a man at work, Jesse acts out only what 
is consciously acceptable to himself. He has abandoned the plan to 
be a community G.P., but he is devoted to the professional excellence 
of the thoroughly disillusioned and sadistic neurosurgeon Perrault, 
and does not mind being called a copy of him. (313)

Yet this is Perrault's version of human realities: "The person
ality is an illusion, and there is no one of us . . . who truly 
possesses any personality, any permanent system of conscious or un
conscious language. It is just a tradition." (335) "We each have a 
hidden obsession, I suppose, a kind of monster . . . .  And some of 
us never see the monsters in ourselves. . . . This is the personality 
people defend. But it is only ephemeral. With a tiny pin in my 
fingers I can destroy any personality in . . . sixty seconds at the 
most." (336) "The truth can't be terrible," is Jesse's response, 
"because anothing is terrible any longer." (338) This passage is 
central to the meaning of the novel. We will return to it and its 
implications.
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When Jesse looks Reva up in the phone books, his thoughts wander 
oddly back to his discovery of Mrs. Pedersen in the bathroom.

He leafed through the big Chicago directory, list
lessly, in a kind of daze, thinking of that enormous 
woman and that enormous son of hers, the son taking 
the hinges off the bathroom door, the hinges off the 
door. No Rava Denk in the directory. No Reva Denk.
She did not exist: not as Reva Denk. Standing on
the street corner, in public, with her arms folded 
primly, protectively over that belly of hers. (She 
has asked him to perform an abortion; he has refused.)
Still flat, he had thought. Girlish and flat. Mrs.
Pedersen had been swollen as if with a pregnancy that 
had bloated her entire body, her entire being . . . (363)

He decides he will marry Reva and be the father of her baby. "He did 
not believe in abortion, in death. He believed only in life. Yes,
but why?" (365) He goes to Wisconsin, persuades her, and while she
is getting ready to leave he attempts to shave with a razor blade.
He cuts himself, cuts himself in several places on his body, includ
ing the pubic area, and then drives back, bleeding, to Chicago, with
out her. He never sees her again, nor remembers where he first saw 
her. In the repetition, in his own flesh, of that scene, Oates gives 
us an extremely dramatic clue to the self-destructive dark side of 
Jesse's relationships with women.

At this point in the novel, Jesse is portrayed as having lost 
his chances to integrate shadow and anima. He has also, to use the
terminology of our other psychological perspective, carried his re
liance upon the splitting defense to just this side of obvious symp
toms of psychosis. That is, he has remained attached to the part 
representations of "good object" and "bad object"--his horrific 
vision of the maternal image on latrine wall, in the Pedersen bath
room, and in the emergency room where he sewed up the self-mutilated 
man, and, on the other hand, his images of young women as the promise 
of a normal-seeming life. He has also kept part representations of 
self. He lives out one of these, as a busy, good, devoted, idealistic 
doctor. His other self-representation surfaces only briefly in his 
conscious experience, in episodes of depersonalization, in his "myste
rious" rages when thwarted, and his behavior in the motel in Wisconsin.
We have only begun to encounter this side of Jesse in Jesse in the 
novel: so far, like his maternal objects, this part object has been
projected onto other characters: Trick, and Dr. Perrault, who mock
Jesse's conscious goodness, and who are known for their violent tempers. 
You will recall that Trick almost killed himself by provoking a fight 
with Jesse; Perrault does die of a heart attack, in a literal struggle 
with an intern over the proper placement of an I.V. So the self-de
structive theme is played out here as well as in Jesse's cutting himself.
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Jesse, then, might be tentatively diagnosed as a borderline person
ality, if we were here to diagnose Oates's fictional characters. And 
diagnosis, reading Oates, is hard to resist; her novels and short stories, 
as I have suggested, contain a full spectrum of personality disorders.
Her choice of such themes, such characters, makes her point that--as 
she has Jesse comment--"nothing is terrible any longer," or at least 
any more terrible than anything else. The fragmented personality, like 
the fragmented narrative, is what critics call an expressive form, re
flecting the twentieth-century author's perception of social and personal 
chaos. Discontinuity is the rule, rather than the exception. In Dr. 
Perrault's words, the idea of any permanent system of conscious or un
conscious language is just an outmoded tradition. And Oates is deliber
ately breaking that tradition.

It remains to be seen whether or not Oates holds out any hope for 
wholeness, in Jesse or in any other character in this novel.

If the first two stages of individuation have been passed, and the 
shadow and contrasexual image successfully integrated, a new figure 
appears on the inner stage: no longer demon, tooth Mother, Camille, or
Heathcliff, but a wise old man or guardian, a benevolent goddess, a girl 
child, a powerful animal, or precious stone--these, according to Jung 
and his followers,20 are the forms taken by the archetype of the inte
grated Self.

Now although attractive animals are scarce in contemporary fiction, 
and material reality tends to be described as trashy rather than precious, 
"whole" seeming characters are portrayed. Chink, for example, in Even 
Cowgirls Get the Blues, or Don Robinson's Miss Margaret Ridpath, or any 
number of characters in good science fiction. Such characters can speak 
and act from a wisdom that is more than the analyzable sum of their ex
periences. This would be a Jungian's idea of how the integrated person
ality would function. However, Oates does not create this sort of char
acter. Her characters do not experience the Self, that transcendence 
of conscious and unconscious which goes beyond science, Jung says, into 
the realm of spiritual reality.21 In Wonderland, in fact, this possi
bility is explicitly closed off. Let us see how Oates accomplishes this.

Another chronological gap, or formal reflection of discontinuity.
The novel's concluding section opens with a 1970 letter home from Jesse's 
second daughter, Shelley, who is a runaway, on the road. She describes 
how her lover, Noel, makes her into what they call "The Fetish," with 
red paints, beads, and her nakedness. Noel is trying to help Shelley 
exorcise the regressive pull of the paternal imago. Here is an excerpt 
from another of her letters to Jesse.
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Noel?

Yes?

Do I exist? Noel?

No, Shell.

Is there anyone here?

No.

Then why do I dream, why is my head all filled with dreams?

Because people are walking through your head, Shell.

How can I stop them?

Dream back over them and murder them, Shell.

Father, you have got to let me go. You have got to stop thinking
about me and let me go. (425)

Here is how Jesse thinks of Shelley:

At the clinic, there was the image of Dr. Vogel 
moving restlessly about, like a shadow jerking 
across the wall of his office or along the cor
ridor or even in the operating room, the panicked 
Dr. Vogel who could think of only one thing: his
daughter. The other Dr. Vogel did his work slowly 
and methodically; he found it difficult to concen
trate but he did his work . . . That other Dr.
Vogel . . . wanted to draw him into a deeper 
anguish and destroy him. (432)

Later he thinks of her as a "posterior frontal tumor" in his brain. 
(442) For Jesse the image of the girl child, however archetypal it 
may be, is no image of the integrated Self, but of the unintegrated 
anima, and its attached shadow-self, still. And just as clearly, for 
the girl, a father image is an image of annihilation rather than wisdom 
or guidance. "You want to kill me," she tells him, more than a few 
times.

Jung says the individuated Self is sensed by the ego as "an un
known and supra-ordinate subject . . .  an image, but one in which we 
are c o n t a i n e d . "22 Being contained in any such image is infinitely
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threatening to the characters in Oates's novel; their deepest terror 
is that of being stuck in the maternal body, the paternal brain!

Shelley writes from Toronto:

I am free of you . . .  I am the Angel of Death 
here--fell off a ledge but didn 't get hurt. No 
blood. There is no blood in me now. I saw the 
street coming and gave in to it, I let myself go, 
there is no resistance between matter and spirit 
if you can dominate. Noel taught me that . . .
You are my angel, says Noel, don't be so afraid 
. . .  We were born with the same fear in us, that 
you would eat us up. (461)

Let me go back to that last quotation from Jung now, and develop 
some of its implications before we proceed to the end of Wonderland.
The quotation refers to that variety of religious experience which 
Freud mentions in the opening pages of Civilization and Its Discon
tents—  the oceanic feeling. There Freud traces the feeling back to 
the state of the infant who has not as yet developed ego boundaries.23 
The baby "originally experiences the mother and her ministrations not 
as a you and its actions but within a view of the world in which the 
I-you differentiation has not yet been e s t a b l i s h e d . "24 This state 
Freud calls primary narcissism, because he envisioned "the whole avail
able energy of Eros"25 to be invested in the baby's satisfied--and 
undifferentiated--self. Feeling plenitude and pleasure, the baby feels 
it to the ends of his or her known universe, at one with the all-power
ful being who provides ft.

Oates, in speaking of what she terms "the visionary experience in 
literature," describes how its artists "generally affirm all manifesta
tions of (a suprapersonal spirit) and see the ordinary world's division 
of it into 'good' and 'bad,' 'objective' and 'subjective,' as falla
cious."26 This view of the mystical experience, like Freud's, takes us 
back to the experience of primary narcissism, and hints powerfully at 
its seductiveness for those whose culture, and hence self, remain split. 
(Oates mentions Samuel Beckett as an example of an artist in whom the 
split is evident.) It would be unfair to leave the impression that 
Jung ignored the life-long importance of such early experience. On the 
contrary, he explains that differentiation from the Self archetypes of 
wise old man, or great mother, are, "for the man, the second and real 
liberation from the father, and, for the woman, liberation from the 
mother."27 The Self is not a discovering that precipitates mystical 
withdrawal: "in the first place, (individuation) is an internal and
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subjective process of integration, and in the second it is an equally 
indispensable process of objective relationship."28 A theorist of 
the object relations school would have only two quarrels with this 
analysis of our dependence on the "gods of our infancy,"29 I think.
He or she should put the objective relationship in first rather than 
second place, and correct the Jungian emphasis (present also in Freud, 
by the way), on the significance of the father. The developmental 
task with which object relations theory deals most frequently is not 
resolution of the Oedipal crisis, but an earlier crisis--our first 
separation from the bliss of oneness with our first love object, our 
mother. Oates's writings, like much contemporary fiction, deal with 
this first crisis as it resonates throughout our lives, projected onto 
other objects of our need and love, as Jesse projects his mother onto 
other women, and Shelley projects hers onto men. Oates's images are 
of fugitive or mutilated or imaginary bliss; sometimes an imaginary 
transcendence or resolution is hinted at. For example, in her experi
mental short story, "Matter and Energy," Oates creates a schizoid 
daughter of a psychotic mother, trapped, "emptied of everything except 
obedience" to her lover, who on the story's last page likens herself 
to a flower, "bloodless, tiny, tight, turned in upon (itself) as if 
in an agony of dreaming . . .  It is not a flower, and it will never be 
a flower now."30 This is as close to spiritual reality as any of Oates's 
characters gets (although the novel she is working on now is reported 
to be about religion, and this may make a difference. I doubt it.).

Jesse goes to Toronto to find his daughter and bring her home.
Here, Oates's theme of the horrors of mass social existence receives 
powerful expression. Jesse is revolted by crowds; earlier in this last 
section of the novel, there is a passage describing his feelings:

Jesse hated this formlessness . . . Hated the noise.
The communion . . . Better to destroy them all, Jesse 
thought. Better to die than to descend into this 
frenzy, to be lost in this anonymous garbage. This 
strange mass consciousness revolted him . . .  So much 
garbage in the world! And most of it human! Wasn't 
there a truth, a single truth, a single human being 
at the center of this mob? A single eye that would 
see everyone, everything, and pronounce judgment upon 
it? (449)

(Trick, by the way, turns up again here to tell Jesse, among other 
things, that he doesn't mind "being considered in a mountain of other 
human beings." [453] He accepts the "avalanche that is to come," of 
literature and whatever!)
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In Toronto, Jesse is again disgusted with the "confusing tide" 
of people. He goes into a restaurant restroom to wash. And here, 
on "the lavatory walls were the usual words, drawings— an odd picture 
of a woman's cadaver, the heart and lungs exposed, the stomach sac, 
coils of intestines, the womb carefully draw. . . .  At the very center 
of the little womb was an eye, elaborately inked in." (466) Is Oates 
saying that judgment is pronounced upon everything and everyone by 
the womb? Her character Jesse, at any rate, defends against such a 
thought; he promptly puts his pistol in his trouser pocket. "It was 
bulky but it rested closer to him now, compact and reassuring." (466- 
467) He is ready for the novel's final confrontations.

It is an extremely interesting fact of publication concerning 
Wonderland that the original hardback edition has one ending, and the 
subsequent paperback edition another, shortened, version. In both 
versions, this is what Shelley says to her father when he finds her: 
"Noel made me pure, like a madonna, like an angel . . . .  He brought 
so many men to me to make me pure again, to make me into nothing. He 
made me free, you don't understand, he made my body float free of 
everything." (476)

In the original version, Jesse's response to this is to pay Noel 
off, and then give Shelley a bath, after which he takes her onto a 
boat and they "float free" together— she dies, as far as the reader 
can make out, with Jesse moaning, "Why are you going away from me, all 
of you, going away one by one . . . "

Now this conclusion, with its oceanic setting and ultimate separa
tion anxiety, is just the thing to illustrate my idea that the Post
modernist novel is a fictional form portraying the fragmentation of 
personality, and that therefore psychological theories explaining frag
mentation can help to explain such novels. In this first version of 
Wonderland's conclusion, an incestuous tie between father and daughter 
is transmuted into a shared process of personality disintegration, a 
final loss of boundaries, and, one may presume, the Eye of the Great 
Womb looks down upon it all. The novel reflects the split, untrust
worthy culture and language out of which its author and readers are 
born. Unfortunately, Oates did not leave it at that.

In the second version, the novel concludes simply with Jesse's 
decision not to shoot Noel with that pistol of his, although he does 
frighten him into leaving: "How he loved his control, this certainty!"
(478) And the last words of the novel are a totally ambiguous exchange 
between father and daughter. She accuses him of being the devil "come 
to get me to bring me home," and he responds "Am I?"
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This revision is not nearly so rich in symbolism that can be 
psychologically interpreted. However, it makes of the novel a more 
typical example of open-ended fiction. The confrontation between 
sixties' spaced-out youth, an angel of death, and Jesse with his 
work-ethic, professional rather than personal standards, and love of 
control, a murderous devil, is not a balanced symmetry, because there 
is no real connection between the two of them. Rather, the split is 
made more explicit; no reconciliation within or without personality 
is imaginable. The characters are left alive, but as Jesse has said, 
"Yes, but why?" There is no hope for their wholeness. The archetypal 
images with which these characters are associated do not signal spir
itual growth; and in object relations terms, to simplify drastically, 
the two characters represent two bad part-objects to each other, and 
the deadlock of rage between them masks an abandonment depression that 
neither dares own. (Incidentally, Jesse's wife, Shell's at no time 
adequate mother, has washed her hands of the whole involvement some 
fifty pages earlier: "She had freed herself. It was over for her,"
(424) so that the configuration Oates now shows us includes no pos
sible good object representations at all.)

Now I think Oates has more to say here. No contemporary fiction 
can be read as meaning only what the life experiences of its char
acters mean. The experimental writer's very freedom with his or her 
characters' lives depends on this: that he or she is liberated from
the realistic convention to revise, duplicate, reflect, fragment, and 
in that way comment on human experience. I find the ending--either 
ending— of Wonderland somewhat depressing, myself, but that is not all 
I find it.

In Winnicott's words, "No human being is free from the strain of 
relating inner and outer reality, and . . . relief from this strain 
is provided by an intermediate area of experience . . . which is not 
challenged." In religion and art, he states, we can "share a respect 
for illusory experience." The emphasis on illusion stems of course 
from Freudian tradition; for Jungians art can be the expression of a 
reality beyond the phenomenal. No matter which way we look at it, 
Postmodernist fiction is a very challenging intermediate area of ex
perience. It destroys illusions; it is informed by disrespect (even 
for itself); its play does not relieve strain but deliberately in
creases it. Then how is it possible to feel any satisfaction (other 
than possibly an esthetic one, and this is not a question I will go 
into here] with such novels?

The strain of relating inner and outer reality: Jesse and Shell
are portrayed as being torn in pieces by that strain. Where, then, 
is the central consciousness of Wonderland, that single eye which can
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pronounce judgment? Not in its central characters, anymore than 
Slothrup is the central consciousness of Gravity's Rainbow, or Nixon 
of Coover's The Public Burning. These cartooned, stereotyped, melo
dramatic, maimed figures are not, I would suggest, meant to impress 
us as individuals, as persons. Contemporary fiction is written in a 
"threatening or swamping environment,"32 where the impersonality of a 
mass culture, that universality, is the novelist's antagonist, rather 
than support. Central to all recent experimental fiction is only the 
consciousness of their creators, whose voices momentarily agitate a 
corner of that language they are lodged in, as in a web.33 It is the 
author's particular use of language, alone, that is the locus of any 
possible image of wholeness.

So these creations cannot be used to illustrate a whole develop
mental model. Instead we have discovered that certain elements of 
each psychological theory can illuminate Oates's methods of characteriza
tion and structuring of plot. Since other contemporary fiction uses 
similar methods to illustrate the same felt discontinuities, these 
psychological theories of the parts of the self can be used elsewhere.

The simplest qualities of felt experience that give a human life 
an "identity" were reproduced with confidence in the realistic novel; 
less confidence and much more daring techniques went into the depic
tion of character in the Modernist novels of Joyce, or Gide, or Faulkner. 
The Postmodernist novelist invents fictional characters, but stands 
away from them, as from the concept of individual identity, willing to 
do anything to the mother tongue in order to "go on" writing.34 Separa
tion from the terror and ugliness of material existence is achieved 
violently, by and in the word. Individuation remains much more prob
lematical.

Psychological theories can help us see into this process, I think, 
not because they describe wholeness, but because they describe the 
defenses that substitute for it, and the depth of our longing for it.
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WILLIAM BEAUMONT AND THE ETHICS OF HUMAN EXPERIMENTATION*

by Ronald L. Numbers

William Beaumont long ago won a secure place in the history of 
science for his physiological experiments on Alexis St. Martin; he now 
appears to be winning recognition as a pioneer in the history of bio
medical ethics as well. Carl J. Wiggers and Henry K. Beecher, for 
example, have portrayed the frontier surgeon as a prescient anticipa
tor of current ethical concerns. Wiggers credits Beaumont for laying 
"some of the foundation upon which the ethical principles of human 
experimentation were built on this continent," while Beecher goes 
a step farther and awards him the honor of producing the "oldest Ameri
can code" governing human experimentation:

1. There must be recognition of an area where experimentation 
in man is needed . . . .
2. Some experimental studies in man are justifiable when the 
information cannot otherwise be obtained.
3. The investigator must be conscientious and responsible. . . .
4. A well-considered, methodical approach is required so that 
as much information as possible will be obtained whenever a 
human subject is used. No random studies are to be made.
5. The voluntary consent of the subject is necessary . . . .
6. The experiment is to be discontinued when it causes 
distress to the subject. . . .
7. The project must be abandoned when the subject becomes 
dissatisfied.1

Unfortunately this code existed only in Beecher's imagination, apparently 
resulting from a misreading of Wiggers' hypothetical reconstruction of 
Beaumont's principles. Before we build too substantial an edifice on 
this alleged foundation, perhaps we should take time to place Beaumont's 
work in historical perspective: to determine, as best we can, his prac
tice, values, and influence, as well as the attitudes of his contemporaries.

On 6 June 1822 duck shot accidentally ripped into the side of Alexis 
St. Martin, opening a gaping wound in the 28-year-old French-Canadian 
voyager, who was working for the American Fur Company in northern

* Originally presented at the annual meeting of the History of Science 
Society, Dallas, Texas, December 29, 1977. This research was supported 
in part by the Institute on Human Values in Medicine of the Society for 
Health and Human Values through National Endowment for the Humanities 
Grant #EH-10973-74-365. Dr. William J. Orr provided invaluable assist
ance, especially in locating and translating foreign-language sources 
used in this paper.
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Michigan. Within a half hour of the accident Beaumont, an Army surgeon 
stationed at nearby Fort Mackinac, was at the scene administering first 
aid and watching the young man's breakfast pour out of the hole. To 
everyone's surprise, the Canadian recovered, but the opening never 
closed.2 Decades after the event one reputable eye-witness, Gurdon S. 
Hubbard, recalled that the doctor almost immediately decided to leave 
the fistula open, hoping later to perform scientific experiments.3 
This conflicts, however, with the more plausible account of Beaumont 
himself, who claimed to have tried every means in his power for eight 
or ten months to close the orifice, but finally concluded that the only 
solution was to suture the sides of the hole together, "an operation to 
which the patient would not submit."4

The idea of using his unusual patient for scientific purposes 
first seems to have occurred to Beaumont on 30 May 1823, when he treated 
St. Martin for constipation by pouring medicine through a glass funnel 
into the man's side. "I gave a cathartic," he noted excitedly in his 
casebook, "administered, it is presumed, as never medicine was before 
administered to man since the creation of the world!"5 The following day 
Beaumont repeated this therapeutic experiment. The next entry in his 
casebook tells of taking the injured man into his own home, "from mere 
motives of charity, and a disposition to save his life or at least to 
make him comfortable."6 The juxtaposition of these two entries suggests 
another explanation: that science may have motivated Beaumont more than
charity, that his successful administration of medicine through the fistula 
triggered the notion that other, more interesting, experiments could be 
performed. In short, he recognized St. Martin's potential for science.

The most compelling objection to this interpretation is Beaumont's 
own statement that he took St. Martin into his home in April 1823, one 
month before his unique administration of medicine. According to Beau
mont, by the spring of 1823 St. Martin was up and about, and the county 
authorities, no longer able to support the Canadian as a "common pauper," 
decided to ship him home to Lower Canada. The doctor, convinced that his 
patient could not survive so arduous a trip, took him in. In return for 
food and shelter, St. Martin served the Beaumonts as "a common servant, 
chopping wood, carrying burthens, &c."7

Extant local records indicate a different sequence of events. The 
minutes of the Mi chilimackinac County Commission show a local woman,
Mary Lafleur, boarding St. Martin at county expense as late as 1 July 1823. 
They also record that the county paid Beaumont for "surgical aid, and med
icine" for St. Martin through June.8 Given this new evidence, it seems 
likely that Beaumont opened his home to his patient during the summer of 
1823, after discovering the ease with which objects could be put into his 
subject's stomach. Thus "mere motives of charity" do not alone account 
for Beaumont's actions.
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The exact date Beaumont began systematically experimenting on the 
physiology of digestion remains unclear, although we know that by Sep
tember 1824 he had "frequently suspended flesh, raw and roasted, and 
other substances in the hole, to ascertain the length of time required 
to digest each."9 Later that year Surgeon General Joseph Lovell sug
gested additional experiments, and by 1 March 1825 Beaumont was record
ing his tests in his casebook.10 At various times between 1825 and 
1833 he performed literally hundreds of experiments on St. Martin--his 
Experiments and Observations mentions 238--at times daily, even hourly, 
poking "different kinds of food, drinks, elastic catheters, (and) ther
mometer tubes" into the opening and extracting large quantities of gastric 
juice and chyme.11

These experiments sometimes caused St. Martin considerable pain and 
distress, a fact Beaumont made no attempt to conceal. The extraction of 
large amounts of gastric juice and the insertion of a thermometer deep 
into the stomach seem to have created the greatest discomfort.12 "When 
the bulb is sunk low into the stomach, and suffered to remain there a 
minute or two," noted Beaumont, "it gives severe and distress at the 
pyloric extremity, like the cramp, or, the sensation frequently described 
by persons suffering from undigested food in the stomach, and leaves a 
sense of soreness, if repeated a few times, as was very evident this 
morning."13 At times the doctor interrupted his tests when St. Martin 
complained of pain,14 but on other occasions he ignored the man's pro
tests.15 Understandably, the discomfort St. Martin experienced and the 
intermittent fasts he endured made him a sometimes unhappy subject.16 
As Beaumont himself later recalled, St. Martin displayed a vexatious 
"obstinacy & unwillingness" through all his experiments.17

St. Martin's displeasure with his role manifested itself in periodic 
disappearances. The first occurred in August 1825, when Beaumont took St. 
Martin with him to Plattsburgh, New York, near the Canadian border. The 
proximity to home proved too great an attraction to the young man, who 
had not seen his family for at least three years, and he promptly headed 
north--"without obtaining my consent," complained Beaumont.18 The 
doctor could not understand why St. Martin "was unwilling to be experi
mented upon, though it caused him little pain or distress,"19 and he 
interpreted his subject's "faithless absconding" as ingratitude.20

Four years later Beaumont, now stationed at Fort Crawford on the 
upper Mississippi River (in present-day Wisconsin), arranged with the 
American Fur Company to return St. Martin, who stayed for about a year 
and a half. In the spring of 1831 Beaumont permitted St. Martin to 
return temporarily to his home, and it was not until the fall of 1832 
that St. Martin voluntarily rejoined the doctor.21 This time he came 
with a price. As Beaumont told it, he "was obligated to pay him high 
wages to induce him to return and submit to the necessary examinations 
and experiments upon his stomach and its fluids."22
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Largely to protect his own investment and interests, Beaumont 
had St. Martin sign a legal contract binding him for one year to 
"obey, suffer & comply with all reasonable & proper orders or ex
periments," in return for $150 plus "good, suitable & sufficient meat, 
drink, washing, lodging and wearing apparel."23 For added security, 
Beaumont in December 1832 had St. Martin enlist for a period of five 
years in the United States Army, where he served initially as sergeant 
of a detachment of orderlies but after six months as the surgeon's own 
private assistant.24 Although the primary purpose of this arrangement 
may have been to relieve Beaumont of his financial obligations to St. 
Martin, it also gave the doctor a tighter rein on his reluctant subject 
and made "faithless absconding" equal to desertion.

Some evidence suggests that Beaumont was not unaware of the ethical 
implications of his actions. In the preface to his Experiments and 
Observations he defends his experiments as "proceeding from motives 
which my conscience approves."25 Although the preface does not identify 
these motives, other sources clearly do. The experiments, he wrote 
after their conclusion, "were executed in obedience to the dictates of 
humanity, and a desire to benefit community and perpetuate the advantages 
of this signal opportunity for physiological improvement."26 Above all, 
Beaumont wanted to contribute "a mite to the promotion of Medical 
Science." "If, in any degree, I succeed, in thus contributing to the 
cause of science," he said, "I shall be satisfied with having bestowed 
my time & patience upon the subject, simply even to afford the materials 
for the Physiologist to cultivate & improve."27 a reading of Beaumont's 
publications and correspondence leaves little doubt that this frontier 
surgeon felt he had a moral duty to advance science and benefit mankind 
by experimenting on St. Martin, even, if necessary, against the man's 
will.

Beaumont's judgment was not always sound in these matters. While 
stationed at Fort Niagara in 1825, he risked a patient's health by per
forming another experiment his conscience dictated. To a lieutenant 
suspected of malingering, he prescribed a gargantuan dose of emetic- 
cathartic, knowing that if the medicine were taken, the officer would 
suffer "swelled jaws and a sore mouth for his imprudence." When the 
lieutenant later showed no ill effects, Beaumont concluded that his 
suspicions were well founded, and his testimony subsequently helped to 
convict the officer in a court martial. But President John Quincy Adams 
reversed the decision, calling Beaumont's experiment "of more than 
doubtful propriety." According to the President, it disclosed "a mind 
warped by ill-will, or insensible to its own relative duties."28

In St. Martin's case, however, Beaumont's contemporaries generally 
condoned his actions. Following the publication of his Experiments and
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Observations late in 1833, the medical and lay press praised the Army 
surgeon for his zeal and perseverance, his industry and patience, in 
studying St. Martin's stomach.29 As the medical faculty of Columbian 
College described the response,

The reviews tell favorably of his labors; the newspapers 
teem with popular allusions to his experiments. . . . 
there is but one feeling in the medical world toward him—  
a feeling of respect and gratitude for his excellent work.
. . .He knows nothing but disinterestedness and love of 
science. In no better hands could the case have fallen.30

In the minds of many, St. Martin's stomach existed "for the express 
purpose of affording medical knowledge, and teaching men the art of 
preserving health by due regulation and just choice of food."31 A 
beneficent Nature had drawn the veil aside, and Beaumont had simply 
"improved the advantages . . . thus providentially thrown in his way."
In other words, he had "done his duty."32

Virtually no American expressed concern for the feelings of St.
Martin, whom most appreciated solely for his fistula. One newspaper in 
fact conceded that it was "probably fortunate for the interests of science, 
and the good of mankind," that Beaumont had failed to close his patient's 
wound.33 Dr. John McCall of Utica, New York, did take an interest in St. 
Martin's welfare, but only, it seems, because of his potential value to 
science. "Poor Martin," McCall wrote in 1846. "I am glad he is still 
living & hope he will live as long as Methuselah did, & that thro. his 
stomach we may learn to see, & regulate the conduct of our own precious, 
yet much abused stomachs." 3 4  Any inconvenience or discomfort St. Martin 
may have experienced paled in view of his contribution to science. "Even 
pain and anguish" further the march of knowledge, said one Vermont news
paper in commenting on the case. "Whatever transpires, adds to the 
already mighty mass of science. Genius stands ready to catch from 
passing events a mite to add to the stores of learning."35

For reasons unknown, British and Irish journals displayed notice
ably greater sympathy for St. Martin or at least took greater notice 
of his plight. When Beaumont reported in 1825 that St. Martin had 
"absconded" and thus temporarily terminated his experiments, the Family 
Oracle of Health noted wryly that "however anxious we may be for the 
promotion of science, we should certainly have acted precisely in the 
same manner, and exclaimed with master Launcelot, 'Good Gobbo, take to 
thy heels and run.'"36 A Dublin medical journal treated St. Martin's 
later departure for Canada in a similar vein, noting how "quaintly"
Beaumont stated that his subject had left without "obtaining my consent."
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But, observed the journal, St. Martin's lot was not without its benefits.
It pointed "with pleasure" to the "very scientific diet" that Beaumont 
fed St. Martin to induce him to submit to experimentation: "soused tripe,
whipped eggs, venison, wild turkey, sucking pig, wild duck, pancakes, 
oysters, sausages, fricassee of chicken, [and] sponge cake."37 The 
Athenaeum chided Beaumont for forgetting at times that "he was operating 
on a living, irritable, human stomach" and thus giving his subject unnec
essary fits of indigestion. At the same time it praised the "admirable 
. . . temper of his patient, who so long submitted to the [experiments]."38 
Except for these somewhat negative comments, most British reviewers praised 
Beaumont, and one even described him as a "kind and philosophical master."39

If British and Irish commentators showed slightly greater ethical 
sensitivity than Americans, German-language reviewers, who almost always 
saw St. Martin from the scientist's point of view, definitely did not.40 
Dr. Leo-Wolf, one of the first Germans to take note of Beaumont's work, 
wrote in Schmidt's Jahrbucher that it was "very fortunate for science 
indeed" that St. Martin's wound never healed,41 while the widely read 
journal Jenaische Allgemeine Literatur-Zeitung called for additional 
experiments, conducted by "qualified physiologists and chemists."42 When 
St. Martin fled to Canada in 1825, N. H. Julius, the distinguished Hamburg 
physician and editor, termed his departure "very regrettable" for science, 
even if, as he suspected, St. Martin had fled out of fear of further ex
periments.43 Additional evidence of the low esteem with which the Germans 
viewed Beaumont's uneducated and impoverished subject is one medical 
journal's condemnation of St. Martin for returning to his "accustomed 
wilder life" among the hares and Indians of Canada and abandoning "not 
only his helper and rescuer in a time of need but all medicine [as well]."44 
To these Germans, science obviously justified any discomfort St. Martin 
may have experienced.

*  *  *

Beaumont completed his epochal Experiments and Observations late in 
1833, but even before the book rolled off the press, he was making plans 
to continue his experiments on St. Martin's stomach. On 7 November 1833 
the two parties signed a new contract, this one for two years at $200 
a year.45 A short time later Beaumont advanced St. Martin sufficient 
money to enable him to take his family back to Canada, on condition that 
he return immediately for further tests.46 To the doctor's perpetual 
disappointment, St. Martin never returned. He informed Beaumont in 
June 1834 that his wife wished him to remain in Canada. As for himself, 
he said, "I am much obl[iged] to you for what you have done and if it 
was in my power I should [do] all I could for you with pleasure."47
This news infuriated Beaumont, who interpreted it as a sign of ingrati
tude. Angry and embarrassed, he dutifully reported his ward "absent 
without leave" from the Army. Convinced that St. Martin's true purpose 
was "to extort a much higher salary," Beaumont decided simply to sit
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tight. "I know well his disposition & his ugliness," he wrote his 
friend Lovell. He would regain possession of the runaway, he predicted, 
when St. Martin squandered his money and became "miserably poor & 
wretched."48

Above all, Beaumont fretted that St. Martin would sell his services 
to some other researcher. "I constantly fear he may lease himself to 
some of the medical men in Canada, & get bis case into the hands of the 
English Doctors," he confided to L o v e l l . 49 This fear grew into an ob
session, and every time Beaumont heard of efforts to entice St. Martin 
elsewhere, he immediately renewed his own struggle to repossess his 
"Patent Digester."50 Although he regarded St. Martin as ungrateful, 
untrustworthy and greedy, the Canadian repeatedly refused other offers 
on the grounds that he was legally bound to Beaumont "and was not his 
own master."51

On at least six occasions between 1834 and 1852 St. Martin agreed 
to return to Beaumont, and once he actually began the trip. But illness, 
bad weather, family obligations, or lack of money always intervened.52
The voluminous correspondence on this subject shows St. Martin not to 
be ungrateful, but torn between family and patron, sometimes incapacitated 
by drunkenness, and not fully appreciative of his value to science or to 
Beaumont's reputation. He did, however, understand the financial rewards 
of serving Beaumont, and once wrote that be would "feel happy at the idea 
of obliging you, and benefiting myself."53

Over the year’s Beaumont kept increasing the inducement offered to 
his impoverished subject, while assuring him that he only had St. Martin's 
best interest at heart. "You may rely on my liberality and justice to
wards you," he wrote in 1850. "You may be sure of reasonable competency 
and comforts for your self and family while engaged to me, and kindly cared 
for and assisted afterwards. . . . Come therefore and enjoy the blessings 
reserved for you and oblige your old friend & benefactor."54 That year 
Beaumont upped his offer to $300 for twelve months, and two years later, 
shortly before his own death, he raised the amount to $500 plus a bounty 
of substantial acreage from the government--"as [a] bribe to his cupidity."55

 In describing this last offer to his cousin, Beaumont revealed
his own ulterior goals: " I think he will take the bait & come on this
fall; and when I get him alone again into my keeping & engagement, I will 
take good care to control him as I please."56

Here we see a man plagued by mixed motives: to benefit himself,
to benefit science, and to benefit his subject. As Beaumont explained 
to St. Martin in 1851, he wanted him back "not only for my gratifica
tion, but for your own benefit & the sake of s c i e n c e . "57 The same day
Beaumont assured a friend that he was "sincere and benevolent in purpose.
I do, indeed, hope to see him yet, if only to make him more comfortable
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& contented while he lives."58 Still, Beaumont never forgot his own 
reputation, which, he well knew, depended in large part on access to 
St. Martin, who had "become almost indispensably necessary to answer 
the reiterated demands of Foreign Journals & Institutions for further 
investigations of the gastric functions, &c."59 These pressures, com
bined with St. Martin's unpredictability, at times drove him to dis
traction, causing him to declare at one point that he must have St.
Martin "dead or alive."60 Such outbursts, however, reveal only one 
side of a complex relationship. The nearly deaf doctor--quarrelsome, 
thin skinned, and authoritarian--would scarcely rank among the nicest 
men in the West, but he was not devoid of sentiment and compassion. Over 
the years he developed a fondness for the man whose life he had saved 
and who for a time shared his own roof. Only the cynic would conclude,
I think, that Beaumont's repeated expressions of concern for St. Martin 
reveal nothing but a manipulative mind at work.

*  *  *

In assessing Beaumont's ethics, we should bear in mind that most 
of his contemporaries would have acted in precisely the same way in 
similar circumstances. Several of the nation's most reputable physicians 
and scientists actually assisted Beaumont with his experiments, apparently 
without scruple. In the preface to his Experiments and Observations 
Beaumont acknowledged the collaboration of Joseph Lovell, Surgeon General 
of the United States Army; Professors Silliman, Knight, Ives, and Hubbard, 
of Yale College; Dunglison of Virginia University; and Sewall, Jones, 
Henderson, and Hall, of Columbian College.61 Lovell and Dunglison in 
fact proposed many of the experiments Beaumont performed on St. Martin 
and repeatedly encouraged him to continue his investigations. "I am 
glad to find that your ardor in the prosecution of your interesting 
experiments continues unabated," wrote Dunglison in 1833.62 Benjamin 
Silliman and his colleagues in New Haven, who assisted with chemical 
analyses, seemed to Beaumont "earnestly & highly to appreciate . . . 
the importance of the subject, & evince[d] an earnest disposition to 
engage with much zeal & sincerity in promoting the investigation of the 
subject."63 Dr. Thomas Sewall, professor of anatomy and physiology in 
Columbian College, demonstrated St. Martin's stomach to his students in 
1832, declaring that "the opportunity presented by this case . . . should
not be unimproved."64

For every physician and physiologist who actually experimented on 
St. Martin, there were at least two others who wanted to. Even before 
the publication of Beaumont's Experiments and Observations Montreal 
physicians were trying to entice St. Martin to join them, and during the 
1840s only St. Martin's inexplicable loyalty to Beaumont kept his body 
out of Canadian hands.65 In 1834 a group of Boston physicians led by 
Charles T. Jackson, later famous for his discovery of anesthesia, vied 
for St. Martin's services--and Beaumont's, too, if necessary. "I think

248



we could do something handsome in the way of Physiological researches 
if we had St. Martin here," wrote Jackson, who declared himself willing 
and happy "to perform any part of the labour," Beaumont might assign 
him.66 The Grahamite American Physiological Society, thrilled that 
Beaumont's experiments had (in their way of thinking) proven vegetables 
to be more nutritious than meat, likewise sought to obtain St. Martin, 
but Beaumont's assurances that he was continuing his experiments and 
that St. Martin would submit to no one else dissuaded them.67

Foreign scientists were no less eager to examine St. Martin and, 
like their American colleagues, saw no hint of impropriety. At the 
Paris Academy of Sciences the perpetual secretary, D. F. J. Arago, pro
posed importing St. Martin for additional experiments,68 while the 
Scottish physiologist Andrew Combe prodded British scientists to do 
the same thing. In his preface to the 1838 Edinburgh edition of Beaumont's 
Experiments and Observations Combe suggested that

the Royal Society or British Association [for the Advance
ment of Science], would do science a service and themselves 
an honour, by using their influence and means to have St.
Martin brought over to this country, and the remainder of 
the subject fully investigated under the direction of a 
committee of their number. An opportunity of this kind may 
never occur again, and it will be a source of lasting re
gret, and even of merited reproach, if it be allowed to 
pass away without being turned to the best possible account.

Combe expressed concern for St. Martin's health, but, as usual, only for 
the sake of science. "[S]pecial care should be taken," he advised, "not 
to injure St. Martin's health by withdrawing him entirely from his accus
tomed diet and mode of life, otherwise the whole value of the experiment 
may be lost,— the object being to ascertain the laws and conditions of 
HEALTHY DIGESTION."69

In response to Combe's suggestion, the British Association in 1838 
appointed a special committee to arrange for bringing St. Martin to 
England for a year. This plan failed, however, when a "noble member" 
objected that "the subject was coarse, and indelicate, and calculated 
to disgust."70 Despite this aristocratic opinion, British physicians 
remained eager to "get hold of St. Martin," as one of Beaumont's cor
respondents phrased it when warning the American doctor to "be watchful, 
or those wiley English men will slip him over to London before you are 
aware of it."71 To lure St. Martin across the Atlantic, the Britons 
contemplated offering him a "bribe,"72 but like all other European 
schemes their plans never materialized.

Not until after Beaumont's death in 1853 did anyone succeed in 
talking St. Martin into further experiments. Credit for this accom-
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plishment goes to a shady entrepreneur named Dr. Bunting, who in 
1856 took St. Martin on a tour of medical centers from St. Louis to 
Boston, giving local physicians an opportunity to insert thermometers 
into the fistula, to observe the digestion of food tied to a string, 
and to watch water gush out through the hole.73 The only serious 
research took place in Philadelphia, where Dr. Francis G. Smith of 
the medical department of Pennsylvania College briefly experimented 
on St. Martin in May 1856. In describing these tests, Smith said 
nothing about the ethics of human experimentation.74

Although the medical press generally welcomed this scientific 
exploitation of St. Martin— because, as one New York physician put it,
"he belongs legitimately to the profession"75--it showed greater con
cern for St. Martin's welfare than it had a quarter century earlier, 
perhaps because of a widespread suspicion that Bunting was lining his 
pockets by "Barnumizing" the poor Canadian. One observer seemed re
lieved to discover that "St. Martin appeared to suffer little or no 
inconvenience from this intermeddling,"76 while the editor of the 
New York Medical Times hoped that the money raised by the tour would 
contribute "towards relieving [St. Martin] from the necessity of re
turning to manual labor."77

St. Martin apparently disliked these experiments even more than 
those Beaumont had performed. Bunting himself, observing that "a too 
long continuance, or too frequent repetition of the experiments dis
turbs him considerably," feared that St. Martin might "rebel entirely" 
if pushed too far.78 Undoubtedly St. Martin was thinking of Bunting 
late in life when he "complained bitterly of some doctors who had 
awfully misused him." For Beaumont, he had only kind words.79

The medical profession continued to pursue the impoverished St. 
Martin into his mid-eighties. Less than a year before his death Rush 
Medical College almost succeeded in bringing St. Martin to Chicago for 
three months of experiments, promising him $400. The contract the 
college drew up granted it exclusive rights to St. Martin but, sig
nificantly, said nothing about his rights or protection. In the end, 
it made no difference, because St. Martin refused to sign the document 
unless the school would also support his son during the experiments.80

On 24 June 1880 death finally removed St. Martin from probing 
hands and prying eyes, and touched off an unseemly scramble for his 
body. Among those who requested an autopsy was William Osier of 
Montreal, who offered to purchase St. Martin's stomach for the Army 
Medical Museum in Washington. To prevent desecration of the dead, the 
man's family allowed his body to decompose partially before burying 
him--eight feet deep "in order to prevent any attempt at resurrection."8 1
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If we are to evaluate the ethics of Beaumont and his contemporaries 
who experimented on St. Martin, we must apply the standards of the nine
teenth century, not the twentieth. But this is not as easy as it sounds, 
because early nineteenth-century writers said little about the ethics 
of human experimentation. In the absence of explicit ethical statements, 
we can gain some insight into nineteen-century values by examining other 
cases of gastric and intestinal fistulas used in studying digestion.

Beaumont was neither the first nor the last medical scientist to 
experiment on a person with such abnormality. The most notable case 
prior to St. Martin was that of Theresia Petz, a fistulous Austrian 
peasant, observed by the Viennese physician Jacob Anton Helm between 
1798 and 1802. Petz developed her fistula when an abscess on the ab
dominal wall burst, creating an opening into the stomach. Helm and his 
colleagues, including Georgius Prochaska, performed numerous experiments 
through this hole to determine the relative digestibility of various 
foods and other processes. Although Helm never discussed the rights 
of his subject in his reports, he did justify his experiments:

I only wanted not to let this favorable occasion go unused 
but thought it my duty to report my observations. . . .
If my laborious experiments should help to enlighten only 
one dark spot in the animal economy in the slightest, should 
they relieve only one human being's sufferings related to the 
selection of food, should they only instigate physiologists 
and chemists to a more reasonable investigation of the pro
cess of digestion, so important for the animal organism, I 
would be repaid one-hundred times for all the trouble and 
every expense and would even, at the end of my days, feel 
happy in the thought of having contributed my share to the 
well-being of mankind.

He said nothing about the contribution of Theresia Petz.82

While Helm was experimenting on Petz in Vienna, two prominent 
Paris physicians, J. N. Covisart and J. J. Leroux, were observing a 
French woman, Magdelaine Gore, suffering from a similar complaint. Al
though the woman's untimely death prevented extensive experimentation, 
the French doctors did have an opportunity to witness the process of 
digestion and to analyze the gastric juice, and they clearly would have 
done more had their patient survived.83 Helm probably typified the 
feeling of the medical profession when he noted "with deep regret . . . 
that this woman Gore died before the intended experiments were per
formed."84

By the time of St. Martin's accident the medico-scientific com
munity had come to recognize the value of these rare natural occur
rences and the importance of taking advantage of them. As a French
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physician observed in 1802, many questions regarding digestion could 
only be answered by such means.85 A French work on pathological anat
omy that appeared the year Beaumont began systematically experimenting 
on St. Martin pointed out the value of intestinal fistulas, apparently 
a common sight at the Hotel Dieu, for studying digestion. Because 
the differences between humans and animals made animal vivisection 
unsatisfactory and inducing individuals to vomit disturbed the digestive 
system, the author hoped that physicians would exploit these artifi
cial (or preternatural) anuses "to add observations on a larger number 
of foods and on the difference their preparation has on the phenomenon 
of digestion."86 Such calls for human experimentation increased with 
the publication of Beaumont's book in 1833,87 and it seems certain that 
his contemporaries would have questioned his judgment--if not his ethics- 
had he failed to experiment on St. Martin.

As a result of Beaumont's influence and the demand for additional 
data, fistular experiments and observations increased dramatically 
during the second third of the nineteenth century. Students of di
gestion did much of their work on animals with artificially constructed 
fistulas, because, as an American physiologist explained, "we cannot 
always have a man with a gastric fistula to experiment with; still less 
make one in the human subject at will."88 Nevertheless, the literature 
describes several additional experiments on humans with gastric or in
testinal fistulas. Physicians continued to act as though they possessed 
an inalienable right to such persons--almost always lower class— although 
some grudgingly conceded a few basic rights to their subjects.

One of the most revealing cases was reported by two students of 
Carl Schmidt's at Dorpat University, Otto von Gruenewaldt and Ernest 
von Schroeder, who wrote their medical dissertations on Beaumont-type 
experiments performed on an Estonian peasant Katharina Kutt, a nursing 
mother with a small gastric fistula. In describing the frustrations of 
experimenting on a somewhat reluctant subject, Gruenewaldt acknowledged 
limits to human experimentation:

Our Estonian peasant woman, so lacking in civilization as 
to have little notion of the importance of the investiga
tions imposed upon her, was never capable of understanding 
that she had made a contract with us--that consequently she 
must both do on herself and allow to be done on her things, 
the significance of which she could not understand, and that 
she must patiently submit to that which seemed uncomfortable 
or inconvenient.. . .  To be sure, she did abide by the con
tract in exchanging her rural domicile for urban lodgings and 
she did allow certain experiments to be performed on her; 
nevertheless it was impossible to persuade her to bring the 
desirable good attitude toward all of these, and she plagued
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us throughout this time by her ignorance, ill-will, and in
subordination. Already the consideration due a human sub
ject excluded the possibility of good experiments that could 
be performed on animals, and still more experiments were im
possible in our case because the woman, moved either by un
founded fear or groundless mistrust, did not allow them . . . .

Particularly annoying to the young experimenters was the woman's refusal 
to permit a temporary widening of her fistula to facilitate experimentation 

on.89

Dr. William Hunt, a Philadelphia surgeon, met similar resistance 
when he attempted to experiment in 1865 on an ex-Confederate soldier, 
who had been shot through the abdomen and left with a large artificial 
anus in the right iliac region. While the young man waited for cor
rective surgery in Pennsylvania Hospital, Hunt tried a few experiments 
but, like the Dorpat students, encountered opposition, "owing to the 
fact that the patient, from long suffering, was irritable and more or 
less annoyed by [the experiments]." Although Hunt especially wanted to 
observe the time of passage of certain foods and their effect on the 
alimentary canal, he did not "feel justified in urging" the patient when
he resisted.90

Opportunities to experiment on humans with gastric fistulas arose 
frequently toward the close of the century as surgeons increasingly 
created artificial openings in cases of esophagus closure. These gastrostomies 

 may have satisfied the curiosity of a few physicians and even 
produced a physiological fact or two, but they scarcely influenced ethi
cal consciousness. Many experimenters seem to have stopped only at the 
point where patient and family cooperation ended or poor health inter
vened.91 One incident suggests that researchers may have grown more 
callous as the novelty of fistular experimentation wore off. Shortly 
after the turn of the century a physiologist in Helsinki, A. F. Hornborg, 
experimented on a poor, five-year-old boy who had undergone a gastrotomy 
after swallowing lye. Hoping to corroborate Pavlov's work on dogs, 
Hornborg tantalized the hungry child with food to observe the effect 
of anger on gastric secretion. He also administered, apparently with 
no qualms, multiple doses of morphine to determine its effect on the 
stomach. And only the threat of losing his patient prevented Hornborg 
from running tests on bad-tasting foods.92

*  *  *

This narrowly focused study of human experimentation in the nine
teenth-century provides little grounds for concluding that Beaumont sig
nificantly altered the course of bioethics. Although he greatly influ
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enced the style of physiology, he contributed little to improving ethical 
awareness--largely, I think, because he remained oblivious of many of 
the modern dilemmas associated with human experimentation. Still, when 
compared with his contemporaries, Beaumont appears to have been no more 
insensitive or less concerned about the welfare of his subject than other 
nineteenth-century physiologists. Indeed, his paternal interest in St. 
Martin may place him a cut above his contemporaries.

But more important than judging Beaumont is understanding why he 
and his reviewers displayed so little concern for the rights of St.
Martin. The most obvious explanation is that Beaumont neither coerced 
his subject nor caused him to suffer more than temporary pain, hunger, 
and inconvenience. Thus even those who questioned the ethics of animal 
vivisection found nothing disturbing in Beaumont's work. Andrew Combe 
contrasted the "rare good fortune" of finding a St. Martin with "the 
cruelty inseparable from the performance of such experiments" on animals, 
and Carl Schmidt made the same point.93 Besides, Beaumont did not injure 
St. Martin's health; on the contrary, he restored it, allowing the 
Canadian to live to a ripe old age.

Another, more subtle, factor contributing to the lack of concern 
for St. Martin was the class difference between Beaumont and the penny
less French-Canadian he employed as "a common servant." How else can 
we explain Beaumont's--and society's--expectation that St. Martin obey 
him and the assumption that St. Martin's cooperation could be bought?
It is difficult to imagine Beaumont expecting obedience from a social 
equal or attempting to bribe a prominent citizen into submitting to ex
periments. Not only would Beaumont have treated a peer with more defer
ence; he undoubtedly would have encountered even more resistance than 
St. Martin displayed. The only case I discovered of fistular experi
ments being attempted on a non-lower-class person involved an Italian 
subject, described as being "intelligent and provided with some educa
tion." Not surprisingly, his would-be experimenters found him to be "a 
difficult character, who only lent himself grudgingly [di mala voglia] 
to the few experiments which could be performed, and the only in in- 
complete fashion."94 Although it is impossible to determine just how 
much class differences influenced the attitudes of Beaumont and other 
researchers toward their socially inferior subjects, such distinctions 
no doubt account for at least some of the indifference to ethics.

Contemporary values also tended to obscure any liberties Beaumont 
may have taken with St. Martin's rights. In a nation that still tolerated 
involuntary servitude and even slavery, it is hardly surprising that 
Beaumont's employment of St. Martin for scientific purposes elicited 
little criticism.95 The state of medical science in the early nineteenth 
century--too much theory and too few facts--likewise served to vindicate 
Beaumont. As Dr. Samuel Jackson declared in 1820, physicians had a "moral
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duty" to improve every opportunity to observe and experiment.96 In 
this climate, failing to experiment became unethical.

The numerous "ethical" codes that appeared before the American 
Civil War remained strangely silent on the subject of experimentation, 
even though, as Edward C. Atwater has recently shown, studies in human 
physiology were already becoming commonplace.97 Alleged abuses of 
human subjects aroused little public concern until the 1840s, when 
hundreds of American physicians fell under the influence of French 
clinical medicine, which placed a higher value on diagnosis than therapy, 
leading to complaints that physicians saw their patients only as objects 
of science.98 But antebellum criticism of this passive experimentation 
scarcely compared with the outcries that greeted stories of active ex
perimentation on infants and invalids in the 1890s.99

In one of the earliest guidelines governing human experimentation 
the influential French physiologist Claude Bernard in 1865 laid down 
the following principles:

It is our duty and our right to perform an experiment on man 
whenever it can save his life, cure him or gain him some 
personal benefit. The principle of medical and surgical moral
ity, therefore, consists in never performing on man in experi
ment which might be harmful to him to any extent, even though 
the result might be highly advantageous to science, i.e., to 
the health of others . . . .  Christian morals forbid only one 
thing, doing ill to one's neighbor. So, among the experiments 
that may be tried on man, those that can only harm are for
bidden, those that are innocent are permissible, and those 
that may do good are obligatory.100

Although Bernard did not mention Beaumont in this context, other 
sources suggest that he found the American surgeon ethically blameless.101 
William Beaumont may not have been a pioneer in the history of bioethics, 
but neither was he a villain.
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URBAN FOLK MEDICINE: A FUNCTIONAL OVERVIEW

by Irwin Press

THE PROBLEM

We are well aware that illness and its cure may serve a variety 
of nonsomatic functions. In nonindustrial or non-Western societies 
particularly, health concepts and practices frequently play important 
roles in "the maintenance and persistence of socio-cultural systems" 
(Hallowell 1963:264). Concepts of illness and practices of cure are 
capable of significant input to social control, economic leveling, 
stress or anxiety release, and other important personality or group
regulating processes.

This is possible because folk health systems are open systems, 
accepting substantive input from--and thus capable of functionally 
contributing--to economic, familial, ritual, moral and other institu
tional sectors. Modern, scientific medicine, on the other hand, is a 
largely closed system, "based on precisely defined knowledge, technique, 
and procedures, all of which are discontinuous from ordinary social 
process" (Manning and Fabrega 1973:290). Its governing paradigm isolates 
modern medicine from the social and cultural environment. Its concepts 
and methods have become universal in application, and are "not altered 
significantly by time and place of treatment or by [the] personality of 
[the] physician" (Ibid:291).

An open system is an adaptive system. It is capable of incorporating 
 new environmental elements, and thus "may change or elaborate its 

structure as a condition of survival or variability" (Buckley 1968:490).
As open systems, folk medical systems should therefore be capable of 
adapting to novel environments, and of affording continuity of old 
functions while offering new ones to meet the needs of populations 
experiencing new pressures and opportunities. This capability of folk 
medicine appears to be a significant "factor accounting for the low 
incidence of psychiatric disorders in societies undergoing considerable 
social change, where rates would be expected to be higher" (Kiev 1968:191).

One of the most significant and universal procedures of social change 
is that of urbanism. As the world's cities continue to attract a growing 
number of individuals from primitive, peasant, and other nonindustrial 
rural communities, attention is increasingly drawn to the adaptive 
success or failure of these migrants in the urban milieu. Now, variant 
(folk) health systems are usually part of the cultural baggage of such 
migrants, and frequently survive as legacies for succeeding generations.
If folk health systems are indeed as adaptive as we propose, they should 
play a significant role in solving certain problems of adaptation among
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migrants to cities. In this study, we shall attempt to derive some 
generalizations about the nature and range of such adaptive functions, 
and indicate their potential relationship to specific elements in the 
urban context.

FOLK MEDICINE, ILLNESS, AND USERS

A few points need clarification at the outset. First, what is meant 
by "folk" medicine? The easiest course is to define it as any health 
system at variance with scientific medicine. Admittedly, such would 
label as "folk" the highly codified ayurvedic system of India, with its 
formal medical schools and standardized training of full-time profession
al specialists. While our potentially ethnocentric definition is far 
from perfect, it is, in truth, thoroughly consistent with usage of the 
concept of "folk medicine" in the anthropological literature. One 
could perhaps sharpen the definition by adding that folk medical systems 
are characterized by a high degree of shared knowledge between public 
and practitioners (which is one of the basic reasons why folk illness 
and its cure seem to serve so many societies as effective social control 
mechanisms). To add more elements is to attract an increasing number 
of objections. Thus, Coe's definition of folk medicine as "accepted 
uncritically by the people" and as "sharply distinguished from the 
specialized and more or less codified medicine practiced by specialized 
healers" (Coe 1970:125) overlooks the fact that the average American 
accepts modern medicine quite uncritically, and that non-Western 
healers may also specialize.

Second, we must distinguish between folk illness and folk medicine. 
They are aspects of the same cognitive system, but they are not identical 
and should be conceptually differentiated. Folk illness refers to con
cepts of cause, etiology, manifestation, and labeling of disease itself. 
Folk medicine is often used as a blanket term for all folk practices and 
beliefs, yet properly refers solely to concepts, instruments, practices, 
and personnel of cure. Folk medicine appears to be the more resilient 
of the two phenomena, accommodating to social mobility and competition 
from modern medicine. Folk medical practices may survive long after 
illness concepts have disappeared and may be used to treat nonfolk 
illnesses as well.

Third, it is necessary to specify the population to which this 
analysis applies. We could simply begin almost every sentence with the 
qualifying phrase: "Among those urban residents with active folk medi
cal beliefs and practices. . ." This, however, begs the question. 
Suffice it to say that migrant groups which come from areas in which 
folk health practices are strong constitute the urban population of folk 
practice users. Their countries or regions of origin tend to be econom
ically underdeveloped, with modern medical facilities scarce. By and 
large such urban populations consist of lower income migrants and their
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descendants. They frequently occupy slum, tenement, vecindad, invasion, 
shanty-town, favela, and similar economically marginal neighborhoods.
We must not assume, however, that all members of an ethnic or other 
socioeconomically variant group exhibit similar patterns of folk health 
use. Age, length of time in the city, marital status, and strength of 
local family ties may affect such patterns (See Hessler et al. 1975).
The more upwardly mobile and higher income members of ethnic or migrant 
groups may use folk health mechanisms less often or for differing rea
sons -- as for backup to modern medicine or for purely nonsomatic func
tions (Press 1969:215). We shall return to this point subsequently.

FOLK ILLNESS IN THE RURAL SETTING: AN OVERVIEW

A brief look at rural folk illness and cure offers an essential 
background for subsequent analyses. It must be stressed at the outset 
that rural communities in developing or nonindustrial areas or nations 
are notoriously unhealthy places, with high levels of parasitic and other 
diseases. Illness is a common state for most individuals. Given the 
relative absence of modern medical facilities in rural (particularly 
primitive or peasant) communities, folk practices are often the only 
available or convenient sources of somatic cure, regardless of associ
ated social functions. Thus, if illness and its cure are also the cues 
for social drama, then performances are frequent and reinforcement of 
their functions is relatively constant.

In the more highly personal, particularistic rural social context, 
leveling mechanisms frequently ensure socioeconomic homogeneity and 
equalization of "life chances" (Wolf 1966). Interpersonal violence 
must be contained, and expressions of hostility channeled into accept
able areas that reinforce rather than threaten the social fabric.
Antisocial behavior in general threatens particularistic interchange 
and reciprocity. Rural roles are limited in number and their content 
familiar to all. Performance of most roles tends to be highly visible 
to other community members. Under such circumstances failure to meet 
role expectations may lead to high levels of personal and societal 
stress. In small rural communities, furthermore, institutions exhibit 
considerable overlap in personnel, thus making it difficult for individ
uals to deviate in one behavioral context without repercussions in others.
In this overall milieu, individuals are sensitive to the opinions of a 
wide range of significant others who possess the power to legitimize one 
anothers' sick roles and facilitate their derivative functions.

The more generalizable of these rural functions of folk illness 
appear to be the following:

1. Relief of stress, and excuse for failure to meet role expectations. 
"Susto," windigo, and wild-man behavior are examples of illnesses that 
permit retreat from various obligations. We are speaking both of situation
al roles (in which the encumbent has some momentary responsibility) and
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of more general statuses such as sex (Rubel 1964; O'Nell and Selby 1968), 
or economic provider (Landes 1938; Newman 1964)--roles continuously 
exhibited by a significant number of society members.

2. Social or economic leveling (See Foster 1965).

3. Punishment for antisocial behavior, failure to reciprocate, etc.
The deviant may be the victim of supernatural or magical sanction, or 
(particularly in Africa) accused of causing illness to others.

4. Attribution of cause to human sources may allow for the expression 
and amelioration of interpersonal hostility within acceptable and limited 
bounds (See Whiting and Child 1953). Here, general principles of group- 
cohesion may forbid more direct expression of hostility (Mitchell 1965:201).

Although we have been discussing folk illness, a number of these 
functions are operationalized through the publicity or manipulations 
associated with the cure, or folk medicine. Overall, such functions 
clearly reflect a context in which disease is common, modern medicine 
weak, and in which community integration, homogeneity, and pressures for 
conformity are high.

HEALTH IN THE URBAN MILIEU

Rural communities have no monopoly upon disease, and urban life too, 
can be downright unhealthy. The effects of urban residence upon the 
generation of organic and stress-related illness have been suggested by 
Cassell (1970), Kiev (1972:11, 12, 141), Dubos (1965: Chapter 9) and
others. New migrants in particular are susceptible to higher levels of 
certain diseases than are long-term urban residents. Higher rates of 
lung cancer (Haenzel et al. 1962), and coronary heart disease (Tyroler 
and Casses 1964) have been attributed to such recent-migrant (as opposed 
to stable urban-resident) status. Higher rates of disease have also 
been attributed to cultural or social marginality. For example, ethnic 
minorities have been shown to exhibit higher incidence of TB (Holmes 1956) 
and mental illness (Faris and Dunham 1939) than the general urban popu
lation.

Social or cultural marginality is further complicated by economic 
marginality. Low economic status contributes to poor health through 
lack of proper nutrition and sanitary services. High-density residence 
is conducive to easy contagion and maintenance of high numbers of animal 
or insect vectors of disease. Even where modern medicine is utilized, 
it often cannot produce full cure where reinfection is likely. In an 
earlier study of Bogota, Colombia, I reported that an estimated 30 to 
40 percent of lowest-income hospital clinic out-patients were incapable 
of cure due either to the cost of proper treatment or to poor home 
hygienic milieu that counteracted the effects of antibiotics and other 
drugs (Press 1969). It must be stressed, furthermore, that clinics,
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hospitals, and private physicians are scarce in low-income urban neigh
borhoods (as compared with middle-and upper-class sectors). Transporta
tion to health centers is often poor or time-consuming. Strong sex-role 
double standards may further lower the mobility of women, making it 
difficult for them to leave the house on extended trips to other neigh
borhoods for health care. This is as common among female southern moun
tain migrants in Detroit (Stekert 1970:127) as it is among Spanish-speak
ing females of San Antonio or Mexico City. Urban lower class migrants 
also hold relatively fewer jobs that offer sick pay or sick leave 
(Whiteford 1976:99), and that (as opposed to agricultural labor) permit 
temporary replacement by kin or friends of the employee. Modern medical 
care tends to be costly and inconvenient in terms of location and consul
tation hours.

ILLNESS, ACCULTURATION, AND FOLK PRACTICES

Overall, the urban milieu can contribute to higher levels of chron- 
icity of illness, and low confidence in, or commitment to, modern medicine. 
Quite apart from social or cultural functions, urban folk medicine may 
offer the most convenient, affordable health care. Folk curers tend to 
concentrate in ethnic and lower-income neighborhoods and can be seen 
after work hours. Further, curers and folk remedies are generally 
cheaper than physicians and prescription drugs. Even where costly, 
curers may ritualize fees in such a way as to lower patient resistance 
to payment (Press 1971).

If adaptation to the city may be traumatic, illness in this milieu 
can become an additional source of anxiety. Any manifestation of disease 
is threatening, and would be especially so to the economically and perhaps 
culturally marginal migrant experiencing discomfort or disability and 
imminent disruption of income and expected role performance. Most rural 
migrants, furthermore, come from areas where few (and often no) physicians 
are available.1 This is particularly the case with former members of 
tribal or peasant communities.

One of the more obvious functions of folk illness and cure in cities 
is that of minimizing the trauma of acculturation. Modern medicine can 
be a threatening solution to an already sufficiently threatening problem. 
Curers, on the other hand, tend to be rural born and/or exhibit familiar 
behavioral and attitudinal traits--not the least of which may be the 
patient's own language. By interpreting illness in folk terms, and by 
attending folk curers, one assigns to illness a label with familiar 
implications and undertakes a predictable course of treatment, A result 
can be at least partial relief from a threatening situation. Even where 
the curer may employ techniques whose content or symbolic impact may be 
unknown to the patient, the intent and general premise of the procedure 
are compatible with his world view. Apart from technique itself, a 
diagnosis and (perceived) successful cure of evil eye or "God's will" 
may have significant positive input to maintaining personality integra
tion of a migrant in the urban milieu. Admittedly, a concomitant result 
may possibly be retardation of acculturation, particularly--though not 
exclusively--in patterns of modern health care utilization.
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If cultural identification of the illness is unimportant, patients 
nevertheless often refuse modern medical care because of procedures and 
style.2 The denial of God (Masden 1964:428), the denial of a role for 
the family in diagnosis and treatment (Clark 1970:230-231), etc., are 
often sufficient to retard utilization of modern medicine. The desire 
for more ego-focused attention may also send patients to folk curers 
rather than to physicians.3 This is not to say that physicians commu
nicate less efficiently with patients, or that urban folk curers are 
necessarily more "personal" than physicians. Ordonez, Cohen, and 
Samora have shown that only a minority of Bogota clinical outpatients 
claim to experience difficulty in communicating with one another 
(1968:190). Also generalizing from urban Colombian data, I have sug
gested the existence of an urban curanderismo complex with curer 
impersonality as a typical feature (Press 1971). The point is that 
curers, as opposed to physicians, take their cues from patients, accept 
their stated symptoms at face value, and thus offer a guarantee that 
the patient's peculiar anxieties and sick-role preferences will be 
validated. This function of folk medicine is not exclusively urban, 
yet may be of greater importance in cities than in rural communities 
with more normatively controlled sick roles. We shall return to this 
point subsequently.

The city offers a new socioeconomic environment to the migrant and 
creates a number of new needs that can be met by open systems such as 
folk illness and folk medicine. Curers diversify in style and special
ization to meet the needs of a more heterogeneous population (Press 1971). 
Landy has suggested that the folk curer's role is especially capable of 
adaptation to new situations, and can readily take on culture broker 
functions (1974). Equally importantly, folk systems can readily accept 
input from modern medicine and urban institutions. More frequently 
than their rural counterparts, urban curers fit scientific terms into 
what Solien calls "older magical thought patterns" (1965:328), offer 
scientific-sounding explanations for familiar folk symptoms (Press 
1973:241), and prescribe antibiotics or patent medicines. Such admix
tures need not repel potential patients so long as overall healing 
style is compatible with the client population's concepts of cause, 
etiology, cure, and curer role-behavior. Indeed, when urban folk systems 
contain elements of modern origin they further ease acculturation-related 
pressures by allowing patients to feel more "modern" while still relying 
upon familiar causal concepts, remedies, and healing personnel.

On the other hand, unlike modern medicine, the folk can relinquish 
its "authority: over certain aspects of disease, and appears to do so 
with greater frequency in cities (where modern medical facilities are 
more numerous and accessible). Thus, compartmentalization of illness 
into modern-specific or folk-specific is possible, encouraging dual use 
of folk and modern health systems (Martinez and Morgan 1966:150; Press 
1969:passim). Compartmentalization and dual use encourage transition 
to modern health usage while allowing individuals to retain access to 
traditional sources of anxiety reduction and ethnic identity.
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STRUCTURAL INPUTS TO FUNCTION OF FOLK HEALTH PRACTICES

Criticisms of Wirth to the contrary, and even recognizing the im
portance of ethnically homogeneous neighborhoods and enclaves, cities 
are larger, denser, and more heterogeneous than are rural communities.
In the cash-based urban milieu, corporate or family groups generally do 
not control the means of members' economic production. Jobs and friend
ships are found and kept by individuals through dyadic relationships 
that are often difficult for others outside the employer-employee dyad 
to control, and offer little sanction-generating feedback to the com
munity in case of rupture or failure to conform. Sanction of the 
individual's behavior is more compartmentalized as opposed to commu
nitywide. Furthermore, regardless of ethnic solidarity or neighborhood 
homogeneity, a certain minimum of contact with outgroup representatives 
and with impersonal bureaucracies is generally unavoidable. The 
individual himself has little control over the behavior of others in 
these interactions.

The existence of increased potential for socioeconomic mobility, 
the greater availability of goods and services, and the presence of 
out-groups from whom cash, products, and favors can be obtained--all 
mitigate the operation of a strong "image of limited good" or other 
leveling mechanism in cities. Erasmus suggests that "invidious emulation" 
replaces "invidious sanction" as economic development and opportunity 
for possession of goods increases (1961:135).

In the rural milieu, adequacy of the individual is facilitated, if 
not guaranteed, by the community. Ascribed economic roles, general 
availability of the most commonly valued resources, and guaranteed 
ascendancy of prestige ladders--as through age grades, civil-religious 
hierarchies, or simple aging--assure some measure of success and adequacy 
of status. In the city, on the other hand, migrants find that the shared 
abilities and cognitive orientations of the rural community are often 
insufficient for adequate competition in a milieu where special skills, 
contacts, and investment capital are necessary for material and reputa
tional success. Failure, therefore, is common; or put another way, 
conspicuous success is rare. While there may be strong pressures to 
accept the more easily achieved statuses offered within one's neigh
borhood, kin, or ethnic group, to a considerable extent individuals 
in cities are less prevented by others from attempting than prevented 
by their own lack of resources and experience from achieving more 
universalistically based success. Responsibility for failure in the 
city lies more with the individual than with the group, as does respon
sibility for rectification or explanation of failure.

As opposed to modern medical ideology, folk illness generally allows 
displacement of responsibility for failure from self to other sources 
(See Madsen 1964:431, 432). Clark notes that among Mexican-Americans,
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"the patient is regarded as a passive and innocent victim of malevolent 
forces in his environment." (1970:197). I have described similar ration
alizations of illness in Bogota, where small-scale entrepreneurs may 
blame their physical and business problems upon specific competitors.
Hess, in describing the role of mori (or rabbi-wise man) among Yemenite 
migrants to Israel claims that

"it is those uncertain people who are sensitive and not 
sufficiently flexible to adapt themselves to the new 
environment who suffer most from evil eye and therefore 
turn to the Mori for assistance. Not only the older 
immigrants but also some of the younger ones, those 
who have failed in matters of love or business or are 
otherwise handicapped, seek his help" (1964:377).

Here, folk illness functions as a psychotherapeutic device for 
reduction of individual (not group) stress resulting from breakdown 
of interpersonal relationships and failure to achieve. Note again 
that illness resulting from failure to achieve is quite distinct from 
a common peasant function of illness as a mechanism for minimizing 
achievement attempts. In the city, folk illness does not play an 
important economic leveling function.

This may be a factor contributing to the lessened importance of 
sorcery in the urban milieu. Lieban (1967:140), Press (1969:214), and 
Mitchell (1975:385), in describing quite different culture areas, report 
substantially lower levels of sorcery among urban, as opposed to rural- 
dwelling, sufferers of folk illness and misfortune. Lieban attributes 
the lower incidence of urban sorcery to the lessened importance of an 
economic-leveling "image of limited good" in cities. Powdermaker 
supports this position by noting that in contemporary urban Africa 
"there was less envy of material possessions, which leads to witchcraft, 
because most everyone had the opportunity to acquire them for himself" 
(1962:320). To Mitchell, the greater impersonality and segmentation 
of urban groups and individuals account for a lower incidence of sorcery. 
In African cities, he suggests, "hostility and opposition may be openly 
expressed towards strangers so that there is no need for accusations 
of witchcraft" (1975:385). Powdermaker, too notes the weakening of 
urban witchcraft accusations, attributing this to the existence of 
"other outlets for aggressive impulses, such as getting drunk, fighting 
(personal rather than warfare), and stealing, all of which appear to 
have increased in intra-African life" (1962:320). Moreover, even if 
the townsman suspects witchcraft as his first reaction to misfortune, 
he can do little about it. An accusation has less meaning in a milieu 
wherein group norms are relatively weak. Therefore, Mitchell's townsmen 
fall back upon the "anger of deceased kin" as an explanation for misfor
tune.

"There are, after all, time-honoured methods of adjusting 
the relationships of a man to his ancestor spirits, but none
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of dealing with a witch in the alien circumstances of 
the town" (1975:385).

I have noted a similar situation in Bogota. Whereas some small-scale 
entrepreneurs blame rivals for their illness or business misfortune, a 
direct or public accusation is rarely made against the suspected user 
of sorcery. Rather, the victim responds by seeking charms and counter
magic from curers. Here sorcery is a personal excuse for failure, not 
a mechanism for controlling the behavior of rather distant community 
members.

Quite significantly, in cities where witchcraft beliefs do operate, 
cause is most frequently attributed to dyadic conflicts between individ
uals closely related to, or otherwise directly involved with, one another. 
These individuals are particularly susceptible to mutual sanction. Sib
lings, spouses, lovers, and rivals for mates are more common sources 
of supernatural attack than are business rivals, jealous neighbors, or 
generally antisocial acquaintances (See Madsen 1964; Kelly 1965:50-59 
passim; Press 1969:212-214). Lieban, in describing Cebuano sorcery, 
notes that only two of 22 rural cases involved problems of courtship, 
marriage, or sexual alliance, as opposed to 21 of 34 Cebu City cases 
(1967:127, 132).

The actual or potential isolation of urban individuals and groups 
from one another, plus the greater heterogeneity of economic resources 
and life goals would logically tend to weaken the importance of community 
level social control mechanisms. Reflecting this, there is a greater 
variety in manifestation, utilization, and treatment of illness than 
is possible in rural contexts. The urban curer reflects the greater 
impersonality of the city and heterogeneity of its residents (Press 1971). 
He is in the community, yet not necessarily of it to the same extent 
that his rural counterpart is familiar with community norms, members, 
and their foibles. Urban curers tend not to be spokesmen for community 
values, and rarely know the majority of their patients. They respond 
to the individual patient's manifest needs. As I have stated elsewhere, 
"if illness is indeed a cue for a social drama [of sanction, etc.]," 
then the city curer is usually not a principal actor, nor is his office 
always the stage.

"The patient himself has a large responsibility for 
reporting diagnostic and curative events to others, 
and for choosing and developing the socially relevant 
aspects of his problem." (Press 1971:752)

Interestingly, the urban curer appears to contrast more sharply 
with the modern physician and his paradigm than does his rural counter
part. The physician grants little validity to patient self-diagnosis.
In rural communities, the curer often directs the patient's search for 
a diagnosis in directions required by community knowledge of the patient's
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socioritual condition, thus leaving little leeway for patient choice 
in the matter. In cities, however, curers know little or nothing of 
patients who themselves have primary responsibility for directing a 
diagnosis through choice of symptoms and suggestions of causality.

I am not suggesting that response to illness in the city is purely 
egocentric with little or no feedback from others. Among urban (partic
ularly lower income) groups with active folk health beliefs, illness 
tends to be a matter for family concern. Initial diagnosis and strat
egies for action are often made in consultation with close kin and 
friends (Clark 1970:203-206; Madsen 1964). It is not unusual for the 
patient to play a passive role in such decisions. The point is that 
a wider range of "folk" response to illness is possible in the city 
than in rural contexts. It is here suggested that urban individuals 
(and their families) may make strategic responses to illness for fill
ing a greater variety of idiosyncratic needs, with less reliance upon 
a limited community repertoire of diagnoses and sick roles.

CITY TYPE AND ILLNESS FUNCTION

Thus far, we have dealt with "the city" as a rather monolithic 
entity. This is justified insofar as cities, compared with other 
communities within their regions or nations, exhibit greater numbers, 
concentration and variety of population, elites, specialists, services, 
cash requirements, wage labor opportunities, luxury goods, bureaucracies, 
and modern medical facilities (among other elements). These phenomena 
impinge upon residents of most, if not all, cities, affecting well-being 
and behavioral choices. This is not to say that all urban communities 
are the same, or that folk health practices (which vary greatly as well) 
fare alike in all city types. Certainly cities vary in degree of indus
trialization, population heterogeneity, general function (i.e., ritual 
vs. market center), developmental autonomy, etc., with resultant affects 
upon local folk medical systems. Two particularly critical variables 
appear to be (a) cultural identification and (b) degree of industriali
zation of the city.

In terms of cultural identification, Redfield and Singer distinguish 
between primary ("orthogenic") and secondary ("heterogenic") urbanization 
processes, focusing upon the origin of forces responsible for city 
growth and character (1954-55). If cities develop from local cultures, 
urbanization is primary. If cities, however, develop through the influ
ence of peoples who are culturally distinct from local and subsequent 
migrant populations, urbanization is secondary and the city is heterogenic. 
In this latter instance, migrants to the city encounter not only the 
trauma of adaptation to the urban life, but the conflict of culture as 
well, often beginning with a foreign language. Migrants become ethnics, 
strangers in a city identified with a dominant majority, or with a plu
rality of other ethnic groups who compete for the same resources.
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In heterogenic, pluralistic milieux, group identity maintenance 
may be an important function of folk illness. This operates in two 
ways. Firstly, the mere "possession" of particular illnesses and cures 
(which no other group can experience) serves as a mechanism of in-group 
membership.4 This has been reported among U. S. Amish (Hostetler 1963-64), 
and Mexican-Americans, as well as other groups. Madsen notes that

"[insofar as] Anglos are believed to be immune from [folk 
illnesses], merely being afflicted by one is a means of 
cultural identification with La Raza" (1964:433).

Rubel is even more explicit: Speaking of Mexican-American folk medicine,
he claims that

"each success of a traditional healing procedure is a vindication 
of traditional modes which are beset by pressures to change.
...[Folk illnesses] have become highly symbolic of a traditional 
way of life. It is predictable that the greatest number of 
Mexican-Americans who adopt new behaviors and values, the 
more value will the traditionally oriented invest in the 
aggregate of caida de la mollera, empacho, mal ojo, and 
susto" (1960:814).

It is to be expected that identity maintenance will be a far more common 
function of folk illness among Mexicans in Los Angeles than among 
Mexicans in Mexico City.

Folk illness can maintain group identity in another way--as a neg
ative sanction for assimilative behavior. Madsen cites various case 
histories from South Texas in which illness (often caused by "God's 
punishment") is a result of attempts to stray from traditional Mexican- 
American roles. Here, treatment involves "the reestablishment of tra
ditional roles and frequently some form of penance" (1964:434).

Clark, in discussing this particular function of folk illness among 
Mexican-Americans in Los Angeles suggests that

"it is a means of dramatizing to others the evil 
consequences of cultural change and of defending
the 'old ways'....This is done by attributing
disease to the demands of Anglo society or to 
the ways of American life which are uncongenial 
to the patient" (1970:201).

Degree of industrialization is another factor that may significantly 
affect folk health practices, insofar as economic and technical development 
contribute to the effectiveness and efficiency of delivery of modern 
medical care. Folk health usage tends to weaken in the face of efficient 
and, most particularly, pervasive modern health systems. The more avail
able the modern health care, the cheaper and the easier of access it is,
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the more it can compete with folk medicine. This competitive status 
is greatly heightened when modern health care is coupled with other 
welfare benefits such as sick pay, unemployment compensation, disability 
benefits, and O.A.B. Seville, Spain, offers a fine example, Socialized 
medicine (health care is free for all Spanish workers), virtually free 
medication, unemployment compensation, disability and old age benefits 
make use of folk curers downright disadvantageous (Press 1973). Some 
individuals may believe in supernatural causality or exotic illness, 
yet stand to lose sick pay and other benefits if they follow through 
on these beliefs and resort to care and sick-role validation outside 
the official health bureaucracy. As a result,

"few wage earners can afford even partial reliance upon 
another (folk medical) system. The modern medical complex 
has become significantly systemic in the extent of nonmedical 
behaviors which it affects" (Press 1973:245).

Here, the distinction between folk illness and folk medicine becomes 
most relevant. Under competition with pervasive modern medical facilities 
coupled with significant welfare benefits, folk illness will decline 
in importance or disappear almost altogether. Folk medicine, however, 
may shift toward adjunct functions of healing such as (a) prognosis and 
(b) treatment of chronic or medically irremediable conditions. These shifts 
may be further accompanied by the development of new healer functions 
such as prediction and manipulation of fortune or future events (Press 
1973:245). The increasing number of noncuring sabios, or wise men, in 
Seville is an example of this. The mori, or wise man, among Yemenite 
migrants to Israel has also lost many of his curing functions to modern 
socialized medicine. He mostly treats chronic or incurable diseases 
and mental illness (Hess 1964:381). More importantly, many moris no longer 
cure at all, but rather focus upon problems of success in love or business 
(Ibid: 377). Dore notes that in urban Japan, the Kami (shrine items
of worship) are no longer "solely concerned with sickness, however, more 
especially nowadays with modern improvements in medical science. Some 
shrines, particularly the Shinto Inari shrines, the most common of the 
small non-priest-attended shrines in Tokyo, are visited not only when in 
trouble, but regularly in order to get the balances of fortune weighted 
in one's favour" (1971:333).

SOCIAL MOBILITY AND FOLK PRACTICES

I have suggested elsewhere that simple susceptibility to cure by 
modern medicine is an important factor in weakening commitment to folk 
medicine. With increased vertical social mobility, individuals tend 
to move to more hygienic quarters and adopt habits that are more compat
ible with health maintenance and easier cure by modern medicine (Iutaka 
1966; Press 1969:213). Middle and upper classes appear to use folk 
medicine less, use modern medicine more, and reside in neighborhoods 
where modern medicine is more convenient to obtain and which attract 
higher concentrations of physicians, clinics, pharmacies, and other
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modern health facilities (See Lee 1972:29, Elesh and Schollaert 1971). 
Higher income groups are sick less often and less severely than lower 
Illness is thus not a readily available mechanism for release of aggressive 

 impulses, relief of stress, or escape from economic frustration.

Upward mobility is a reflection of success at manipulation of urban 
social and economic mechanisms. Many of these mechanisms lie outside 
the subcultural group, and their utilization reflects decreased import
ance of group identity for the mobile individual. Overall, it seems 
likely that successfully mobile individuals require less ego supports 
of the type offered by folk illness. At the same time, use of modern 
medical services reinforces new (and more universalistic) status identity, 
while reflecting increased commitment to a more impersonal, mechanistic, 
and manipulative model of causality.

This is not to say that middle and upper classes do not use folk 
medicine or folk illness concepts. Rather, they do so less frequently 
and generally more covertly. When they use folk curers for somatic 
problems, they tend to do so after having seen a physician. The curer 
is a back-up for modern medicine. Middle and upper classes also appear 
to use curers relatively less for healing and relatively more for prog
nosis and nonmedical services such as fortune telling, advice, and 
manipulation of luck (Press 1969:212-213). These latter functions are 
currently attracting a growing body of middle-and upper-income individ
uals (of even nonethnic or nonmigrant identification) to an equally 
growing body of largely urban psychics, spiritualists, spiritists, 
meditators, palmists, aura-readers, and faith healers.

CONCLUSIONS

We may tentatively conclude that, as with their rural counterparts, 
urban folk illness and folk medicine perform significant functions.
A number of manifestations are similar. The same illness labels are 
generally used. A number of curative methods are alike. Functions 
such as aggression displacement, stress relief, and role maintenance 
appear to be common to both rural and urban folk illness. Indeed, it 
is precisely through the retention of many rural forms and functions 
that folk health practices may offer yet a further function in cities 
--that of providing a familiar ideational and behavioral outlet for 
new migrants or poorly acculturated individuals who find the city trau
matic, inhospitable, and unhealthy. Furthermore, given their place of 
residence, (in neighborhoods with substandard or insufficient modern 
health facilities), low incomes, and lack of sick pay, these urban 
dwellers tend to find curers cheaper (or their mode of fee-service 
more acceptable) and their locations and consulting hours more conven
ient than those of clinics and private physicians.

Evidence further suggests that folk health concepts and practices 
are flexible, capable of shifting to meet new needs created by urban 
residence. Excuse for failure to achieve is one such urban-specific 
function. Group identity maintenance is another, albeit specific to 
cities characterized by cultural pluralism. It should be stressed
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that even where rural and urban folk concepts coincide, an important 
functional shift appears to have occurred. Urban individuals and 
their families may have greater control in identifying illness-produc
tive situations, in assigning causality, and in obtaining a cure,
This is reflected in the overall heterogeneity and tendency toward 
impersonality of urban curers. These practitioners respond to manifest 
needs of individual patients rather than to community pressures or 
broad standards of conformity.

Folk health practices are flexible in another way. Forms, functions, 
and practitioners readily shift to accommodate modern health elements 
where these reflect patient needs. This may serve to retard ultimate 
assimilation. Folk systems are also capable of relinquishing control 
over cure of certain conditions, thus allowing compartmentalization of 
illness into both modern-cure specific or folk-cure specific. This 
can encourage use of modern health care, while allowing continuity of 
traditional values or group identity through use of remaining folk 
elements.

Even where patients' primary loyalty is to scientific medicine, 
folk systems can survive. Under severe competition from modern medical 
and welfare systems, folk illness will decline in importance, but folk 
medicine may shift toward adjunct functions of health. Treatment of 
chronic or incurable disease, prognostication of severity or probable 
course of specific illnesses, general advising, and predicting are 
all common functions of healers in cities with efficient modern health 
delivery systems and pervasive welfare benefits. Such adjunct functions 
may have special appeal for upwardly mobile individuals desirous--and 
capable economically and socially--of maximizing benefits from both 
modern and folk systems.

Overall, the urban milieu can be a hospitable one for folk illness 
and folk medicine. These constitute open systems, susceptible to input 
from a number of other institutions. Thus, far more than modern medicine 
with its paradigm of health and cure as largely closed, impersonal and 
a priori systems, folk illness and folk medicine are adaptive in their 
ability to vary form and function to meet new contextual pressures upon 
the social organism.

If these conclusions have been phrased in a tentative manner, it 
is because data on the function of urban folk health practices are still 
too scanty and unsystematic for a definitive statement. These are 
preliminary formulations, yet to be confirmed by additional information. 
Clearly, we need research geared to the specific relationship between 
urbanism and folk health practices--particularly those aspects which 
affect the success of adaptation to urban life and the adequacy of 
response to illness and modern medical services. Potential research 
foci are too numerous to list here, although priority should be given
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to projects that attempt to correlate degree of folk health usage with 
level of stress as indicated by organic dysfunction (such as hypertension), 
personality disorder, etc. Regardless of focus, however, all studies 
should attempt to:

a. Identify the targeted folk-health-using population in terms of power 
and reputation vis a vis other groups in the society.

b. Identify folk-health-using individuals in terms of SES, degree of 
felt group identity, and level of acculturation to normative urban or 
official cultural behavior.

c. Identify the "sick role need" of patients, the causal implications 
of the illness or problem, and symbolic impact of the treatment.

d. Indicate, where possible, the implications of folk usages for 
adequate health care delivery. This refers especially to practices 
that appear to postpone or retard ultimate healing, and to those 
which reflect ineffectiveness in the opposing system.
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FOOTNOTES

In Colombia, for example, three quarters of all M.D.s reside 
in cities, as opposed to 70 percent of the population in general 
(Argandona and Kiev 1972: 75). Most Third World nations exhibit 
similar imbalances.

2
Teller notes that many urban Honduran women simply prefer the 

more personal attention of the midwife, even after using hospital 
maternity services. These patients do not have a "cultural aversion" 
to the hospital per se, so much as to hospital procedures (1972:150). 
Similarly, Rubel et al. attribute the heavy use of traditional midwives 
in Cebu City to convenience and low cost rather than to intrinsic 
value incongruity (1971).

3
Where curers are unavailable, patients may shop around among 

physicians for one who meets their interactive -- as opposed to medical 
competence -- requirements. Stekert reports such shopping among 
southern mountain migrant women in Detroit (1970:132, 137).

4If adherence to folk concepts of illness and cure function as a 
display of in-group loyalty in a pluralistic milieu, so, conversely, 
use of Western, scientific medicine can serve as a display of modernity 
and assimilation. We need not mean commitment, however. Urbanites 
may pay lip-service to, and utilize modern medicine while reserving 
their ultimate loyalty for folk practitioners. I have described this 
process in Bogota (Press 1969). Dawson notes similar use of modern 
medicine for the purpose of status consistency in urban Africa. "Mine 
employees," he notes,

often say that although they themselves 
attend the mine health center, they 
cannot take the same risk with their 
families, who must attend native doctors.
[1964:325, emphasis mine]

5Curers themselves are not unaware of the "utility" of this function 
for underachieving or frustrated ethnics. Curers may actually take the 
lead in searching for role transgressions or culture conflicts (knowing 
they are likely to be present), encouraging the patient to choose these 
above other causes. Edgerton et al. describe such a curer in Los Angeles 
(1970:130).

6

Several middle and upper income informants in Bogota acknowledged 
attendance at one healer type of predominantly homeopathic identity.
They were clearly defensive in their admissions and were quick to add 
that they had made the visits "as a lark," and were out "slumming."
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BOUNDARY CONDITIONS FOR LIFE AND FOR PERSONHOOD:

A STUDY IN CONTEXTS AND RIGHTS* 

By Richard Rath

The moral order has been used to describe 
those bonds between men based in sentiment, 
morality, or conscience, that describe what 
is right. The technical order rests on the 
usefulness of things, based on necessity or 
expediency, and not founded in conceptions 
of the right.

Eric J. Cassell,
"Dying in a Technological Society"1

In making the distinction between the moral (the right or the true) 
and the technical (the useful or the good), Cassell accurately reflects 
the opposing views of two contemporary Western schools of medical ethics, 
the former represented by Leon Kass, and the latter by Robert Morison. 
Kass argues that the physician's obligation to do what is right for 
his patient is paramount and that he must never forget whose interests 
he serves: certainly not his own, nor those of the family nor of
society, but only those of his patient. In his sense of duty to the 
true or the right, Kass, indebted- to Immanuel Kant, exemplifies the 
view of Deontologist Ethics. Kass is also inspired by the Existentialist 
teachings of Martin Buber, in that an individual patient's interests 
are stressed and the physician and his patient are joined in an "I-You" 
relationship.2

On the other hand, Morison, who visualizes the physician's profes
sional responsibility within an expanded and more societally oriented 
context, includes other considerations; the rights and interests of 
individuals are blurred and are overshadowed by the concerns of the 
collective Individual, Society. For Morison, there are no absolutes, 
and therefore no absolute principles to aid in ethical decision-making.

*This paper, for which academic credit has been awarded, was written 
as part of a project in Medical Genetics at Washington University School 
of Medicine, in partial fulfillment of the elective year requirements.
The funding for this part of my project was provided by National Endowment 
for the Humanities Grant #EH-10973-74-365, under a Fellowship from the 
Institute on Human Values in Medicine of the Society for Health and Human 
Values. I gratefully acknowledge the time, energy, and support of my 
adviser for this paper, Dr. John D. Vavra, Assistant Dean and Professor 
of Medicine at Washington University School of Medicine.
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The relative context, or the particular circumstances underlying any 
situation, provides the most reliable guide, and in this respect, Morison 
expresses the belief of Consequentialist, or Situation, Ethics. In 
directing the physician to do what is good or useful for his patients 
within the larger framework of the interests of other individuals 
involved, Morison is influenced by the writings of William James3 and 
counsels a pragmatic approach. Because of the fundamental differences 
in their attitudes, Morison and Kass would disagree vehemently about 
the objectives of genetic counseling as well as the implications of pre
natal diagnosis of birth defects for a pregnant woman and for the fetus 
she is carrying. This essay will consider various issues raised by human 
genetics in terms of Mori son's and Kass's opposing views.

The controversy over whether the "right" or the "good" should inform 
current concepts of health care is seen in the disparate goals that 
philosophers have recommended for eugenic policy. Herbert Muller's 
theory of positive selection emphasizes subjective, qualitative concerns 
such as "fellow feeling," a "cooperative disposition," "moral courage 
and integrity," "an appreciation of nature and of art," and "depth and 
breadth of intellectual capacity."4 Bentley Glass, for whom utility is 
more important, stresses tangible attributes that can be quantified or 
seen, such as adaptability or "freedom from gross physical or mental 
defects."5

This suggestion of radically different objectives in health care 
makes moot the concept of health itself. Is "health" the absence of 
disease, or does this term signify a state of complete physical, emotion
al, and social well-being? If the latter definition is correct, "health" 
becomes, as Daniel Callahan proposes, a normative concept for man, syn
onymous with "virtue, social tranquillity, and ultimate happiness."6 
This close connection between "health" and "self" would seem to imply 
that health is tantamount to life, and that any impairment in health 
represents a diminution of self. The conceivable uses to which a 
concept of health might be applied raise serious questions concerning 
the technical ends and social obligations of modern medicine. Are 
physicians able to "keep alive more than [they] can heal?"7 Should 
they strive to actualize human happiness? It has been suggested that 
medicine seeks to deny tragedy, defeat fate, and control the world 
through technology.8 Kass would deny that moral or personal matters 
can be resolved technically, while Morison would try to devise a prag
matic solution for any problem.9

In his subtly provocative essay, "Death: Process or Event,"10
Morison warns us that in abstracting a quality shared by concrete objects, 
we may come to consider this abstraction as a thing, an entity possessed 
by these objects, rather than as simply a common, typifying feature.
This process of reasoning, which Alfred Whitehead has termed the "fallacy 
of misplaced concreteness,"11 can cause us to confuse the meaning of an
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abstract concept with the criteria used to validate it. Because we are 
prone to make this type of ideological error, Kass12 (for once in agreement 
with Morison13) enjoins us to differentiate between conceptual and 
operational definitions; the former deal with abstract and intrinsic 
qualities, whereas the latter determine, through reference to a set of 
external criteria, whether a conceptual definition correctly describes 
a given object or state of being. There is a significant difference 
between a concept of death and criteria for evaluating whether death has 
occurred, between when a person should be declared dead and when (if ever) 
he should be permitted to die. Employing new means for determining death 
is not the same as redefining life or death conceptually.14

The physical chemist Michael Polanyi believes that the way a machine 
works accurately reflects its nature, and that the behavior of every 
machine conforms to simple laws, according to the particular "operational 
principle" that characterizes that machine as a "comprehensive entity."15 
This controlling principle serves as a frame of reference to delimit the 
upper-and lower-level boundary conditions that completely identify an 
object; and by operating at myriad levels, it delineates the spectrum 
of paired limits, which comprehensively define an object. Boundary 
conditions vary depending on the relevant "operational principle," and 
a condition forming the upper boundary at one level may serve as the 
lower limit for a high-order principle.

In "Death: Its Conceptual Elusiveness,"16 Dallas High applies
Polanyi's chemical analogy to human life, which he feels is described 
by numerous sets of boundary conditions. In a comatose state, exist
ence is marginal, and is defined by lower boundaries than those which 
describe a level at which men enjoy full possession of their faculties. 
Nevertheless, High enjoins us not to undervalue human life; to appreciate 
and "ascribe meaning to life, especially as this concerns the life of a 
person, and the demise of that life,"17 we must make use of sufficiently 
high order "operational principles" and boundary conditions. Just as man 
is a "comprehensive" being, life and death are comprehensive and merit 
characterization at numerous levels. Our attitude toward death and our 
sensitivity to the "irreducible and unspeakable features of persons and 
their cessation"18 reveal how we feel about the living.

Whether "life" and "death"--abstract terms imbued, perhaps, with 
"misplaced concreteness"--denote processes or events depends on whether 
we apply conceptual or operational definitions. Although the law considers 
death to be a "unique, instantaneous, and unequivocal event occurring at 
a precise time,"19 medicine views life as a continuous process of growth 
and decay, and dying as the transitional period between two states. The 
time at which death occurs does not signify "death" itself, but is rather 
an arbitrary point in this process. Morison warns us that by using ab
stractions as things we may introduce "artificial discontinuities" into 
what ought to be viewed as continuous processes. Death is a concept, and
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as such should not be reified, personified, translated into a moment, or 
depicted as an event heralded by the conventional rales or grimaces to 
signify that someone's "time" is up; nor is "life" a specific entity 
delimited by clearly defined temporal or qualitative endpoints.20 On 
the contrary, as Daniel Maguire succinctly observes, "Death [and life] 
admit of degrees,"21 whose designation within a continuous process implies 
the applicability of varying levels of boundary conditions and of multiple 
sets of operational criteria. The Kansas Statute on Death22 proposes two 
sets of criteria to determine whether death has occurred, one based on 
spontaneous respiratory and cardiac activity, and the other concerned with 
brain function, a higher boundary condition that places the "moment of 
death earlier in the continuum of life" than the lower-level, more mechan
ical definition.23 Other, more inclusive criteria, such as those of 
Harvard Medical School, have been proposed.24 The use of multiple stand
ards gauged by separate parameters to measure different manifestations 
of the same phenomena can give rise to serious practical and ethical 
problems. For example, variable and relative definitions of death might 
lead to some people being considered more "dead" than others, and as 
Capron and Kass point out,25 this would, at the very least, significantly 
jeopardize attempts to establish guidelines for organ transplantation.

Since we can record key events in development like fertilization, 
implantation, and "quickening" without introducing "artificial discon
tinuities" into the continuous process of life,26 perhaps we should stop 
trying to define death and instead should identify the "series of points 
during the process of dying, each of which might be labeled 'death for 
certain purposes'" (emphasis mine).27 By placing death in context in 
this manner we can avoid the inevitable problems associated with multiple 
definitions. The novel question Roger Dworkin asks in "Death in Context," 
"What difference does it make whether somebody is dead?" places "the issue 
of death into the only posture in which it can be of relevance to the law 
-- the posture of context or consequences."28 Establishing high-order 
boundary conditions for human life would eliminate the ethical dilemmas 
posed by euthanasia if, for example, it was predetermined that a comatose 
state fell short of the lower-level boundary for life. Whether we are 
prolonging life or prolonging dying in mechanically sustaining a newborn 
with tragic genetic birth defects depends on the context in which these 
two processes are defined.

Ethical theory tells us that we can either maximize the good or do 
what is right, the former objective being that urged by Morison, and the 
latter, by Kass. Plato, like whom Morison sounds, believed that life at 
a low boundary level was not the same as the "good" life, and that medi
cine should not seek to maintain those "for whom living is of no profit 
to themselves or others."29 This utilitarian view serves as the basis 
for Situation Ethics, which examines the context of every situation for 
the particular consequences that automatically follow. To some, this 
attitude, which seeks to provide the greatest good for the greatest 
number, constitutes a "normless ethic of sentimental immediacy coupled 
with outraged self-righteousness."30 On the other hand, the "strictly
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patient-centered ethic" that Kass proposes looks solely to the welfare 
of the individual patient and would deem long-range, social goals or 
costs to others ethically irrelevant.31 Whereas Morison evaluates 
human needs within the context of society, Kass believes that there is 
a Natural Standard ensuring the radical equality of all human beings 
and entitling them to certain basic rights, the most important being 
the right to life. As Albert Outler, a "Kass"-theologian contends,
"Where human life is at stake, life outweighs utility."32

Morison, of course, rejects the view, and assigns "degrees of 
value" to life in "relation to the quality of the current life and 
the probable future of the patient in question."33 He would endorse 
the concept of "Contextual" Ethics proposed by Daniel Maguire, which 
is concerned with "morally significant empirical data, consequences, 
existent alternatives, and the unique circumstances of person, place 
and time. Moral meaning," he adds,

is found not just in principles, but in 
all the concrete circumstances that con
stitute the reality of a person's situa
tion; and the principles themselves are 
rooted in empirical experience and must 
be constantly rewashed in an empirical 
bath to check their abiding validity.34

For Morison, who includes the family within the role of patient, 
and who views society as the natural extension of the patient-family, 
the emotional and financial drain on the family unit and the diversion 
of medical resources imposed by the birth of a child with severe 
genetic defects would figure in a decision whether or not to offer 
life-sustaining treatment. The medical management of this new-born 
would be influenced by the boundary conditions that describe human life. 
While Kass argues that "life is incommensurable with the cost of maintain
ing it,"35 Morison believes that in such cases a tally sheet should be 
drawn up to weigh the benefits that would accrue to a noncontributing 
member of society against the investment of resources and personnel.
Even the indeterminate effect on the gene pool of transmitting a delete
rious genetic trait would be included in his equation. Yet Morison is 
not wholly impersonal in embracing his utilitarian goals. He evaluates 
an individual's expectation of achieving fulfillment in terms of any 
impediments to self-actualization, and considers such intangibles as 
the capacity to enter into complex relationships. Morison accords a 
measure of sanctity to every human life, even to the newborn defective 
who lacks a personal past, whose future prospects are dim, and who has 
not developed a personality. He is quick to remind us, however, that 
this respect is not based on "some concept of absolute value," for 
"an individual human life is not infinite in duration, and its value 
varies with time and circumstances."36
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An argument for fetal rights rests on three presumptions: that a
fetus has rights, that it can occupy the role of "person" in exercising 
these rights, and that the concept of personhood is well defined. None 
of these presumptions is necessarily true. Logically we cannot ask 
whether a person is present to possess anything until we have decided 
what constitutes a person, a designation which we know signifies more 
than a collection of tissues and organs, but less than a family or commu
nity. Tristram Engelhardt distinguishes between the term "human being" 
and the concept of "person," visualizing human biological life as a 
continuum" within which "there are times v/hen a person is present"
(emphasis mine).37 In defining personhood as more a "category of measure 
than one of quality or quantity,"38 Engelhardt proposes that boundary 
conditions be applied at various levels to a concept and asks us to 
evaluate the context in which the word "person" is used. "Person" 
describes both a state of being and the "comprehensive entity" occupy
ing that state. Just as the expression "marginal existence" describes 
a lower-level boundary for human life, use of the word "vegetable" to 
characterize a severely injured patient implies a minimal, pejorative, 
and hopeless human state. This metaphor should be avoided, for, as 
Thomas Oden observes, it "amounts to a linguistic predisposition to act 
as if the patient were a vegetable."39 On the other end of the scale, 
an upper-level boundary defines personhood as a "divine intention," in 
which "each individual human process is a unique slice of being oriented 
toward its transcendental matrix."40

Boundary conditions located between these two extremes reflect more 
accurately the nature of personhood. For Aristotle, the relatively low- 
level conditions of "sense" and "life"41 signify that a person exists, 
for if these qualities are already present, miscarriage must not be 
induced. Consciousness is for Engelhardt the lowest-level boundary 
condition "for a person to be present in the world. The brain is the 
singular focus of the embodiment of the mind, and in its absence man 
as a person is absent" (emphasis mine).42 A higher order definition 
of "person" requires more than the ability to know, to will, and to 
sense; self-consciousness in addition to rationality is crucial at 
this level.43 Kant believes that one's stature as a "moral agent" and 
as a "subject of rights" is contingent on being an "end" in oneself, 
capable of "autonomous action, self-awareness, and self-determination."44

For Engelhardt an even higher-level boundary condition for personhood 
is distinguished when one assumes a social role and becomes "self-conscious
ly aware of himself and his responsibilities. After this," he adds, "one 
can speak of development of the person; it is no longer merely develop
ment towards being a person" (emphasis mine).45 Morison recognizes that 
the concept of person is socially oriented, for the complex interactions 
that man enjoys with his fellows and with his environment "make the 
characteristic human being" and give rise to the concept of human person
ality or soul."46 For William Duff, the capacity to give and to receive
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love is the highest-level boundary condition describing "person" and is 
a vital ingredient for "meaningful humanhood." Absence of this condition 
constitutes "wrongful life," which Duff views as "worse than death" since 
he equates a life devoid of love with nonself.47

We can ask whether fetuses are persons who have rights by considering 
the fundamental right to life. If, in order to possess this right, one 
would either need to be capable of exercising a wide range of other rights, 
or qualify as a person under the boundary conditions proposed earlier, 
a fetus would not enjoy the right to life. Perhaps, as Joseph Fletcher 
suggests, all rights are not absolute all the time, "are imperfect, and 
may be set aside if human need requires it."48 Consider, as Anthony 
Shaw urges, whether "the quality of life [is] a value that must be 
balanced against a belief in the sanctity of life" (emphasis mine).49 
These ideas compel us to identify boundary conditions for human life and 
to evaluate life subjectively in all its relative contexts. If being 
born physically and mentally sound with the potential of achieving "mean
ingful humanhood" is taken to be a human right, this would imply an equiv
alent right not to be born with severe genetic defects if these could be 
determined in advance through amniocentesis, and birth averted through 
selective abortion of affected fetuses. There are other low-level 
boundary conditions for human life that drastically reduce the quality 
of life, such as extreme poverty or disease. Under these circumstances 
fetuses may also have the right not to be born, suggesting that the "right" 
to nonlife may be as fundamental as the right to life.

The logical extension of this reasoning would ostensibly be a guar
antee of the "right to death" of certain individuals who, as fetuses, 
would have been aborted out of a contextual consideration of the future 
quality of their lives. Perhaps, as William Duff suggests, the unfor
tunate victims of genetic defects eventually acquire the "right to die;"50 
nevertheless, to contribute actively to the actualization of this right 
represents a decision in patient management that any physician should 
hesitate to make. The implications of such an action are ominous, for 
if high-level boundary conditions for human life and for the category 
of "person" were devised, it might become "accepted" medical practice to 
terminate the life of anyone incapable of attaining a purist's level of 
"meaningful humanhood."

Society, backed by the law, generally sides with the stronger party 
in conflicts of rights. Although a court may decide that a child's right 
to receive life-saving treatment takes precedence over his parents' 
freedom to practice a religion forbidding such care, it is unlikely that 
the court would wrest custody of a child with severe genetic defects from 
parents who insisted that low-boundary "life" be maintained artificially, 
even if such treatment violated the minor's rights. In short, parents 
usually make decisions for their children, relatives act on behalf of
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comatose family members, and a pregnant woman is free, in the first two 
trimesters, to abort her fetus. In the Roe v. Wade case,51 a woman's 
dominion over her own body was given priority over the right to life 
of the fetus. A fetus, denied due process which the Fourteenth Amendment 
guarantees to all people, is by implication not a person. An abortion 
that is "therapeutic" for parents who may prefer not to have a child is 
certainly not so for the abortus!

Does the fact that the sufferer of birth defects, the catastrophic 
accident victim, the minor, and the fetus are usually the losers in 
conflicts of rights signify that there are certain categories of individ
uals whose rights are expendable? Perhaps, as Margaret Mead suggests, 
this question presumes that there is a "hierarchy of rights and that those 
who are least able have the fewest rights -- or no rights at all."52
Anyone who did not fulfill Kant's "boundary conditions for full personhood 
would have reduced "moral worth" and consequently would lose stature as 
a person. Under these circumstances, the fetus, lacking autonomy as 
well as self-awareness, would enjoy the fewest rights and possess the 
least intrinsic value.

The question of fetal rights is not clarified by the fact that fetuses 
are entitled to receive property, have their interests defended in court, 
and sue for injuries suffered or for wrongful death of a parent, since 
live birth and therefore passage from the fetal state are necessary for 
these potential rights to become realizable. Fetuses are potential persons 
and for this reason can not yet possess rights. Engelhardt perceives two 
ways in which the fetus is potentially valuable: assuming live birth and
proper development, it will someday assume the benefits inherent in being 
a person; and its potential value can be appreciated by someone who wants 
a child. However, as Engelhardt reminds us,

The potentiality of the fetus is not yet the 
potentiality of anyone -- there is not yet 
a "who" present whose potentiality it is.
There is not yet a who to have personal rights.
Rather, the fetus' value is in terms of its prom
ise of or potentiality for becoming a person.
But the fetus is not yet valuable to itself...the 
fetus is not yet a person to whom things have 
value. That is, the value of the fetus is implicit 
in the fetus, and for others, but not for itself.53

Morison would agree that the value of an individual varies in relation 
to the boundary conditions that define him as a person. Just as the reduced 
capacity of a comatose patient to enter complex relationships is for Morison 
an indication of diminished personhood, the increasing complexity of the
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fetus and its enhanced potential for independent existence makes it more 
valuable to others and augments its anticipated personal worth. The 
newborn is helpless, unself-conscious, unreasoning, and does not yet 
respond in kind to affection. But though these features describe a low 
boundary condition for life, the newborn's stature as a person is con
ferred by the mother and is subsequently confirmed by the family unit, 
which has "intrinsic value as a supra personal social entity." In the 
role of child, the new person "accrues value from this social unity, 
and is protected in securing the value of the social structure."54 
Although the woman-fetus association is biological, automatic, and not 
yet interpersonal, after birth a human mother and her human child are 
joined in an "I-You" relationship whose social context enhances the 
lives of each and provides a new individual with personal rights as 
well as with the potential to achieve "meaningful humanhood."
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THE ROLE OF PARENTS IN MEDICAL DECISION-MAKING CONCERNING THEIR INFANTS

by Bonnie Voigtlander

Abstract

Informed consent is an especially difficult 
problem when the patient is an infant or young 
child. This paper argues against Norman Fost's 
theory that parents because of their own self- 
interests are not proper advocates for an infant 
born with severe defects. Fost suggests that de
cisions about treatment or nontreatment of a 
severely defective newborn are best made by a 
committee who can collectively approach the de
cision that would be made by an ideal ethical 
observer. This position is criticized and in its 
place it is suggested that if open and continuing 
discussion among physicians, nurses, and families 
is encouraged, a decision that maximizes the well
being of all concerned can be arrived at without 
reference to a committee that necessarily relies 
on second-hand information

Much discussion has been devoted to the problems of informed 
consent. This is an especially difficult problem when the patient 
is an infant or young child. Informed consent is generally sought 
from the parents of the child. Two major questions about this con
sent are (1) whether parents are capable of understanding the medi
cal situation and therefore can be said to be truly informed, and 
(2) whether parents in the state of personal crisis can make a 
rational decision. Another question recently raised by Norman Fost 
is whether parents are the best advocates of their children's inter
ests.1,2 Fost argues that parents who are beset with the dilemma 
of long-term responsibility for a severely handicapped child are 
prone to consider themselves to the point of sacrificing the infant's 
interests. Fost suggests that decisions about treatment or nontreat
ment of a severely defective newborn are best made by a committee who 
can collectively approach the decision that would be made by an ideal 
ethical observer.

It will be the purpose of this paper to explore the role that 
parents ought to take in medical decision-making about their children. 
It will be shown that the ideal observer theory to which Norman Fost 
refers is on shaky philosophical ground. Other weaknesses in Fost's
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argument will also be pointed out. An alternative to his suggestion 
for committee decision-making will be offered and defended.

The ideal observer theory is a recent ethical formulation set 
forth by Richard Brandt and Roderick Firth.3 It claims that ethical 
terms such as "morally better than" are to be defined in terms of 
the attitudes held by an observer who is "fully informed," "vividly 
imaginative," "impartial," "in a calm frame of mind," and "otherwise 
normal." According to this theory to make a claim that "X is better 
than Y" means that such an ideal observer would prefer X over Y. In 
the medical context that we are discussing here nontreatment of a 
severely defective newborn would be morally preferable to vigorous 
treatment of all problems only if the ideal observer would judge it 
to be so. This theory is open to several objections on philosophical 
grounds. It is doubtful that all ideal observers would agree in their 
attitudes. The theory appears to assume this. However, cases can 
easily be thought of where a number of observers having the qualities 
listed would genuinely differ in their attitudes about what is to be 
preferred. We then have the uncomfortable situation where in one and 
the same case two opposing positions turn out to be ethically right. 
Another criticism of this theory is that it appears to be circular.4 
One can ask what kind of attitude or preference is spoken of when it 
is claimed that the moral right is defined in terms of the preference 
of an ideal observer. If this preference is a moral preference, then 
what turns out to be moral is dependent upon an assumption of morality 
in the definition of preference. "Moral" in moral preference then 
needs to be defined and we have gotten nowhere in deciding the moral 
right. If the preference of the ideal observer is something nonmoral, 
it is not clear how such a widely based preference can yield a moral 
decision. There are also myriad problems in defining the moral right 
in nonmoral terms.

However, such philosophically subtle arguments are seldom found 
convincing to the uninitiated. Suffice it to say that the ideal ob
server theory is far from entirely satisfactory as so far formulated 
by Brandt and Firth. Philosophical subtleties are not needed to show 
that Fost's application of the ideal observer theory to medical de
cision-making is far from satisfactory.

Fost says that "good ethical decision-making starts with good 
facts."2,5 This is undoubtedly true. However, he overlooks some of 
the facts that count in favor of parents as capable and proper advo
cates for their children. Much of the strength of his argument lies 
in his claim that parents of defective newborns "reject" their in
fant--"the impermissibility of allowing parents to will the death of 
a child whom they have already rejected."1 It seldom, if ever, happens 
that parents completely reject even the most severely handicapped new
born. A mother carries a child within her body for nine months with
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hope and joy. Clothing is purchased and the nursery is planned and 
readied. Even parents who are not initially thrilled with the pros
pect of a new baby become accepting and anticipate the baby with at 
worst ambivalence. Even those who contemplate abortion or adoption 
do so with a great deal of ambivalence, rather than rejection. When 
the awaited baby is born with serious defects there is disappointment 
and grieving but seldom rejection. Those parents who, with the advice 
of physicians, decide for nontreatment do so with much pain and second 
thoughts. Contrary to Fost's claims, the decision to not treat is 
not made out of selfishness in the parent's own interests but because 
parents who already love the infant they have nourished to birth do not 
want to inflict invasive surgery on a helpless infant who will not in 
any real way benefit from the brutal shunts and surgeries that will be 
its lot for a long time to come. Parents are often willing to endure 
a great deal of financial and emotional hardship in order to "do right 
by their child."6 In many cases when the decision is made for non
treatment the parents neither reject nor abandon their baby. They 
visit him or her, cradle the baby, and grieve at its funeral.

Few parents or babies, if they could make their feelings known, 
would request a disinterested, impartial, dispassionate observer to 
make the decision regarding their medical treatment. It is more prob
able that each of us would want an involved, loving person to make a 
decision which to the best of his knowledge would serve our own well
being and the well-being of those we love or would come to love. Fost 
writes as if the interest of the infant and the interests of its family 
are two very separate things. These two are not so easily separated. 
What child would be comfortable knowing that its life of minimal hap
piness and maximum pain was bought at the price of severe marital and 
sibling emotional difficulties? Fost suggests that, if a family de
cides for nontreatment because it will serve the infant's and family's 
well-being, the family be given the option of giving up custody and 
allowing a committee with no self-interest to decide the care of the 
infant. Few parents are willing to give up custody of their children, 
especially since this ordinarily involves signing a statement admitting 
that they are unfit parents. If custody is given up, the child, if it 
lives, is doomed to a highly unsatisfactory life in an institution.
With Fost, we may "wish" that institutions were better places, but 
simple wishing will not make it so. While we can commend those who 
work for legislation to better our crippled children institutions, de
cisions that must be made now must take into account the kind of life 
to which we are dooming a child when parental custody is given up and 
the severely defective child is placed in an institution. Is this truly 
considering the child's "good" over the parents' "selfishness?"

Even if we accepted the thesis that the morally right decision is 
that made according to the preference of an ideal observer, such an 
ideal would be difficult to find. Fost readily admits this and there
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fore suggests that a committee of several physicians, a spokesperson 
for the retarded, representatives of the law, the tax-paying community, 
the hospital, the nurses, and an expert on moral analyses be formed.1 
It is not at all clear that such a committee, albeit well-qualified, 
could make a better decision than those physicians immediately involved 
with the individual case along with the family and their chosen coun
selors could make. A decision made by whatever group is always made 
according to certain values. It does not seem obvious that the dis
passionate, disinterested, consistent values of a qualified committee 
should be preferred to the values of those who have the better qualifi
cations of proximity to the case and close ties of love and caring for 
the newborn.

Before presenting an alternative ethic on which to base medical 
decision-making by proxy consent for a defective newborn, it will be 
of benefit to take a closer look at Fost's argumentation that leads 
up to his suggestion of committee decision-making based on the ideal 
observer theory. In his article "Proxy Consent for Seriously Ill 
Newborns" to which we have been referring, Fost argues that if voluntary 
euthanasia can be justified then involuntary, proxy-consent euthanasia 
would have to be justified on one of three grounds. These three grounds 
are defined by the best interests of society in general, the family, 
or the patient. Fost dismisses the interests of society as an inap
propriate ground for allowing an individual to die. On this point I 
am in full agreement with Fost. The interests of society may be a 
good ground for determining allocation of resources, but these inter
ests do not seem relevant when making a painful individual decision 
about one life. Fost further argues that family interests are also 
inappropriate, leaving the only ground for proxy-consent euthanasia 
to be the interests of the patient in question. I have already argued 
that family and patient interests are not so easily separated. Having 
decided that decisions must be made according to the patient's best 
interests, Fost offers three guidelines that might be used in determin
ing these best interests. The first guideline would be to "equate the 
child's best interests with what a person ought to be in such circum
stances." This guideline is dismissed since it does not seem justifi
able that an individual ought to extend his obligation to society to 
the point of "dying for one's family or community." The second guide 
line is the expressed desire of the patient. This guideline is found 
lacking since "in the infant situation the difficulty of ascertaining 
the desire of the patient would be insurmountable." The third guide
line is "substituted judgment, wherein we attempt to discern what a 
competent person would do if in the child's situation." This guide
line is dismissed because of the difficulties of "competent adults 
projecting their values into a totally different organism— the newborn 
infant." This appears to leave us with no grounds whatever to make
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decisions about the medical treatment or nontreatment of a severely 
defective newborn. But Fost does not see it this way. After dis
missing all possible grounds for decision-making in proxy-consent 
euthanasia, he introduces a method of justifying involuntary eutha
nasia--"to define the characteristics of a person whose decision 
would be acceptable in any circumstances: a so-called 'ideal ethical
observer.'" This suggestion seems to come from left field. It is 
not at all clear how the ideal ethical observer is any different from 
the substituted-judgment guideline that Fost has just dismissed. If 
decisions are to be made in the best interests of the patient, how is 
the ideal observer different from the competent adult who was dis
missed since he ought not project his own values into the newborn?

Fost's conclusion that decisions ought to be made with the best 
interests of the patient in mind is surely correct. His argument 
that determining these best interests is very difficult is also true.
But his solution of a disinterested, dispassionate, decision-making 
committee appears highly questionable. The preferences of a committee 
who collectively approach the ideal ethical observer appear to be a 
shaky ethical ground for decision-making.

It would be better to start with an ethic that claims that an 
act is morally right if, and only if, of the alternatives open to 
the agent, it is productive of at least as much good as any other 
alternative, where "good" is defined in terms of physical and mental 
well-being for all those immediately affected by the particular act.
This is a clear ethic which produces one right course in each individ
ual case and is based on the consequences of the decision rather than 
the preferences of the decision maker. If one accepts the above defini
tion of a morally right act, it remains to determine who is in the best 
position to weigh alternatives and judge which alternatives will be 
productive of the greatest good. Rather than accept the legal model 
in which interested parties are dismissed from the decision-making 
process because of their interest, it seems appropriate to leave the 
decision-making in the hands of those who are closest to the case and 
who will be most profoundly affected by the consequences of the de
cision. It must be acknowledged with Fost that any method of decision
making will be no easy task, especially in the case of a severely de
fective newborn. Yet someone must decide. It is morally irresponsible 
to undercut all bases of possible decision-making. Since we cannot 
know the preference of the patient, someone must project values into 
the newborn. Substituted judgment is a necessity.

Using this ethic of maximizing physical and mental well-being 
gives one a clear start in judging alternatives. Consequences of each 
alternative can be calculated to the best of anyone's knowledge. All 
relevant facts can be gathered. In this the proposed ethic does not
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differ from the "fully informed" requirement of the ideal observer. 
However, if a decision is to maximize well-being for all those directly 
affected by the decision, facts other than medical will become relevant. 
Certainly having the best available facts about the infant's medical 
problems is crucial. The physicians of a critical care nursery along 
with the consultants and journals to which they regularly refer are 
capable of providing this information. They can speak for the probable 
present and future physical well-being of the infant. The infant is 
surely the primary person affected by any final decision made about 
treatment or nontreatment. But others will also be affected. The 
nursing staff is affected. As Fost points out nurses "may be asked to 
supervise death by starvation." Although this is difficult, nurses 
often recognize that a baby which cannot be fed because of abdominal 
and bowel obstruction can be kept comfortable with drugs. When multiple 
anomalies make surgery a series of brutal assaults on the newborn with 
no hope of normality or even near normality, the most humane course 
may be to refrain from the initial surgeries that will possibly allow 
the baby to absorb food. Death by starvation is not the only upsetting 
course that nurses are asked to supervise. Significant frustration is 
often felt by nurses who must care for a severely brain-damaged infant 
who is kept "alive" on a respirator. Caring for a totally unresponsive 
infant with fixed pupils is not rewarding for even the most dedicated 
nurse. Finally, the family of the newborn is affected by any decision 
regarding their infant. They are the ones who suffer most profoundly 
by a decision to not treat. The infant dies. The physicians and 
nurses grieve for a number of days. The parents never forget. Acute 
grieving perhaps lasts only a few months, but the loss of a child is 
never forgotten. Families are also in a position to provide relevant 
information about the consequences of a decision for aggressive treat
ment. They know the emotional strengths of their marriage, their ex
tended family, and any siblings the newborn may have. If the added 
financial and emotional burden of a severely handicapped child will 
affect the family bonds negatively, this is a consequence for the new
born as well as the rest of the family.

It would seem that these individuals--physicians, nurses, and most 
of all, families--together have the relevant information about the con
sequences of any decision concerning a severely defective newborn. To 
claim that they are too involved to make a rational decision or that 
families are unable to understand medical facts is to take an unjusti
fiably pessimistic view of human nature. Perhaps families cannot in a 
short time absorb the significance of bilirubin levels or blood gases. 
They need not. It is only necessary that they understand the diagnosis 
and possible prognosis of their infant's condition. In cases I have 
observed a willing doctor can convey a great deal of accurate medical 
knowledge in an understandable manner in a short period of time. Also, 
in cases I have observed, parents who have been openly grieving beside
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their infant's incubator, if given the chance to accompany the 
doctors to a side room, are capable of drying their tears and 
listening very intently to a physician. To a sympathetic audience 
they are also able to communicate their fears and anxieties and 
together with the physicians come to a reasonable decision about 
treatment or nontreatment. It is true that this may not be possible 
within the hours of initial shock over the condition of their baby. 
However, contrary to popular myth, most medical decisions need not 
be made quickly. A baby can Be kept stable until doctors are rela
tively sure of their diagnosis and families have absorbed the initial 
shock.

I thus propose that decision-making about the care of a severely 
defective newborn be kept in the hands of the physicians, nurses, and 
family directly involved with the infant. Their decision ought to be 
made on the basis of the best medical knowledge available and accord
ing to the values held by the family. The family can provide a check 
for those physicians who attempt to keep an infant alive for purposes 
of medical research. An infant ought not be kept alive against a 
family's wishes when the only good that can come from further testing 
and surgery is the advance of medical technology. The physicians can 
provide a check for that family, without question the rare case, who 
is too ready to give up hope, when the best medical knowledge indi
cates a significant chance for a prognosis of a satisfactory quality 
of life for the newborn. If open and continuing discussion among phy
sicians, nurses, and families is encouraged, a decision that maximizes 
the well-being of all concerned can be arrived at without reference 
to a committee that necessarily relies on second-hand information.
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