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from a facilitated discussion. By soliciting different points of view and d1SCUSSIng
concerns in a mutually respectful environment where all voices can be heard, they
can reach a more comprehensive decision that is ethically justifiable.

It is apparent that the duty-based principles such as respect for autonomy and
veracity push us very hard to disclose Mr. Dossey’s diagnosis and honor his deci-
sion if it is indeed substantially autonomous. On the other hand, the Hippocratic
form of a consequence-based ethic provides the most plausible basis for overrid-
ing his decision to refuse treatment for an acute health problem that could prob-
ably be reversed. There are many cases in ethics that lead to relatively clear
resolutions. At times, reasonable people can come to the same resolution but sup-
port their decision with entirely different principles or theories. Mr. Dossey’s
case, however, does not lead to a definitive resolution because of the facts of the
case and the individuals involved. Health professionals encounter all of these
types of ethical problems from the clear-cut to the vague and messy. The decision-
making model is one tool to help determine justifiable options whether the case is

simple or complex.
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Ethics and Values in Medical Cases

Chapter 2

Values in Health
and Illness

Learning Objectives

1. Identify moral and nonmoral evaluations in health care
practice.

2. Identify value judgments in clinical cases involving a health
professional and patient.

3. Describe the criteria for an evaluation to be considered an
ethical evaluation.

Other Cases Involving Values in Health and Illness

Case 10-7: Biased Counseling: Teaching about Birth Control
Case 11-2: Dwarfism: When Is a Fetus Normal?

Case 12-1: Guilt over Suicidal Thoughts

Case 12-2: Obesity: Medical Problem or Lifestyle Choice?

At ﬁrit i.t might. appear that ethical and other value problems arise infre-
grlllzn; Z;ilcx; txr;ercilf:al dCC{smn—making. Although the health professional
e P . 1f1creasmgly secn as confronting such issues—in deci-

about abortion, euthanasia, test-tube baby cases, and genetics, for




example—most medical choices seem at first to be more technical or scientific. They
seem like straightforward problems of how to best prevent or cure problems with our
bodies.

While the morally conspicuous controversies in medicine are on the rise, it is
important to realize that even the most routine medical choices involve a set of value
judgments and that some of those value judgments involve moral choices.

Before turning to specific topics such as the ethics of abortion, genetics, in-
formed consent, and death and dying, some preliminary work must be done. We
must first be sure we can recognize ethical and other value issues when they arise.
This is the focus of this second chapter. The cases are selected to help identify the
value dimensions in medical choices and to distinguish moral from nonmoral value
judgments.

Identifying Value Judgments in Medicine

The first task in analyzing the ethics of cases is making sure the normative judg-
ments (or what are sometimes called value judgments) are identified when they
oceur. In fact, normative judgments occur constantly in all health care decisions. It
is impossible to get to a clinical conclusion—to prescribe or take a drug, use an over-
the-counter medication, pick between a trade name and generic medication, begin
an exercise program, or enter a hospice—without making a normative judgment as
well. Whenever someone decides to act (or refrain from acting), some evaluation has
taken place. A decision is made that a particular course is the right one. It is berter
than available alternatives. It is what one ough to do.

One key to learning to recognize that evaluative judgments have taken place
is to watch for value terms. Words such as right, better, and ought all signal a pro-
cess of evaluation. It is the nature of all professional clinical roles—being a phys-
ician, nurse, pharmacist, dentist, or allied health professional-—that one constantly
makes these evaluations. Just as important, people in roles outside the profes-
sional medical realm—in the role of patient, family member, judge and legislator,
or citizen—make evaluative choices in medicine as well. They decide they have a
problem that needs a physician’s attention; they give their children aspirin, au-
thorize a physician and family to withdraw life support, pass a law legalizing
physician-assisted suicide, or vote for a politician who favors or opposes a new health
insurance plan.

Case 2-1 does not raise a dramatic or grave ethical issue. It may not raise any
ethical issue at all. It does involve a number of evaluations, however. It involves a
patient confronted with a choice about how to manage his cholesterol and a physi-
cian who has to decide when to prescribe an anticholesterol medication. These are
important choices, ones that patients and doctors must face daily, but they do not
present obvious or dramatic ethical problems. This case helps us recognize value
choices when they occur in medicine.

- - Yl ot MAdia~l CAacac

Commentary

At ‘ﬁrst this case may appear to raise no evaluative issues at all. The physician was
%wmg standard medical advice and was following a treatment protocol endorsed
y the HMO and widely accepted in the medical community.
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Part 1

Searching for the value terms, however, reveals a number of judgments
that are clearly in the realm of values. They begin to appear in the very first
line. Mr. Mendiola recognized he had what he called a “problem.” That is already
an evaluative judgment. To say that one has a problem is to say that there is some-
thing bad about the situation. In the next sentence, we see that the physician was
not happy with the patient’s weight. That is a judgment on the doctor’s part that
something is wrong. In the third sentence, the word “should” signals that both the
physician and the patient’s wife are making value judgments. In the next sentence,
high-density and low-density lipids are classified as “good” and “bad.” Both his
wife and his physician thought his life would be better if he got more exercise. This
is followed by a recommendation from the physician that Mr. Mendiola begin a
regimen of exercise and diet. Any “recommendation” conveys that the one making
it evaluates the proposed course of action positively.

Mr. Mendiola’s responses involved further evaluation. He changed his
behavior—at least modestly. He cut down on eggs and signed up for a parking lot
that would force him to walk some each day. The parking lot choice involves a
rather complicated set of value judgments: he no doubt valued the money he
would save but did not like the extra walking. Up until this time, he apparently
believed that spending the extra money to get the more convenient parking was
worth it, but with his re-evaluation taking into account the newly appreciated
value of some extra walking, he apparently decided the combined benefits of the
saving and the exercise outweighed the inconvenience of the extra walking.

These evaluations are all preliminary to the main focus of the case. The physician
seems convinced that the cholesterol is higher than it should be; that is, that bad
things are more likely to happen with continued high cholesterol levels. Moreover,
he recognizes that there are at least two possible strategies to lower the cholesterol—
either a combined plan of diet and exercise or the use of statin drugs. Finally, he
seems to accept the value judgment of the writers of the HMO protocol that dietand
exercise should be tried first, that they offer better chance of overall benefit.

That judgment is so commonly held among medical professionals that many
are likely to assume that somehow it is a fact of medicine that diet and exercise
are a better first approach to the problem of high cholesterol. That turns out to be
a category mistake. It is not a fact that diet and exercise are better than drugs. It
may turn out to be a widely held value judgment, but it is a value judgment none-
theless. Diet and exercise are cheaper than drugs; they do not pose the risk of side
effects that the statin drugs do; and they have some other features that appeal to
many people. They are thought of as “natural” rather than as “artificial” or “chem-
ical” interventions. All of these considerations lead many people to evaluate diet
and exercise as preferable at least as a first response to high cholesterol.

Even though many people are concerned about the pharmacological risks of
statin drugs (they can cause liver toxicity, for example), and they are attracted to
the economic and philosophical features of interventions that they consider “nat-
ural,” there are also problems with the diet and exercise approach. Mr. Mendiola
is clearly among those who do not find exercise particularly enjoyable. He appar-
ently likes foods that contribute to his cholesterol problem rather than those that

Ethics and Values in Medical Cases

would help reduce it. This leaves him in a bind. He perceives disvalue in the diet
and exercise regimen. He seems to evaluate that regimen differently than the
doctor and his colleagues. He may also evaluate the benefits and risks of the statin
drugs differently. Surely, taking the drug is easier, perhaps much easier in
Mzr. Mendiola’s opinion. He may also judge the pharmacological risks differently.
He may not adequately appreciate the problems statin drugs can cause. On the
other hand, he may fully understand and simply make the value judgment that
the small risk of a serious liver problem from the statin drug is less onerous than
the certain disvalue of the diet and exercise program.

It seems like this patient and physician simply have different assessments of the
benefits and risks of the options that are available. They have made different value
judgments. Is there any way that one could claim that the physician has made the
correct evaluation? It should be clear that there is no amount of medical science that
could prove whether the physician’s evaluation was correct. If Mr. Mendiola were
ignoring the risk of the statin drugs, if he had not been told about the liver toxicity
risk, then the physician would have been working with a different set of facts. He
would have failed to inform his patient. But, assuming that the doctor adequately
informed the patient, there is no way that medical science can prove that the risks of
the drug outweigh the negatives of the diet and exercise. Even if all physicians be-
lieved the drug’s risks were more weighty, that would not constitute proof. It would
merely show that doctors evaluate the options in a particular way. A double-blind,
controlled study with large numbers of patients would be convincing evidence of
what the effects of the two approaches would be. It could identify the intended and
unintended effects of each alternative but still could not prove which set of effects
would be better. That is a value choice not amenable to medical science.

Some philosophers hold that some value judgments—perhaps the one com-
paring the risks of drugs and of diet and exercise—can be held to some objective
standard. They claim that, at least in the ideal, there are objective lists of right and
wrong evaluations. In aesthetics, for example, they might hold that the soprano
Renée Fleming is “objectively” a better singer than pop vocalist Miley Cyrus.
People who hold this position are sometimes called “objective list theorists.”
Others hold that value judgments are inherently subjective, that there is no external
objective standard of what is good and what is bad.

For purposes of medical ethical decisions, however, we need not settle this dif-
ficult question. Even if there is some objectively correct answer to the question of
which set of risks and benefits among alternative medical treatments is preferable,
this is surely not a question that medical science can answer. For evaluations such as
this, increasingly patients’ value judgments are seen as requiring respect. These are
not a matter of ethics. These are what could be called nonmoral value judgments. For
these, either there are no objective standards of good and bad or, if there are, they are
not matters of medical science. Many health professionals and, in fact, many lay-
people may agree with the doctor that the risks and benefits of diet and exercise are
more attractive as a first line of therapy, but, if they do, it is an evaluative judgment,
not a medical fact. Unless one can develop a definitive list of objective values for such
choices, it will not be possible to prove that one choice or the other is superior.
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Case 2-2 presents another opportunity to identify the evaluations taking place in ’
a conversation between a health professional and a patient. In this case, try to identify

the value judgments made.

Questions for Thought and Discussion

.1 Choose one of the treatment options presented to Ms. Bachman and high-
light the underlying values from the health professional’s and patients
perspectives.

71 What differences exist between the values of the health professional and
patient?

3 How might the values identified impact communication and decisions?

Commentary

Asin Case 2-1 the issues in this case are not conspicuously matters of ethical contro-
versy. The subject matter may be more momentous—matters potentially involving
life and death—but most probably would not consider this an ethics case. Neverthe-
less, the account contains many evaluations. Most would agree with the judgment
opening sentence that the decisions Ms. Bachman would face were important. That
in itself is a value judgment, even if it is one that would be widely shared.

Further in that first paragraph we learn that annual mammography was “in
order.” The value choice here may be less apparent. Presumably, Ms. Bachman
“knew” this because she had been told about it by her clinicians. That was appar-
ently the common consensus among clinicians. The phrase “in order” is a less
obvious way of conveying the evaluation, but it is an evaluation nonetheless. Cli-
nicians had considered the medical facts about the possible risks of microcalcifi-
cations that show up on mammography films, the difference between DCIS (not
cancer) and cancer, the importance of detection while the tumor is at an early
stage, and the potentially terrible consequences if the tumor metastasizes.

If those were the only considerations, however, they might recommend test-
ing more often than once a year. They must also have considered the costs of the
mammography, the risks of radiation exposure, and the inconvenience to the pa-
tient in coming up with the recommendation that yearly exams were right. It
should be obvious, however, that different patients in different circumstances
might make these evaluations differently. A woman who is particularly anxious
about the risk of DCIS leading to invasive cancer might want the mammography
more often. Someone with very good insurance or great wealth would worry less

‘
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about costs. Those with great fear of radiation might prefer somewhat less fre-
quent exams. Weekly mammography would pose such costs, risks, and incon-
venience that virtually no woman would seriously consider it. Going without any
further testing similarly poses extreme risks that most women would reject (al-
though in some cultures mammography is beyond the economic reach of many
citizens). Different patients with different evaluations would no doubt prefer
somewhat more or less frequent retesting.

Once the test results show invasive cancer, the evaluations become even more
conspicuous. The first issue was presented as a choice between two treatment op-
tions: BCT (lumpectomy) or a simple mastectomy. The first option would remove
only a small portion of the breast; the second would remove the entire breast.
Choosing between them would, of course, depend on the current scientific evi-
dence regarding survival rates. That literature is, unfortunately, somewhat am-
biguous. Some sources indicate that breast conservation should be attempted
when possible and desired. If the lesion is large, a simple mastectomy may be
necessary. There are differences of opinion on radiation treatment depending on
the size of the tumor.2 Ms. Bachman may also feel that common sense would
support the belief that, when it comes to survival, the removal of more of the
breast would give her greater confidence. Thus, if she is worried about removing
as much of the cancer as possible, she may prefer the more total procedure even if
current medical science does not provide clear evidence of superiority. On the
other hand, the more worried she is about the psychological and social aspects of
preserving as much of her breast as possible, the more she might be inclined
toward the lumpectomy. It would not be irrational to take some degree of risk
with survival in order to gain these more psychological benefits.

At the other extreme one could choose no operation at all. While that would
be more likely to have fatal consequences if in fact Ms. Bachman has invasive
cancer, someone without insurance or someone with extreme fear of operative
procedures might consider it. Although these options would be considered only for
people with unusual values or unusual economic situations, one cannot rule them
out in all circumstances, even if, for most people, they would make little sense.

Finally, we come to the postsurgical therapy. Here the options are greater and
the choices more subtle. The value judgments are more complex. The case in-
cludes the provocative sentence, “the oncologist might recommend radiation
therapy noting that some studies suggested that postmastectomy radiation ther-
apy was indicated even for patients with T1-2 breast cancer with 0-3 positive
nodes” Note first that the “oncologist might recommend radiation.” This reveals
that different oncologists might evaluate the radiation option differently even for
medically identical patients with identical lymph node involvement. Even more
provocative is the claim that some studies suggest radiation therapy is “indicated”
for patients with T1-2 breast cancer with 0-3 positive nodes. If nodes are in-
volved, the cancer may have spread beyond the breast, but with a small number of
nodes involved, that risk is not great.

The choice is a complex one. It involves not only the estimate of the risk of
cancer beyond the breast but also assumptions about how much risk to take with

the radiation. To claim that radiation therapy is “indicated” begs the question of
what this strange word means here. Many clinicians understand it to mean that
the evidence shows that radiation ought to be used in these cases. That, of course,
is something that evidence cannot show. The evidence can show that the risk of a
secondary cancer is less with the combination treatment of BCT and radiation.’
Almost no one would reject radiation if the difference in expected survival with
and without the radiation were great. With small numbers of nodes involved,
however, the difference will be rather small (although even with radiation, sur-
vival is not absolutely guaranteed). It seems that different patients with different
concerns about radiation and about secondary cancer would evaluate the radia-
tion option differently. Certainly, studies cannot definitively tell us exactly when
radiation should be provided. That is why different oncologists will see the choices
differently.

Chemotherapy following operation poses similar value choices. Many of the
negative effects of the chemotherapy are subjective: nausea, vomiting, fatigue,
cognitive changes, alopecia, insomnia, and constipation are all unpleasant to
almost everyone, but deciding how much unpleasantness is worth enduring for
the potential gains from the chemotherapy requires subtle trade-offs that patients
and physicians may make differently. Ms. Bachman also learns that the drugs
could produce a premature menopause—an effect that women would perceive
differently depending on whether they want to have future children or have un-
bearable menstrual cycles.

Although her physicians seem to hold values that support BCT (the lumpec-
tomy) and radiation therapy, Ms. Bachman reveals values that seem to incline her
toward the simple mastectomy. Is there any reason why Ms. Bachman would be
mistaken if she chose the more invasive procedure?

Case 2-1 and Case 2-2 both pose value issues that do not seem to involve eth-
ical questions. The choice between the lifestyle option and drugs for controlling
cholesterol would not normally be seen as a moral choice, nor would the choice
between lumpectomy and mastectomy. It is conceivable that someone would insist
that it is immoral to use drugs when lifestyle will accomplish similar results. Some
minority cultural group might believe it is unethical to choose less than the most
certain strategy for preserving life but most probably would see these as nonmoral
value judgments. They are usually perceived as matters of personal or cultural pref-
erence rather than as matters of morality. In the second half of this chapter we look

at two cases that force us to identify clearly what makes normative judgments moral
judgments.

Separating Ethical and Other Evaluations

We have seen that evaluative judgments arise constantly in medicine, not just in the
ethically dramatic cases, but in routine judgments about whether an effect is good or
b?ld, whose good or bad it is, and whether it is worth taking the risk of a procedure,
diagnostic test, or medication given the alternatives available. Not all evaluations are

Chapter 2 Values in Health and Illness

37



38

ethical judgments, however. 'Lhis section examines the relation between €tnical auu
other kinds of evaluations.

In order for an evaluation to be an ethical evaluation, éertain criteria Jnust be
met. First, the judgment must be about a human action or character or about norms
generally governing actions or character. When we say that a painting is good, we
do not make an ethical judgment; we make an aesthetic one. When we say a person
is good, however, we can mean many things. If we say he or she is a good runner, we
probably mean the person is technically proficient; we are still not making a moral
judgment. We may mean, however, that the person is morally good.

In that case we are judging the person’s character or conduct. Moreover, we are
judging it by what we take to be a certain standard, an ultimate or final standard
from which no further appeal is possible. By contrast, a person may be good accord-
ing to the standards of the local community or the culture. Or he may be good ac-
cording to a legal standard. In these cases we might agree that the person is approved
of by the local community or culture or law, but still ask meaningfully whether the
person or the person’s actions are ethical.

An ethical evaluation is one that is made according to the most ultimate stan-
dard. For religious people that standard may be the will of God. For secular people,
it may be reason or natural law or some similar standard. Since the standard is ul-
timate, it is universal. We believe that everyone ought to reach the same conclusion.
If there is one ultimate standard, it would be contradictory for some people to claim
that the behavior conforms to the standard and others to claim it does not. Of
course, in the real world finite humans disagree about ethical evaluations. The point,
however, is that if two people disagree about what they take to be matters of ethics,
logically, at least one of them must be wrong.

This is not to suggest that moral norms have to be so rigidly applied that ethics
can be reduced to simple, general rules. It is not that all mercy killings or all breaches
of confidentiality or all research studies without consent of the subject are wrong no
matter what the circumstances. Rather it is that if two people are debating a particu-
lar instance of mercy killing or breaching confidentiality or conducting research
without consent and one of them claims that instance is unethical while the other
claims it is ethical, there is an understanding that at least one of them must be wrong.
They must be wrong because they agree that they are debating whether this instance
conforms to some single, universal standard—the approval of a deity or reason or
some set of laws of nature. The deity or reason might well approve of some breaches
of confidence and disapprove of others. It cannot simultaneously approve and disap-
prove of a particular case in a particular circumstance. One of the chief characteristics
of an ethical evaluation is the presumption that the evaluation is based not on mere
personal or social or cultural standards, but some universal authority.

'The following case provides an opportunity to try to separate ethical judgments
from other kinds of evaluations. It deals with a couple making decisions about infer-
tility treatment. The substantive issues of this case will be covered in the cases in
Chapter 11. Here the focus should be on identifying the evaluative judgments.
In reading them, try to identify the issues you consider to be ethical and those that
involve nonethical evaluations.

Part 1 Ethics and Values in Medical Cases

. Case23 i

Infertility Trgquent: God's W:ll”

Commentary

New technologies that modify the conception and birth process present many
evaluative issues that are often considered to be moral. This case presents the op-
p?rtunity to try to tease out the moral from the nonmoral judgments. It begins
jmth a couple who desire to have a child. That desire clearly represents a value
judgment on their part. Most people would view the desire for children to be a
ma'fter of personal preference. Some couples may prefer not to have children, but
desiring to have them does not automatically raise ethical issues (at least if the
couple is married and the number they desire is modest). No matter how strongly
the couple or members of their family desire the birth of offspring, typically
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Part 1

bearing children is not considered a MOTal QUTY. VLS. \rADIIETES ITITHL Vv v s
out of continuing with fertility treatments apparently did not see having a bio-
logical child as a moral duty.

In some traditions—Judaism, for example—the bearing of children can be
considered not merely desirable but one’s moral duty. The issue here is what the
difference is between mere desires and moral duties. If bearing children is merely
a matter of personal desire, no sense of obligation is attached. Others who simi-
larly view childbearing as a matter of personal preference might feel sorry for the
childless couple, but they would not render a judgment that they have failed in
their obligation. By contrast, if childbearing were perceived as obligatory, then
others who share that perception would feel justified in judging them as having
failed in some duty.

The source of that obligation is critical. Not all obligations are moral. We can
also have obligations grounded in law, for example. A legal obligation differs
from a moral one in part because the source of the legal duty is a cultural institu-
tion, such as a state legislature or court that has acted to create a duty. In the case
of an ethical obligation, the perceived requiredness comes not from the act of a
state legislature, that is, from a political group, but from some more ultimate
source. For most ethical theories there is a single, ultimate source. For religious
people, this could be the will or command of the deity. For secular people, the
ultimate, universal source could be reason, intuition of moral law, or some other
commonly shared source. Since there is believed to be a single, universal source
for grounding moral judgment, there is shared perception that actions can be
judged right or wrong. In the case of personal preference, we might say that there
is no duty to act in a particular way. It is merely a matter of taste. Our first task is
to clarify whether the Gabrieles have a duty to have a child or merely a desire.

Turning to the means they consider for having this child, we learn that, as
Roman Catholics, they believe that certain means of conception are morally contro-
versial. Catholics believe that there are natural ends of beings (including humans)
and of social institutions such as marriage. They believe that moral duties can be
gleaned from these natural ends. Specifically, marriage and sexual relations are be-
lieved to have both “unitive” and “procreative” ends, that is, such relations should
both express the union of the couple and be open to production of offspring.*

Since Catholics believe that these matters of procreation are governed by uni-
versal divine moral laws of nature, such as the natural ends of marriage and of
sexual relations, for the Gabrieles, how they have children is, at least in part, a
moral matter. While many Catholics would consider bearing children by IVF or
TUT to be a violation of these natural laws, the Gabrieles have apparently concluded
some components of fertility treatment are acceptable (OH) and others not (IVFor
TUT). While for many people deciding for or against IVF is merely a matter of per-
sonal preference or aesthetic judgment, for others it presents moral choice.

Having one way or another concluded that it is acceptable to manipulate the
hormones in order to increase or decrease the number of egg cells and thus the
number of possible embryos, they now face the possibility of a multifetal preg-
nancy. They have already decided that they will not selectively reduce the number
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embryos would be at most a matter of preference. For others, it would be a serious
moral offense, the equivalent of a homicide.

The choices throughout the events leading to technologically assisted preg-
nancy require evaluative judgments. For some, these will be mere expressions of
preference; for others, matters of critical moral decision.

The evaluative choices in Case 2-3 presented an opportunity to attempt to dis-
tinguish between personal and social preferences, on the one hand, and moral evalu-
ations, on the other. Moral obligations involve obligations, while personal preferences

do not. Not all obligations are moral, however. The next case explores the boundar-
ies between moral and legal evaluations.
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Part 1

ts, after being fully
mended course of
he Indiang Supreme

Commentary

In this case, many evaluative judgments were made. Some of them were like the

judgments in the previous cases. They were expressions of matters of preference.
Sometimes those judgments were presented as statements of fact, but they clearly
contained value implications. They were expressed in value-loaded statements,
such as referring to some people with Down syndrome as “blobs” or claiming that
they had a “high probability” of survival.

For our purposes, we should focus on the evaluations that go beyond these
personal opinions to note the interplay in this case between the law and morality.
The nurses and other hospital personnel who intervened to seek court review
clearly thought that this baby’s treatment was more than a matter of personal
preferences. They no doubt were convinced that it was morally wrong to allow a
child to die who could survive regardless of the underlying Down syndrome.
They discovered, however, that regardless of their ethical judgments, the Indiana
courts concluded there were no grounds for intervening The parents, according
to Judge John G. Baker, had a right to control medical decisions for their infant,
by which he surely meant a legal right (not necessarily a moral one).

We thus have a situation in which allowing the infant to die from lack of sur-
gical intervention was ethically unacceptable to many people even though doing so
was deemed not to be illegal. There are many cases in which ethics and law part

s the product of a political entity. It is a crude device and re-
behaviors that seem clearly unethical. The law
rmative standard enacted by 2

company. The law i
frains from speaking about many
permits, indeed requires, public enforcement of ano
political group. Ethics normally does not have available a formal enforcement
mechanism and is grounded in a more ultimate, universal standard of reference.
For example, lying to a spouse is, in the normal circumstance, a violation of
the norms of morality, yet almost never would such unethical behavior be subject
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is ct')ntroversial and hard to access, we may simultaneously recog‘:;ri(zleI ‘;;i‘:‘;ggf
hav1f)r is immoral but should not be made illegal. Some medical ethical decisions
fall into this category. Not everything that people believe is unethical will be a
violation of the law.

As this case evolved, a rather unusual reversal occurred. As the Reagan ad-

ministration began a national assessment of Baby Doe decisions, it concluded
that allowing infants to die from lack of potentially effective medical treatment
was a violation of the law. On grounds of both discrimination against the handi-
capped and child abuse and neglect, arguments were made that existing law made
what‘these parents decided illegal. New legislation eventually clarified the law so
that it is now recognized in the United States that forgoing of life support for
infants Like Baby Doe is illegal. The only exceptions are cases in which the infant
is inevitably dying regardless of treatment, will remain in a permanent coma, or
in which treatment will be virtually futile in prolonging life and will be in}’m—
mane. Even in these cases, “appropriate nutrition and hydration” must be pro-
vided. Hence, what these parents did in 1982 would now almost universally b
considered illegal. o
' 'This suggests an interesting possibility. Although withholding life support is
111.egal, not everyone believes it would always be unethical. Tt could be that we are
witnessing a kind of reversal in which what once was thought to be legal but
unethical is now thought by some to be illegal but ethical. For example, moral
theologians as well as secular thinkers hold that it is ethically acceptable t:) with-
hold life support under certain circumstances. They hold that, as long as the death
of the patient is not the direct intention, it is acceptable to withhold life support
when the expected burdens exceed the expected benefits. (The details will) be
f)utlined in Chapter 15.) Sometimes this might be the case even when the patient
is not comatose, inevitably dying, or even suffering from a condition in which
treatment is “virtually futile” for prolonging life. A patient could be suffering ter-
'rlbly fr.om a treatment even though it could prolong life. The patient could %e an
infant in a case governed by the Baby Doe regulations. If so, even those who hold
c'or_lservative views on matters of life and death might support the ethics of a de-
cision to forgo life support. If the patient were an infant (but oddly not if it were
an old‘er child), withholding such treatment would be deemed illegal in current
Annerican law. This could be a case in which withholding life support was illegal
even though it was deemed ethical by a group normally strongly opposed to his-
Ien.lng death.- What is ethical and what is legal are often separate issues. In ana-
gZ{ng cases in the‘remaining chapters of this book, personal preferences and

esires must be distinguished from obligations, and, among obligations, the legal
must be kept sharply separate from the ethical. , o
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Chapter 3

What Is the Source
of Moral Judgments?

Learning Objectives

1. Identify sources of moral authority that can be used to ground
moral judgments.

2. Describe the role of health professional codes in moral
judgments.

3. Explore the relative importance of various sources of moral
authority in making clinical judgments.

Other Cases Involving the Sources of Moral Judgments

Case 4-6: For the Welfare of the Profession: Should Nurses

Strike?

Case 12-8: The Interrogation of Guantanamo Prisoner Mohammed
al-Qahtani

Case 13-1: Warning: Premarital Sex May Be Dangerous to Your
Health

Case 18-7: Demands for Futile Care

O . . .

nce. Cth}Cﬂl and other evaluative judgments are identified, the next
question is where one should look to determine what is moral. Health
professionals often believe the problem of what is moral to be a matter of




“professional ethics.” They might turn to the code of ethics of their profession. For
physicians this might mean consulting the American Medical Association’s (AMA's)
Code of Medical Ethics." Members of the other health professions have similar codes
that their members can consult. For pharmacists this might be the current Code of
Ethics for Pharmacists of the American Pharmacists Association (APhA);? for nurses,
the American Nurses Association’s Code of Ethics for Nurses;? for dentists, the American
Dental Association’s Principles of Ethics and Code of Professional Conduct.* All of the
healing professions have such codes that are often taken as definitive moral authority
for their members when it comes to professional conduct. Someone might wonder,
however, whether a health professional’s conduct is always corrcct just because it
conforms to the professional society’s code of ethics.

A number of problems arise. These are codes for American professional asso-
ciations. Other nations have analogous codes, and they do not always agree. Some
members of a health profession are not members of their professional society. Some
have refused to join because they do not agree with their profession’s stance on
some issues. In the 1940s, for example, some more liberal physicians objected to the
AMA’s opposition to government-sponsored health insurance. Other physicians
with more conservative leanings have withheld support from the AMA for its refusal
explicitly to condemn abortion. Sometimes, problems arise when one professional
organization’s code disagrees with another profession’s position.

While the authority of professional codes can be challenged by those of other
health professions and by individual members of a profession who disagree with the
organization’s stance, a more basic problem also arises. Some may ask why a profes-
sional group should have the authority to determine what is ethical for its members
in the first place. Other sources of moral authority may compete for attention.

For example, a physician working in a hospital may have to contend not only
with the physician’s professional ethical code but also with the code of the hospital.
The hospital may have a locally generated code of conduct or may be subject to

ethical positions taken by its sponsor or of the American Hospital Association. .

Should the health professional consider his or her professional code of ethics to be
authoritative or the local hospital’s code of conduct?

If the hospital is sponsored by a religious organization, the hospital’s ethical
code may be derived from the theological ethical commitments of the religious
group. For Catholic hospitals in the United States, for instance, this would be the
Ethical and Religious Directives for Catholic Health Care Services.®

The health professional himself or herself may stand in some religious tradition,
which may or may not be the same as the sponsoring hospital. Should a religious
tradition be treated as being an authoritative source for knowing what is ethical? If
s0, should it be the hospital’s tradition or the health professional’s> And how should
cither of these be weighed in relation to the professional code?

Finally, the health professional will often confront ethical dilemmas involving
a particular patient who also has moral standards that he or she feels should be the
foundation of moral judgments involving his or her treatment. Is the patient’s ethical
stance a defensible basis for grounding the ethical positions taken by a health profes-
sional? In this chapter, cases are presented that provide an opportunity to examine
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alternative ways of grounding moral judgments. 1n each case, the important problem
on which to focus is not so much what is the right thing to do, but rather what is the
source of moral authority and on what authority the health professional’s behavior
should be shaped?

Grounding Ethics in the Professional Code

A health professional confronting an ethical problem that poses a significant difficulty
may want to turn to the professional code of ethics to determine what it says regarding
the issue at stake. Often the professional code will provide insight based on years of
collective experience of the members of the professional group.

Sometimes the apparent answer from the code seems so appropriate that no
further consideration is necessary. But in other cases, it may not be obvious to the
individual health professional that the profession’s collective wisdom is morally de-
finitive. One problem arises because the professional group’s code can change over
the years. The AMA code, for example, was originally adopted in 1847 and published
ayear later,® but it has been revised many times since then. Major changes occurred
in 1903, 1912, 1947, and 1957, and then dramatic changes were adopted in 1980 and
published the following year.” Since then, more modest changes have been made.
Some of the differences over the years have been substantial. ‘The early versions,
for example, said nothing about “informed consent.” Their understanding of confi-
dentiality was radically different from that of the most recent versions. Changes are
reflected not only in the norms for right conduct but also in the character traits that
the codes hold out as praiseworthy. In the most recent principles, a physician is, ac-
cording to the AMA, supposed to provide medical service with compassion and re-
spect for human dignity; in 1847, the traits of character for the physician were
tenderness, steadiness, condescension, and authority.® Similar changes have occurred
in the codes of the other professions. The American Pharmaceutical Association’s
code was first written in 1852° but was revised in 1922 and again in 1952' and 1969.
Modest changes were made in 1975, 1981, and 1985."* Finally, in 1994 a completely
revised code was adopted.® Each time the code changed, did the ethically correct
behavior for pharmacists really change, or was it only what the APhA members
believed was the correct behavior?

. What about health professionals who are not members of their professional asso-
ciations or who immigrate to the United States from other countries that may have
codes that differ? Does this professional code determine what is ethically correct for
those who are not members or only for those who are members? Can what is ethically
correct for health professionals change depending on whether they are members of
their professional association? And what about health professionals in other nations?
Does the American professional code or does their own professional organization’s
code determine what is right for these persons? It seems odd that what is right could
depend on the country in which they practice and when they practice.

Even more puzzling, students of health professional schools when they graduate
often recite solemn oaths or pledges that are code-like statements. These, however.
may differ in their ethical commitment from the professional association’s code o;'
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ethics, and graduates from different schools end up reciting different ethical pledges.14 ’
Moreover, the graduates themselves may hold personal commitments to different

codes of ethics.15 The following case asks what the role of a professional code should

be in determining what is ethically correct conduct for health professionals.

Questions for Thought and Discussion

_i Consider the various sources of moral authority, e.g., the AMA, state law, state
medical association, and individual conscience, in the case of participation in
capital punishment. Which one should carry the most weight in determining
whether physicians should participate in capital punishment? Why?

Commentary

The substantive issues of health professional participation in capital punishment
will be discussed in Chapter 9 when we examine the ethics of killing in health
care. The focus here is on what the parties of this case—the physicians, legislature,
courts, and general public—should rely on as their source of moral norms.

The American Medical Association, the national professional organization
for American physicians, has adopted the view that participation in capital pun-
ishment is inconsistent with the physician’s professional role as a healer. Its code
requires that physicians not participate. The AMA takes no position on the gen-
eral ethics of capital punishment. Apparently it would not protest if the state used
some method that did not involve a physician.

In contrast to the AMA’s position, the California courts and presumably the
people of California who have established the laws of the state not only accept
capital punishment but insist that, on grounds of humaneness, a physician be
present at executions. At least two physicians in the state are also members of the
legislature, and one of them, state senator Sam Aenestad, seems to accept the view
that capital punishment is ethical and that physicians may participate. He has
introduced legislation to protect his fellow physicians who do participate from
discipline by the medical association.

The state medical association is essentially a private organization that has a
limited right to discipline its members. The most severe discipline would be expul-
sion from the organization. There was a day when expulsion meant the loss of
hospital privileges and perhaps even the loss of the right to practice medicine. In
recent times, however, the right to practice medicine is controlled by state licensing
boards. Those boards have the right to discipline physicians up to the point of
i suspending a license to practice medicine.
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The issue at stake here is whether the medical association or some other group
(such as the state licensing board—accountable to the state government) should
have control over determining what is ethical for physician.

There is no reason why the public board would need to adopt the view that any
licensed physician must participate in executions, but it plausibly can determine
(in fact, has determined) that a licensed physician willing to participate has done
no wrong. That would leave the medical association in a position to condemn the
states position but with no power to discipline the physician who chose to partici-
pate except possibly censure or expulsion from its membership. As long as the
expelled physician retained the license to practice medicine, expulsion would have
limited significance.

Should the people of the state or the professional association have control
over decisions about what is ethical physician behavior?

The problem raised here is whether the professional association code is neces-
sarily always the definitive authority for determining what is ethical for physi-
cians or other health professionals. It seems to make sense to consult the code in
difficult cases, but is that because the code w what is right for the health
professional or is it because the code simply Ezgi@_hg judgment of the
health professional’s colleagues who have faced somewhat similar situations? If
the professional role is created and controlled by the broader society (as implied in
the licensing process), then the ethical duties of those in the role would seem to
be the responsibility of society. If, on the other hand, the professional role is con-
trolled by the members of the profession itself, then the code of the professional
{ association has claims to authority.

Grounding Ethics in the Physician’s Orders

In some situations, patients and caregivers are presented with ethical decisions that
seem to be grounded not so much in either public policy or professional codes, but in
the beliefs of practicing physicians. Of course, the physician in reaching his or her
moral conclusion may have to decide how important the physician’s professional code
is, but by the time the physician has decided on a course of action, others involved
may be presented only with the doctor’s order. The following case raises the question
of whether the implicit moral judgments incorporated into the physician’s instruc-
tions provide a grounding of moral positions taken in the practice of medicine.

Part 1 Ethics and Values in Medical Cases

ad been hospitalized two to three times in
but Rev. Kerman had n

Questions for Thought and Discussion

L1 Can either Dr. Simweiler or Rev. Kerman claim authority to establish the moral
norms for Mrs. Patterson’s care?

.4 If not, how should Rev. Kerman bring Mrs. Patterson into a more active role in
choosing a pain-management approach?

Commentary

This case leaves the clergyman having to evaluate the moral judgments of a physi-
cian. Rev. Kerman recognizes that Dr. Simweiler’s choice of pain medication and
his decision that appears to minimize the patient’s involvement in the treatment
decisions involve moral choices. At the same time, Rev. Kerman is aware that he
is in an awkward position. He is on the doctor’s turf and has not even been invited

into the case by Mrs. Patterson.

Chapter 3 What Is the Source of Moral Judgments?



Deawvs 1

Rev. Kerman is also aware that traditional medical ethics has long presumed
that the physician has the right and the responsibility to formulate a treatment
plan including making judgments about what is morally right conduct in a doctor—
patient relationship. The Hippocratic Oath, for example, has the physician pledge
to “benefit the sick according to my ability and judgment.” This Hippocratic foun-
dation has evolved into a presumption that a doctor’s orders should prevail in
the clinic.

At the same time, Rev. Kerman knows that he is a member of a profession that
has historically often assumed moral decision-making authority for parishioners.
At least the clergy have traditionally provided moral advice and interpretation of
church teachings. Thus we have a case of members of two professions colliding in
which both are accustomed to acting on behalf of laypeople, rendering judgments
about their welfare and what is morally appropriate for them.

What is at stake here is not only a choice of treatment options but also a ques-
tion of the proper style for doing one’s dying. Rev. Kerman, no doubt, accepts that
legally physicians are the only ones with legal authority to authorize medications.
What he questions is the physician’s moral authority to pick the approach to her
care. One strategy attempts to spare the patient the burden of direct confrontation
with some technically complex and psychologically difficult choices. The other holds
that the patient has not only the right but also the duty to confront them.

We might ask whether either of these professional actors has any legitimate
claim to make moral choices for this patient. Is there any skill or status inher-
ent in the roles that would authorize either Dr. Simweiler or Rev. Kerman to
decide how Mrs. Patterson should deal with her pain and eventual death?
While physicians are sometimes placed in a position in which it is assumed
that they are the medical experts and therefore have authority to make choices
in the doctor—patient relationship, that assumption is now being examined
more closely.

Surely, on technical matters, the physician has a special expertise. While
Dr. Simweiler might not be a world authority on pain-management options for
his patients, he surely is in a position of relative expertise. He is the authority
among all the players on the scene.

The issue here, however, is not primarily the technical matters of Mrs. Patterson’s
pain management. Rather the issues here involve moral questions: how much
Ms. Patterson should be told about her options and how active a role she should
play in choosing a pain-management regimen. Choices must be made about steps
to be taken to prepare for what is likely to be a long and difficult process that
could eventually lead to her death.

Rev. Kerman also is in a profession that has traditionally claimed expertise in
dealing with these normative issues. Moreover, as a clergyman, heisina profession
that has assumed responsibility for teaching and guidance on matters moral. While
Dr. Simweiler’s expertise seems to prepare him poorly for providing moral and
spiritual counsel to Mrs. Patterson, clergy are often assumed to be uniquely pre-
pared for that role, especially for those parishioners who have voluntarily chosen to
be members of their congregations. Thus, the clergy are recognized by members
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of their congregations to have a role in expounding on mMOrai NOIMS WITNIM TNEir
communities.

Rev. Kerman is within a church that has not emphasized the teaching and
moral guidance role of the clergy as much as some other traditions. Roman Catholic
and Jewish traditions, for example, explicitly recognize the teaching authority of
their clerical professionals. Nevertheless, Rev. Kerman seems to be standing in a
relation to Mrs. Patterson that is different from that of Dr. Simweiler. At the same
time, although Mirs. Patterson is a member of Rev. Kerman’s church, she has not
asked him to become involved.

Grounding Ethics in Institutional Policy

If we cannot automatically ground ethical judgments in a physician’s moral views,
societal opinion, or professional beliefs about what is ethically correct, can the insti-
tution in which health professionals work provide that grounding? Many health pro-
fessionals work in hospitals or other health care institutions that may have codes of
ethics of their own. These codes may come from large public or private organizations
that sponsor the hospital or the local institution that, through its board of trustees or
its medical board, may have formally adopted a statement or code of conduct about
what is believed to be ethical. To what extent should health professionals working
within such institutions feel bound by such statements? To what extent is the institu-
tion the “source” of the ethical obligation?

Chapter 3 What Is the Source of Moral Judgments?
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Part 1

e services to him and have
hat your treatment

Commentary

In this case, the rehabilitation clinic’s policy seems controversial. One could easily
suggest it is grounded in self-interest. It could be in serious legal trouble if the
patient learned of the substitution of a lesser skilled professional than indicated in
the clinical record. Assume, however, for purposes of discussion, that Mr. Petty is
convinced that the clinic’s policy is believed by his supervisor and the administra-
tors to be justified as the best way to get the patient high-quality therapy—that
they really are concerned that patient would have to wait for the CHT to provide
treatment and that delaying therapy would jeopardize Mr. Tung’s well-being.
This, after all, is a long-standing interpretation of the Hippocratic Oath’s impera-
tive to do whatever is believed to benefit that patient. (A link to the text of the
Hippocratic Oath is included as an appendix to this volume.)

If the clinic’s position is intended to have a moral purpose, then there is a real
conflict between the holders of two ethical perspectives. One focuses on the dishon-
esty or deception in having the CHT sign off on treatment she did not provide; the
other, on the traditional moral imperative to do what is best for the patient. Here the
issue is whether an occupational therapist should treat the clinic and its supervisory
staff as the legitimate source of morality for choosing between these two options.
Presumably, Mr. Petty made at least an implied commitment to the clinic to abide
by its norms when he accepted employment there. To what extent does that com-
mitment imply agreeing to accept clinic policy as a source of moral authority?

In some ways, the problem is similar to the conflict in Case 3-1, in which
physicians and parents have to factor into their reasoning the moral obligation to
obey the Baby Doe regulations. In this case, however, Mr. Petty has real reason
to believe the clinic’s policy is unacceptable and to question whether what amounts
to fraud:is moral just because the clinic policy writers have concluded it is. There
is no reason to assumne that a policy is moral just because it is incorporated into
clinic policy (or the interpretations of that policy) by the supervisory staff. Can

Ethics and Values in Medical Cases

Mr. Petty, at the same time, acknowledge Nis general ODUZATION 10 COLLVLLL W
clinic policy and still claim that there is a source of moral obligation beyond the
clinic where he works?

Grounding Ethics in the Patient’s Values

The patient is another possibility for the source of the ethical and other evaluations
that are incorporated into the medical practice. It is sometimes believed that, since there
are so many different ethical positions possible on controversial issues, every person
should have the right to choose his or her own ethics. A slightly different view, re-
ferred to by philosophers as personal relativism, is that to say something is ethical
Jiterally means nothing more than that it is the position approved by the speaker.
According to this view, if one believes an action is morally right, it literally is right;
that is, the final standard. However, someone else may have a quite different perspec-
tive. For the other person, the same action could, for him or her, be wrong. There is
no further appeal beyond the individual.

When medical choices are made by laypeople outside the context of relationship
with a medical professional, no direct conflict with the ethics of the professional will
arise. Nevertheless, many find it implausible to claim that ethics is literally nothing
more than one’s personally chosen standards. In relations with a physician or other
health professional, personal relativism presents an even more difficult problem. A
physician—patient relationship could exist in which a patient holds that a certain
treatment course (e.g., actively ending a patient’s life for mercy) is ethical while the
physician holds it to be unethical. The following case poses the problem of whether
a physician-researcher and an institutional review board (IRB) regulating human
subjects research should treat the patient as the source of moral standards.

Chapter 3

What Is the Source of Moral Judgments?
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Part 1

Ethics and Values in Medical

Cases

Commentary

The question raised by Dr. Bollinger’s offer to volunteer for avant-garde research
deals with the substantive questions of the ethics of human subjects research as
well as the ethics of informed consent. These will be explored further in the cases
in Chapters 16 and 17, respectively. Here the problem needing attention is where
the parties should turn to find the source of his moral obligation in this case.

The patient is making a moral claim. She feels a moral right and perhaps even
an obligation to contribute to a community of people with whom she shares a spe-
cial interest in therapies to overcome blindness. Dr. Hakola is probably similarly
motivated by compassion for those who could benefit from his research. 'The IRB
seems to have concluded that, even with impeccable consent from an ideally in-
formed subject who is a member of the class of patients who will eventually benefit
from the research, it has a duty to impose moral standards on the research.

In some cases, committees such as IRBs may feel obliged to impose restric-
tions on research to protect the institution from lawsuits or news stories that
could damage the institution’s reputation. If this was what was driving the IRB,
their appeal would not be a moral one. Moral appeals require a more ultimate
grounding, not merely to the legal or financial interests of the institution. In this
case, the IRB seems to believe that it is immoral, not merely imprudent, to permit
a human subject to undertake risky research unrelated to therapy before adequate
laboratory and nonhuman animal studies have been done.

Two counterpositions seem possible. One is that ethics is merely a matter
of personal judgment about what is right or wrong, so that if Dr. Bollinger and
Dr. Hakola both find moving directly to human studies acceptable, there is no
basis for objecting, provided they have an adequate understanding of their decision.
Since the potential subject and the investigator are both well-trained scientists
with considerable experience in this line of research, there can, in principle, be no
moral objection to their proceeding.

The other possibility is to concede that morality is not merely a matter of per-
sonal judgment; it rests in some definitive, objective external standard. It could be,
however, that in cases like this, the general moral rule against moving to risky
research on human subjects before animal studies have been completed needs a
sophisticated qualifier that takes into account the moral perspectives of the poten-
tial subject, her moral commitment to her group, and her unusual level of knowl-
edge and understanding. It could be that a carefully crafted moral rule would
allow for this particular subject to volunteer, perhaps even acknowledge that she
is morally obligated to volunteer. That is a conclusion quite different from the

claim that morality can be reduced to personal preference or judgment.

Grounding Ethics in Religious or Philosophical Perspectives

Health professionals sometimes find that they, or the people with whom they are
interacting, claim they are grounding their ethical positions not in professional
codes, public policy, or the opinions of physicians, hospitals, or patients but see
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them as coming from Certain religious or pniosophical perspectives. 1ne propliem
can be especially acute when, as in the following case, one’s own religious or philo-
sophical perspective may conflict with the codified ethic of the profession or one’s

institution.

Part 1

Ethics and Values in Medical Cases

Commentary

The substantive issues of abortion will be taken up in the cases of Chapter 10.

Here the problem is what role the hospital ethical committee and the moral
framework of a religious community should play in deciding how to handle a con-
troversial case. In almost all hospitals this patient would receive a strong recom-
mendation to terminate the pregnancy in order to save the patient’s life. This seems
to be the rare case in which medical science can present no good alternatives, if the
risk to the woman is to be avoided.

That the Catholic Church has a well-developed position on abortion is widely
known. When the church operates hospitals, it insists on its right to rely on its
moral stance in operating an obstetrics department. Most people understand this
and accept it even if they do not agree substantively with the church’s stance. The
problem here is to what extent that stance can shape the behavior of the staff in-
cluding presentation of options to patients.
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Those who developed and run this hospital presumably accept the main tenets
of the church’s teachings. This includes the metaethics, that is, the general theory
of how one can know what is morally right and wrong. In the case of the Catholic
Church, its teachings hold that morality can be known by reason aided by revela-
tion, by reflection on the moral laws of nature. Moral authority resides with the
scripture, tradition, the Pope, and church councils, all of which aid reason in dis-
cerning the content of the natural law. Those in the Catholic tradition acknowledge
these sources of moral knowledge, which are reflected in teachings from the Vatican
as well as national bodies such as the United States Conference of Catholic Bishops,
the group responsible for the Ethical and Religious Directives for Catholic Health
Care Services, the source cited in the ethics committee meeting. Since those com-
mitted to the moral tradition around which this hospital is organized accept this
metaethical view, there is reason why it would be reflected in the policies of the
hospital and its ethics committee.

The professional staff of the hospital, including Dr. Nevitt, should be made
aware when they accept employment at a hospital that it is committed to a
particular medical ethical tradition. This seems rather different from entering
a profession such as medicine. When one chooses to go to medical school and
become a physician, one usually does not think of these choices as committing
to a metaethical theory about where ethical norms are grounded. Committing
to a religious tradition, in contrast, seems to imply a general acceptance of that
tradition’s views about the foundation of ethics (even if individuals may con-
scientiously depart from those views on some occasions). Working or receiving
care in a religiously sponsored institution carries with it some implication that
one is willing, to some extent, to accept that view of moral norms. In this
particular case, the religiously sponsored institution may confront some legal
requirements—the requirement of adequately informed consent including
presentation of reasonable alternatives for treatment—that conflict with the
institutional understanding of what is morally required.

The patient may be left in an awkward position. In this case, Ms. Jones became
a patient at this hospital for prenatal care. When patients become involved with a
hospital they may or may not understand that they are committing to an institu-
tion that operates based on a moral tradition of its sponsors. In fact, there was some
conflict between the institution and Ms. Jones, but also some agreement as this
follow-up to the case indicates.

Ms. Jones was informed by Dr. Nevitt that her pregnancy posed a very seri-
ous threat to her life. She was informed that this hospital was sponsored by the
Catholic Church and therefore could not endorse an abortion even though her
condition was life threatening. In conformity with legal requirements, she was
told that abortion services were available at City Hospital and that she was free to
transfer to that institution.

When she learned of this, Ms. Jones appeared deeply disturbed. She told
them she had no principled objections to abortion, but that she had chosen 2
Catholic hospital because she knew this was her last chance to have a baby. She
was going to carry this child through to a live birth or die trying.
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Once the clinical team understood the strengtn of her COMMITMENT, tney
reoriented to the task of providing carefully monitored support for her as an in-
patient. On the basis of careful review, they determined that she could probably
carry the pregnancy until between thirty and thirty-two weeks, at which time
they could deliver the baby by cesarean section. They explained to her that the
longer they waited, the better it would be for the baby but the greater the risk to
the mother. They eventually agreed to attempt to wait until the 30- to 32-week
period before intervening.
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