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THE UNEXAMINED TECHNOLOGY
Is Nor WORTH DEVELOPING

C BEN MITCHELL, PHD

In the face of the ethical challenges before the ever-expanding litany of biotechnolo-
gies, it is important for us to remember that biotechnology is not inherently wrong.
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by nature and by vocation. After all, we remain under the covenantal obligations to
“Be fruitful and increase in number; fill the earth and subdue it” (Genesis 1:22).
Stewardship of the created order requires some form of technology—even if it is no
more sophisticated than a sharpened stick with which to plow a small furrow for
planting seed. From paradise past to paradise future we can assume that technology
will be with us always. What began in a garden, will end in a city.

In the mean time, however, we face a significant challenge, one which is most
acute in the developing biotechnologies. Biotechnologies are not developed in a moral
vacuum. Nor are they developed by amoral automatons (at least not yet). In the pur-
suit of a truly human future, technologies in general and biotechnologies in particu-
lar must be developed in morally responsible ways. We can no longer afford—if we
ever could—the leisure of pushing the scientific envelope without at the same time
exploring the ethical justification for and moral implications of any new biotechnology.

In this regard the ELSI (Ethical, Legal, and Social Implications) component of the
Human Genome Project was genius. The tax dollars devoted to ELSI research
arguably have been well spent. I would not want to relive the first 15 years of the
Human Genome Project without the ELSI funding. Ethically myopic genetic science
could be monstrous.

The good work of the President’s Bioethics Advisory Council notwithstanding,
we need more funding for ELSI research, not less. We should be encouraging our
elected representatives to fund an ELSI component under the auspices of the National
Institute of Nanotechnology. We should have an ELSI component in the National
Institute of Biotechnology. Taxpayers should be as willing to fund these projects as
they are to fund the development of the technologies themselves.

One of the ancients famously said, “the unexamined life is not worth living.” The
21st century gloss on that axiom is, “the unexamined technology is not worth devel-
oping.” Technology will be with us always. As technologists, let us do our best to be
certain it is morally responsible technology.

Ethics & Medicine, 18:3 (2002):131.
© 2002 by The Bioethics Press
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CLINICAL ETHICS CASE CONSULTATION'

ROBERT D ORR, MD, CM

Question: Nurses in the Pediatric ICU requested an ethics consultation ask-
ing “Is it fair to this child to continue painful experimental surgi-
cal procedures?”

Robbie is a 9.5 month old boy who was somewhat small at birth, and required repeat-
ed early re-hospitalizations for pulmonary problems. He has now been hospitalized
continuously since 3 months of age and has required full time ventilatory assistance
during that time. He has been found to have Jeune syndrome (asphyxiating thoracic
dystrophy), an autosomal recessive condition causing a very small chest cavity with
diminished lung capacity. It often leads to death in infancy from respiratory failure or
accompanying renal failure, but some with a lesser degree of involvement do survive.
Some affected infants also have early liver dysfunction from biliary dysgenesis, but
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Because his condition was of lethal severity, his parents sought experimental
options. At 6 months of age, he was transferred to another medical center several hun-
dred miles away for surgical implantation of titanjum expandable ribs on his left side,
with plans to return to do the same on the right side 4 months later (about 6 weeks
from now). It is anticipated that these devices will have to be adjusted (minor sur-
gery) every 4 months, and/or replaced (major surgery) periodically until adolescence.
These devices had been used in 33 patients prior to the beginning of this research
study 18 months ago. Non-fatal complications developed in 11 of the 33, including
breakage of the device requiring repeat surgery in 7. The current research protocol
has been approved by the Institutional Review Board at the center doing the proce-
dure, allowing enrollment of 50 subjects over a 2 year period.

This patient is currently in the Pediatric ICU, in isolation (because of colonization
with antibiotic-resistant bacteria). He is on ventilator support, is fed via gastrostomy
tube, and he requires frequent adjustment of sedation. He often becomes very agitat-
ed leading to a drop in oxygen saturation, requiring additional sedation and tempo-
rary augmentation of ventilation with a hand-held bag. However, he is now using less
sedation than 3 weeks ago, and he can be more easily comforted by his parents and
his primary nurse. He occasionally smiles and will spend quiet time looking at stuffed
animals, etc. Apart from mild liver dysfunction, it appears that he is physiologically
intact, but may be developmentally delayed. He has been evaluated for on-going care
in a children’s rehabilitation facility, but his condition is felt to still be too unstable.

His parents are very committed to doing whatever is necessary to improve
Robbie’s condition and preserve his life. They visit each evening (Dad works as a
landscaper during the day and Mom does not drive). They are Roman Catholic.
Robbie is their only child, but Mom is pregnant.

Ethics & Medicine, 18:3 (2002):132-134.
© 2002 by Robert D Orr
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Assessment:

This infant has a condition which is lethal if left untreated, for which his parents have
sought and consented to experimental treatment which has turned out to be quite
burdensome to him.

Discussion:

Our society has mandated that handicapped newborns receive full standard treatment
for life-threatening conditions except in 3 narrowly defined circumstances (“Baby Doe
Regulations”). However, this mandate is not felt to extend to the use of experimental
treatment.

Parents are expected to make treatment decisions for their children based on rec-
ommendations of their professional caregivers. In broad terms, they are expected to
seek the patient’s best interests, but because this is not objectively definable, they are
given some latitude to pursue a “reasonable construal of the patient’s best interests.”
For example, professional caregivers would be expected to challenge a parental deci-
sion which is clearly not in the child’s best interests (e.g. to forgo antibiotics or blood
transfusions for reversible conditions), but are encouraged to accept a parental deci-
sion which might not be their first choice but which is nonetheless within profes-
sionally accepted boundaries.

When therapeutic options include the use of experimental therapy, professional
scrutiny and protection of the patient’s best interests should be even greater. While an
Institutional Review Board is expected to approve only those experimental endeavors
which have a reasonable likelihood of accruing benefits for some patients, the enroll-
ment of a particular patient as a subject in a particular research study requires an
individual assessment of the balance of potential benefits and burdens for that child.

In this case, the patient’s parents have chosen to enroll their son in a study for
which he is qualified, and for which there is a reasonable hope of achieving sufficient
benefit to prevent early death. While it appears to some of his bedside caregivers that
he is experiencing significant burden, he does appear to be consolable, and there is
hope that further surgery will allow him to come off the ventilator, thus decreasing
his burden. The question then becomes whether months of vent support with dis-
comfort and agitation are outweighed by a reasonable chance of long-term survival.

Recommendations:

(1) Since there is no objective evidence that this patient’s condition cannot
improve, and since the burden of his chronic care may decrease with subse-
quent surgery, the current plan would appear to be within a reasonable con-
strual of his best interests.

(2) If his condition should deteriorate, or if his parents should become convinced
at some point that the burdens of his current and/or future care exceed the
expected benefits, it would be ethically permissible for them to withdraw from
the research protocol and pursue comfort care instead.
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Follow-up:

Robbie had implantation of the experimental expandable ribs on the right side at 11
months of age. His chest condition did well, but at 15 months of age he developed
progressive liver dysfunction and is not a candidate for liver transplant while still
requiring ventilator support. His condition stabilized sufficiently that he was trans-
ferred to a children’s rehabilitation facility on a vent at 16 months of age.

He has been transferred via air ambulance to the distant medical center every 4-6
months for adjustments to his artificial ribs. In addition, he has required re-admission
to the primary medical center on several occasions for treatment of sepsis and liver
failure.

At 3 and 1/2 years of age, he remains in the rehabilitation facility and is on a ven-
tilator most of the time. His pulmonary situation has improved gradually so that he
is now able to tolerate about 1 hour off the vent each day. Ascites (accumulation of
fluid in the abdomen) from the liver failure has aggravated his pulmonary situation
by pushing up on his diaphragm and causing further respiratory compromise. This
ascites requires infusion of IV albumin twice a month. His parents remain committed
to his care and improvement. They visit almost every day and bring their 2 year old
daughter frequently. Robbie is interactive and appears to be content most of the time,
but has begun to demonstrate breath-holding spells.

Reference

The cases discussed in this column are based on real cases. Some demographic and clinical information
has been altered to protect the privacy of patients, families, and professionals.

Robert D Orr, MD, CM, Director of Ethics Fletcher Allen Health Care and the University of
Vermont, USA
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THE INSTITUTIONAL REVIEW BOARD:
A CRITICAL REVISIT TO THE PROTECTION
OoF HUMAN SUBJECTS

GREGORY W RUTECKI, MD,
MICHAEL YOUTSEY, MD,
BERNARD ADELSON, MD

On May 14, 1997, President William Jefferson Clinton offered a public apology for the
infamous Tuskegee Study. The 40-year U.S. Public Health Service study followed 399
African-American men with syphilis without either treatment or informed consent.
During follow-up, partners were infected and subjects progressed through a spectrum
of preventable complications dramatically increasing the human toll. As if he was a
herald, during the same month as the President’s apology, Duke University’s license
to conduct federally-funded research was revoked for insufficient Institutional Review
Board (IRB) oversight.! Enrollment of research subjects at the University of Illinois,
Chicago was also recently halted, allegedly because study participants were inade-
quately appraised of risks. Despite high profile bioethics educational programs direct-
ed at the conduct of death and dying (such as the Robert Wood Johnson Foundation
Program) and curricula at multiple levels addressing subjects as diverse as cloning
and euthanasia, it appears that the protection of human subjects in research has been
relatively neglected. This neglect seems all the more untimely in light of the June
1998 Department of Health and Human Services Inspector General’s “overarching
conclusion is that the long-established system for protecting human subjects has vul-
nerabilities that threaten its effectiveness.”

Mere Coincidence or Dangerous Increase?

Justification for this revisit to human research subject protection begins with an
essential question. Are recent IRB oversights mere coincidences, or do they in fact
represent a significant increase in danger to human research subjects? In addition to
Duke and the University of Illinois examples, other academic institutions, including
Rush and the University of Pennsylvania, have undergone similarly motivated sus-
pensions. On a potentially more insidious level, however, two recently published
research “mishaps” should focus needed scrutiny on the ethical conduct of human
research studies.

Eighteen-year-old Jesse Gelsinger—afflicted with the rare disease called ornithine
transcarbamylase deficiency—died in 1999 of a severe allergic reaction, four days
after experimental gene therapy.’ In response to his death, the Federal Drug
Administration (FDA), citing numerous violations of research regulations, temporari-
ly suspended all clinical trials involving human gene treatment. The FDA alleged that
the researchers involved in Jesse Gelsinger’s gene therapy trial did not report two
prior adverse events in patients with serious reactions to the same treatment; and did
not notify the FDA that two monkeys died earlier from gene therapy. Furthermore,

Ethics & Medicine, 18:3 (2002):135-144.
© 2002 by Gregory W RutecKi, et al.
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already agreed upon enrollment requirements for gene studies were altered and con-
sent forms were deemed inadequate. Finally, more generally, overall standard operat-
ing procedures were suspect to the FDA. For perspective, gene therapy trials have
included some 5000 patients in 350 clinical trials.

Secondly, a recent New England Journal of Medicine human subject study war-
ranted substantive editorial comment aimed at ethical conduct rather than scientific
merit.** The design of the experimental study in question included 10 clusters of rural
villagers in Africa (415 couples) in which one partner was HIV-1 positive and the
other partner was at least initially HIV-1 negative. The research study included preg-
nant females. The incidence of transmitting HIV-1 infection to the seronegative part-
ner in relation to multiple variables (including types of sexual contact, utilization of
condoms, the presence of other sexually transmitted diseases) was followed for 30
months. During the study period, spousal notification of positive HIV status was
optional; only five of the ten clusters were vigorously treated to reduce the prevalence
of other sexually transmitted diseases; no accepted retroviral agents were used to treat
HIV-positive individuals. The design and results led Dr. Angell to comment, “I believe,
as I have argued elsewhere, that our ethical standards should not depend on where
the research is performed . . . that would mean treating illnesses, even if they are not
directly caused by the research . . . in practical terms, any other position could lead
to the exploitation of people in developing countries in order to conduct research that
could not be performed in the sponsoring countries.” It appears that national IRB
oversights are occurring concurrently with an increased laxity in research ethics in
general.

The Raison d’Etre for IRBs: A Historical Primer

Is it not ironic that a historic primer initiates this discussion in a post-modernistic
age? Does a mistrust of metanarratives obviate the value of the historic genre? Such a
facile disregard of history would come at great price. The disturbing similarities
between “peri”-Nuremberg research and recent FDA-sanctioned behavior justify a his-
toric review of past mistakes in the context of the present. Santayana’s caveat regard-
ing the ignorance of history and the danger of repeating it is no more prescient than
when it applies to IRBs.

In the past, medicine had allowed the judgment of individual practitioners to
determine the conduct of human experimentation on an ad hoc basis. Defining “past”
leads to an interesting observation. Although the volume of human subject research
has increased exponentially in the last two decades, protection of human subjects has
been an issue for a very long time. Both Maimonides (1125-1204) and Roger Bacon
(1214-1292) counseled care in any research performed on humans. But human exper-
imentation actually began in earnest in the eighteenth century. Edward Jenner inoc-
ulated a number of humans against smallpox including his eldest son and the chil-
dren of other physicians. Louis Pasteur administered a dozen inoculations to Joseph
Meister, a nine-year-old bitten by a rabid dog. He survived. Finally, Claude Bernard,
professor of medicine at the College of France, said . . . “The principle of morality con-
sists in never performing on man an experiment which might be harmful to him to
any extent, even though the result might be highly advantageous to science. (1865).”

The ad hoc approach seemed to suffice until Nuremberg in 1947. After the
Nuremberg prosecution of doctors accused of conducting immoral and gruesome
experiments in Nazi concentration camps during WWII (the so-called “Doctors’
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Trial”), a Code was formulated to protect human patients during any experiment.’
The code explicitly enumerates the responsibilities and duties of physicians to
patients as subjects of human research. The following rules were unequivocally
established and called the Nuremberg Code:

1) The voluntary consent of the human subject is absolutely essential.

2) The experiment should be such as to yield fruitful results for the good of
society, unprocurable by other methods or means of study, and not ran-
dom and unnecessary in nature.

3) The experiment should be so designed and based on the results of animal
experimentation and knowledge of the natural history of the disease or
other problem under study that the anticipated results will justify the per-
formance of the experiment.

4) The experiment should be so conducted as to avoid all unnecessary phys-
ical and mental suffering and injury.

5) No experiment should be conducted where there is an a priori reason to
believe that death or disabling injury will occur; except, perhaps, in those
experiments where the experimental physicians also serve as subjects.

6) The degree of risk to be taken should never exceed that determined by the
humanitarian importance of the problem to be solved by the experiment.

7) Proper preparations should be made and adequate facilities provided to
protect the experimental subject against even remote possibilities of
injury, disability, or death.

8) Only scientifically qualified persons should conduct the experiment. The
highest degree of skill and care should be required through all stages of
the experiment of those who conduct or engage in the experiment.

9} During the course of the experiment the human subject should be at lib-
erty to bring the experiment to an end if he has reached the physical or
mental state where continuation of the experiment seems to him to be
impossible.

10) During the course of the experiment the scientist in charge must be pre-
pared to terminate the experiment at any stage, if he has probable cause
to believe, in the exercise of good faith, superior skill, and careful judg-
ment required of him, that a continuation of the experiment is likely to
result in injury, disability, or death to the experimental subject.

The Nuremberg Code evolved in 1964 under the aegis of the World Medical
Assembly, in Finland, when international medical leaders drafted the Declaration of
Helsinki. This declaration listed a series of principles to guide physicians in research
involving human subjects. However, the principles may be essentially unenforceable,
leaving the criminal, civil, and ethical responsibilities to the laws of individual countries.

In the early 1970s, the U.S. Public Health Service began to promote the creation
of review committees (IRBs) as a mechanism for ensuring the protection of human
research subjects®—a natural corollary of the Declaration of Helsinki. These commit-
tees were intended to use the principles set forth in the Declaration and were to guide
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decision-making in human experimentation. The following examples, however,
demonstrate that experimentation repeatedly and egregiously violated the principles
as set forth in both the Nuremberg Code and the Declaration of Helsinki.

The Tuskegee Syphilis Experiments

In 1932, the U.S. Department of Public Health promised 399 black men living in
Macon County, Alabama, free treatment for “bad blood,”” which was the common
term for syphilis at that time. Although penicillin was not yet available, another treat-
ment, arsenic, was being used with some success. However, these men never received

standard treatment. In fact, the decision completely to withhold treatment was
enforced, and the men were merely observed in order to compile data on the effects
of spontaneous evolution of syphilis in black males.” Informed consent was not part
of the experiment.

The Harold Blauer Experiments

In December 1952, Harold Blauer was voluntarily admitted to the New York State
Psychiatric Institute for the treatment of depression. While an inpatient, Mr. Blauer
was given mescaline derivatives, which were supplied by the U.S. Army Chemical
Corps and were offered to him as an experimental treatment for depression. He reluc-
tantly agreed to undergo treatment at first. However, he adamantly refused subse-
quent injections, which were administered despite refusals. After a total of five injec-
tions, Mr. Blauer experienced a grand mal seizure, followed by cardiac arrest, and he
died."

Cancer Cell Experiments

In 1963, the U.S. Public Health Service funded experimentation at the Jewish Chronic
Disease Hospital, during which 22 patients were injected intradermally with exoge-
nous cancer cells. The purpose of the experiment was to determine how long foreign
cancer cells could live in a non-cancerous host compared to patients who had a diag-
nosis of cancer. Investigators involved in these experiments claimed that every par-
ticipant gave verbal consent to participate; however, documentation of this essential
fact was never provided.”

Hepatitis Experiments

In 1964, at the Willowbrook State Hospital in New York, children with severe mental
retardation were administered hepatitis A virus, with the hope that inducing a sub-
clinical infection would prevent a more severe infection in the future.” In this hospi-
tal, hepatitis was widespread due to poor toileting and frequent fecal-oral contami-
nation. The parents of these children were required to sign a consent form upon
admission to the hospital. The consent form, though, implied that the children were
receiving a “vaccination” and not the actual virus. It was not known whether persons
administered a small amount of the virus would actually develop immunity, so that
this study would represent human experimentation misrepresented to the parents in
order to obtain consent.

Cincinnati Radiation Experiments

As part of a Department of the Army experiment during the 1960s and 1970s, cancer
patients seeking treatment at the University of Cincinnati were exposed to whole body
irradiation. The patients suffered sequelae of radiation exposure: nausea, burns, and
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even death, with the understanding that they were being treated for their disease."
The U.S. government was sued by survivors, who were awarded $5.4 million as set-
tlement in May 1999.

The Doctor as Whistle Blower

In 1966, Henry Beecher, a clinical researcher himself, exposed numerous abuses in
human subject protection. It appeared that U.S. research during WWII and the twen-
ty years following was jaded by multiple ethical violations. David J. Rothman called
that period in American history, the “Gilded Age of Research.””*

Dr. Beecher published his “exposé” in The Journal of the American Medical
Association and The New England Journal of Medicine. Twenty-two egregious vio-
lations at venerable institutions across the country, including Beecher’s own institu-
tion, Harvard, were reviewed.' In one instance, at bronchoscopy, a needle was insert-
ed through the bronchus into the heart. The hazards of the procedure were unknown
and Rothman called the responsible investigator and the other involved researchers a
“roster of dishonor.”"” The researchers involved were not mavericks, but rather, main-
stream, prominent investigators from 1945-1965. Names like Eugene Braunwald,
Robert Zollinger, Sheila Sherlock, and George Gabuzda were involved. One other
study included in the “roster” can be evaluated solely by its title, “Fatal
Homotransplanted Melanoma, a Case Report.”™®

A fundamental, almost paradoxical, issue must be confronted at this juncture.
Note that all these aforementioned human experiments gone awry, including a sub-
stantial portion of the Tuskegee study, were performed after the Nuremberg code. Was
the Nuremberg code written for the barbarians spawned by Nazi Germany or did it
transcend those atrocities and apply to all research contacts for all time?

Numerous experts, including Jay Katz and Edmund Pellegrino," * have observed
that the judges at Nuremberg had more in mind than the singularly horrific trans-
gressions of Nazi Germany and intended to promulgate principles that applied to all
human subjects research. In fact, the Nuremberg prosecutor, Telford Taylor wrote that
the tribunal embodied classic principles for all civilized societies.” The period of
research after Nuremberg affirms Edmund Pellegrino’s belief that moral reasoning
based on defective premises tends to recur in new settings.

Another important historic document from this era was the Belmont Report
(1978). It is a statement of basic ethical principles that should assist in the conduct
of human subject research. More specifically it addressed: the boundaries between
practice and research; basic ethical principles (e.g. justice); informed consent; and
selection of subjects.

Formal guidelines now exist for contemporary IRBs when studies involve human
subjects.?? Note that the basic premises mirror the Nuremberg code with appropriate
updates for contemporary research techniques. These guidelines include:

¢ The study is being conducted according to accepted scientific principles
and is based on adequately performed laboratory and animal experimen-
tation as well as a thorough review of the applicable literature.

e The individuals conducting the research are scientifically qualified and
are supervised by a clinically competent medical person.
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* The importance of the objectives is in proportion to the inherent risks to
the subject.

* The study reflects a concern for the individual subject over the interests
of science and society.

¢ The risks to the subjects are minimized.

* The subject (or legally authorized representative) is adequately informed
of the purpose, methods, risks, and benefits of the research activity; the
right to withdraw from participation at any time without penalty; and
available alternatives to participating in the research study.

¢ The study is designed to maximize the chance that consent by research
subjects will be voluntary, without coercive influence.

* In most cases, informed consent must be documented by having the sub-
ject sign a document that explains the essential elements of informed con-
sent.

A study published in 1998, analyzing IRB participation in the process of human
experimentation revealed that, even today, up to 24% of critical care research projects
published in major medical journals might not have been reviewed by IRBs. Of those
studies which did report IRB approval, 20% did not explicitly state that informed con-
sent was obtained.” The apparent disregard for or ignorance of ethics related to
human subject experimentation led to the following educational intervention.

Educational Objectives: Settings and Design

In a majority of training programs, resident physicians may either not serve on IRBs
at all or may obtain limited exposure contingent on a single research protocol. The
educational objective for this effort was to design an ethics rotation for internal med-
icine residents to provide exposure to important ethical dilemmas occurring in the
context of IRBs. The protection of human research subjects was the primary goal.

The IRB of a University-affiliated community hospital (Evanston Northwestern
Healthcare) serves as the site for the rotation. The IRB convenes monthly and reviews
approximately ten new protocols with another 400 ongoing protocols. The board itself
is comprised of 16 physicians and researchers as well as 4 members of the lay
community.

Structured education requires introduction to IRB ethics via a movie, followed by
small discussion groups and finally attendance at four IRB meetings. The HBO “made
for TV movie,” Miss Evers Boys, serves as an introduction to the protection of human
subjects. The movie addresses the specifics of the Tuskegee Study and is approxi-
mately 120 minutes long. It may be purchased for less than $25. The movie engages
all the ethical failures of the Tuskegee Study including the lack of informed consent,
the lack of standard of care in the placebo group, and the absence of adverse event
safeguards. If time does not permit viewing the entire movie, shorter segments can be
utilized maintaining integrity of content. The small or large group sessions following
the movie or segments thereof are structured to attain two objectives:
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1. To have the learners design a drug research study maintaining scientific
integrity while at the same time fulfilling all the essential criteria for
human subject protection. ‘

2. To understand eight definitions fundamental to the protection of human
subjects in research.

An example of the first objective might be a drug like pimagedine. Pimagedine is
a chemical agent that blocks advanced glycosylation end products (AGE).
Pimagedine’s development was in response to a potential “final common pathway”
for the myriad complications of diabetes mellitus. The hypothesis to be tested by
study would be whether the diverse complications of diabetes (retinopathy, neuropa-
thy, nephropathy, and premature vascular disease) might all be related to the same
pathologic process. AGEs are permanent structural changes in essential proteins
resulting from excess glucose. AGEs could potentially be the single alteration that
leads to all the disability associated with diabetes (from blindness through kidney dis-
ease).

Although pimagedine safely reversed the complications of diabetes in rats, dogs,
and normal human volunteers, prospective double blind testing in humans led to
unforeseen complications. Specifically, in type II diabetics, complications of the active
drug led the FDA to suspend the study. However, this was done after appropriate
adverse event reporting alerted the safety monitoring committee.

During the group discussions, definitions of eight terms integral to human subject
protection are discussed. These include:

Informed consent

Phase 1, II, and III trials

Randomization

Safety monitoring committees

Placebo control

Adverse event reporting

Maintenance of “standard of care” for placebo groups

Patient and researcher compensation (e.g., money, free drugs)

¥ ®NSDUL A WD

Periodic review
10. Advertising for subject recruitment

Informed consent is an intimate, interactive process, not a stale document.
Patients as potential research subjects voluntarily choose to enter a study only after
being made aware of risks, ability to withdraw at any time, possibility of placebo use,
and signs or symptoms to watch for. Informed consent has to be written in “eighth
grade” language. It must be obtained without coercion. It is the essential element in
the fundamental ethic of Nuremberg, Helsinki, and every IRB. Any hint of researcher
bias must be absent during the presentation of informed consent.

A three part clinical trial process (Phases I, II, & III) is performed in order to judge
the benefit and safety profile of a new drug.* The trials may take longer than ten
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years to complete and may cost hundreds of millions of dollars. On average, trials that
fail to show a benefit are more common. In the mix are thrown patients who know
very little about the trial or the science involved, but they may be asked to risk their
health during trial participation. Furthermore, they may be coerced into believing the
only way to qualify for expensive, possibly lifesaving medications is through trial
entry.

Why does medicine require this risky, expensive time consuming process? If doc-
tors really knew a drug was beneficial (as well as free of complications), the process
would be unnecessary. Therefore the terms Phase I, II, and III trials; double-blind;
randomization; and piacebo become critical benchmarks for IRBs.

A Phase I trial screens for safety if prior to its inception, the drug in question has
been tried successfully and safely in animals. The drug is then given for the first time
to paid, healthy volunteers. Initial drug doses are very low, but as they are gradually
increased the potential for harm increases. Multiple samples are collected and a safe
dosing regimen is determined. Ten to one hundred volunteers are used for a period of
approximately 1.5 years at a cost of $10 million.

During a Phase II trial, 50-500 patients with the disease being treated are entered
for approximately 2 years at a cost of $20 million. Phase II introduces a control group
who will receive placebo in a double-blinded fashion (neither they nor the investiga-
tor know which patients get active drug or placebo). This is the time where random-
ization should be defined. The patients in the placebo and active drug group have to
be exactly alike. If “sick” patients got the placebo, the active drug would “test” better.
In a sense, randomization is like a lottery assigning patients “by chance” not by sever-
ity to a group. The process sets the experimental conditions that will allow the final
phase to produce a definitive result and identify a primary end point.

Finally, Phase III trials may be as large as 300 to 30,000 patients, last 3.5 years
and cost as much as $45 million. The patients recruited are expected to benefit from
the drug and statistical methods document substantive differences between the drug
and placebo.

If neither the investigator nor the subject know who is on active drug or placebo,
what if the drug is dangerous? A safety monitoring committee is consistently
informed of adverse events. If three patients in the study have heart attacks, that may
be a typical complication of their disease. What if all three are on the active drug? The
“typical” complication may be due to the study drug. The honest reporting of adverse
events is critical to patient safety.

The safety monitoring committee may also stop studies early for positive reasons.
What if the active drug is benefiting individuals compared to the placebo? Then all
should be given the active drug and the study halted.

The discussion of reimbursement is tripartite: patient, doctor, and drug. If a
patient is reimbursed for study time, the amount should cover gas, meals, and trans-
portation. Overly generous fees are coercive. Physicians however may be tempted to
recruit based on reimbursement not ethics. If the drug works, study participants
should be given it for free.
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Another very important function of a well-run IRB is the duty to monitor the ongo-
ing protection of human subjects by means of thoughtful and thorough periodic
review of active research projects to ensure that no change has occurred in the con-
duct of research when compared to the original design.

Finally, all advertising related to the study must be approved by the IRB. The solic-
itation of subjects for recruitment has to be ethically scrutinized.

The time at IRB committee meetings will begin after the trial with the first meet-
ing dedicated to observation. In advance of the following three sessions, the residents
will be provided with copies of at least two protocols to be reviewed prior to atten-
dance at the meetings. The residents’ role and review will be to identify areas of con-
cern related to human subject protection. The resident would then attend the meet-
ings, participate in a discussion of protocols, and summarize conclusions in writing.
At the end of the rotation, residents and the IRB director will meet to review per-
formance in the context of each individual protocol particularly related to protection
of human subjects.

Conclusion

As another millennium begins, human dignity has been under continual assault in
multiple areas: through abortion, legalization of euthanasia, cloning, and transplan-
tation ethics as well as, most recently, inadequate in research subject protection.
Although efforts aimed at education have addressed most of these, research subjects
seem relatively neglected. This neglect spans a period much longer than the time
abortion and euthanasia have been hot topics. Since today’s life saving drugs were in
yesterday’s research protocols, the benefits may be all-too-obvious. However, IRB
function and education are essential to ensure protection to vulnerable and easily
manipulated subjects. The IRB’s time has come as an ethical sanctuary and can no
longer be ignored.
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REVISITING REPRODUCTIVE TECHNOLOGY’S
SLIPPERY SLOPE IN THE LIGHT OF THE
CONCEPTS OF IMAGO DEI, CO-CREATION,
AND STEWARDSHIP

AGNETA SUTTON, PHD

‘And Adam knew Eve his wife; and she conceived and bare Cain, and said, I have
gotten a man from the Lord” (Gn 4:1).!

This passage together with Genesis 1:27, which states that we are created in the
image of God, serve as the basis for the argument in this essay. The passage above
makes it clear that the child born to Eve originated from God as well as from the
union of Adam and Eve. It tells us that the child was a gift from God at the same time
as he was the result of Adam ‘knowing’ his wife Eve. That is, the child was the fruit
both of the man-woman union and of divine action, wherefore Adam and Eve joint-
Iy may be described as God’s co-creators.

The subject of this essay is the moral relevance of the concepts of imago Dei, co-
creation and stewardship for assessments of modern reproductive technologies,
including cloning.? The first part of the essay begins with a discussion of the moral
implications of the concept of imago Dei and co-creation in regard to parenthood as
stewardship. It is argued that the first two concepts are linked to the third. Secondly,
it is argued that, because the child is a gift from God, and because the imago Dei is
passed on from one human generation to another, the child possesses the same
human dignity as its parents and therefore should not be regarded as a human prod-
uct and possession. In the second part of the paper the various reproductive tech-
nologies as well as cloning are examined in the light of the foregoing discussion.

Of course, there is already an impressive literature on the new reproductive tech-
nologies. This does not mean that the last word has been said. The technologies are
steadily multiplying and forcing us to consider new possibilities. The debate must
continue. The slippery slope of reproductive technology must be revisited again and
again, as we seem to slide ever further down towards the ultimate commodification
of human life.

In the Image of God

Stewardship
‘So God created man in His own image, in the image of God created He him,
male and female created He them. And God blessed them, and God said unto
them, be fruitful, and multiply, and replenish the earth, and subdue it; and
have dominion over the fish of the sea, and over the fowl] of the air, and over
every living thing that moveth upon the earth’ (Gn 1: 27-28).
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Only Adam and Eve are said to be created in the image of God. None of the other
creatures are so described in the book of Genesis. While many commentators on the
concept of imago Dei may have focused on those specifically human capacities such
as self-consciousness and rationality in virtue of which human beings are said to be
different from animals and resemble God, the focus here is on the responsibilities
entailed by our likeness to God. It is noteworthy that the command to replenish® and
subdue the earth follows immediately upon the description of the human pair as cre-
ated in the image of God.* This is surely with the implication that it is because the
pair are created in the image of God that they have been entrusted with the task and
responsibility to subdue it.

Often the call to subdue the earth has been interpreted as a licence for humans
to adopt an instrumentalist attitude towards the rest of creation. Aquinas, for one,
argued that animals were created for man’s use.’ Today, a similar instrumentalist atti-
tude can be found vis-a-vis children in the context of medically assisted conception
and in discussions about the utility of human cloning with a view to tissue trans-
plantation. But the creation of man and woman in the image of God must be under-
stood as a responsibility of stewardship over the rest of creation, including human
children until they have reached maturity and are ready to assume their share of the
responsibilities involved in the human stewardship. And stewardship entails a
responsibility to vicariously care for those entrusted to one’s care. As stewards we
have a responsibility to care on behalf of God Himself for that over which we have
been given dominion. Stewardship also entails representation. In other words, when
Adam and Eve were told to have dominion over all the living things on earth, they
were entrusted with the responsibility of bearing witness to and acting on behalf of
God Himself before the rest of creation, not least before their own children.

Indeed, that human parents are to act as stewards in relation to their children—
and as stewards respectful of their charges—is clearly stated in the Pauline Letter to
the Ephesians, where we read: ‘And, ye fathers, provoke not your children to wrath;
but bring them up in the nurture and admonition of the Lord’ (Eph 6:4). In more
recent times, John Paul II and Karl Barth, who have both discussed the parent-child
relationship at length, also have said—in line with a long Christian tradition going
back at least to Aquinas*—that with biological parenting comes a responsibility to
educate the offspring.” Moreover, both John Paul II and Karl Barth—like St Paul—have
pointed out that parental stewardship entails not only a responsibility to educate chil-
dren by bearing witness to God (which for us Christians means bringing the Gospel
news to our children as well as seeking to live in the spirit of the same),® but it also
entails a respectful attitude towards children. Thus, John Paul II says, speaking of the
fourth commandment, that the respect owed to parents on the part of children implies
that parents should act in such a way that they merit that honour.” And Barth writes
that ‘the honour and obligation of parents is not to obtrude themselves as their
guardians and helpers but rather to impart witness’.

It is further to be noted that the letter to the Ephesians is speaking of the parent-
child relationship in the context of married love—as does implicitly the Genesis
injunction to be fruitful. For the latter must be understood as addressed to a couple
joined together by God, since God gave Eve and Adam to one another and asked
Adam ‘to cleave unto his wife’ for the two to ‘be one flesh’ (Gn 2: 24). It is as united
in marriage, then, that man and woman have been entrusted with the stewardship of
ruling over the earth.
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In sum, the concept of the imago Dei is linked to the concepts of stewardship and
divine representation, which in regard to our children entail a joint spousal responsi-
bility to provide loving and respectful care.

Co-creation and the Child as a Gift

On the understanding of procreation as co-creation in the Biblical sense, each one of
us originates both from a man-woman union and from God, and each one of us is cre-
ated in the image of God. It follows on this understanding of the imago Dei as passed
on from one human generation to another, that children and parents are equal before
God. Not only must children be treated respectfully, then, by their parents and elders,
but they must be treated as their equals in human dignity. They must not be regard-
ed as human products or property.

That children must not be regarded as human products and possessions also fol-
lows from the understanding of the child as a gift from God received in human co-cre-
ation. In other words, viewed as a gift from God entrusted to our care as our neigh-
bour, created in the image of God, the child cannot be viewed as an object that we
may dispose of as we wish." To treat children as products and properties is incom-
patible with that caring and respectful attitude towards the child called for by the
parental vocation understood as delegated by God.

In short, as co-creators and stewards of children we must not treat them instru-
mentally. And therefore, the child should not come into existence as the result of
actions treating him or her as a product and possession. He or she ought to be truly
begotten, not made, of one being with its parents and flesh of their flesh.

Techniques of Artificial Reproduction

The term reproduction is apt enough in relation to technologies that treat nascent
human life as if it were a product or commodity. If the term procreation suggests the
creative involvement of God and so human co-creation, the term reproduction sug-
gests that the child is the product of human action alone. It suggests that the child is
man-made and solely the result of a human project. It is true, too, that the very fact
that all techniques of artificial reproduction bypass the union in the flesh encourages
the view that the child is a man-made product and solely a human project. The case
is different with techniques such as repair of the fallopian tube, which allow couples
to have children by normal intercourse. Thus it is significant that such techniques are
not referred to as techniques of artificial reproduction or fertilisation.

In the Roman Catholic document Donum Vitae of 1987, issued by the
Congregation for the Doctrine of the Faith, all techniques of artificial reproduction are
condemned because they bypass the sexual act.”? The reason for this is the same as
the one stated against contraception in Paul VI's encyclical letter Humanae Vitae of
1968, namely that the unitive and procreative goods or ends of marriage must never
be separated, because the connection between the two is established by God."” This is
with the implication that separating them constitutes a failure to procreate in the
sense of co-create. However, several distinguished Catholic theologians have taken
issue with the view stated in Donum Vitae, among them Richard McCormick and Karl
Rahner."” Those who, like them, argue against the position taken in Donum Vitae, say
that what matters most is not whether the child is co-created in the warmth of the
sexual embrace but whether it is co-created within the warmth of the spousal rela-
tionship and is the genetic child of both spouses.
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One objection that may be raised against this argument which lays the emphasis
on the relationship rather than on the individual act is that all techniques of assisted
reproduction raise moral doubts in virtue of their manipulative nature. All techniques
of assisted fertilisation are more or less manipulative and therefore encourage the
view that procreation is a solely human project and the child a product, inherent in
which view is a disrespectful attitude towards the child that is incompatible with true
stewardship. And the more manipulative a technique is, the more it encourages a dis-
respectful attitude towards the child.

Artificial Insemination by Husband

The points just made about the more or less manipulative nature of the different tech-
niques of assisted fertilisation raise the question whether artificial insemination by
husband (AIH) respects the requirements of stewardship. Obviously, parents con-
ceiving in this way fulfil their parental stewardship insofar as the child is conceived
within their loving union, is their genetic child, and is brought up by them. The tech-
nique respects the view that the child should be conceived as the fruit of an exclu-
sive, faithful, and loving relationship. Nor does it violate the requirement that the
child should be of one being with its parents. But is the technique too manipulative?
Does it involve treating the child as a product?

The Roman Catholic magisterium obviously takes the view that the technique is
too manipulative and wrong inasmuch as it bypasses the sexual act. But the Church
of England has expressed a different view. The authors of Personal Origins, the report
of the working party on human fertilisation and embryology of the Board of Social
Responsibility of the General Synod of the Church of England, argue on similar lines
to McCormick and Rahner and say that what matters is that the child is conceived and
brought up by parents living in a spousal union.” Neither view is obviously unrea-
sonable. ATH may be regarded as a borderline technique inasmuch as it involves giv-
ing nature just a little extra help.

As to the technique called GIFT, if it involves no gametal donation but simply the
transfer of the gametes of husband and wife to the fallopian tube in order to enable
fertilisation within the woman’s body, then, arguably, it goes no more than half a step
further down the slope of increasing degrees of manipulation than AIH. For in all
other respects it resembles AIH. This makes it significantly less problematic than tech-
niques involving donation, extra-corporal fertilisation or a-sexual fertilisation, the
kinds of technique to which we now turn.

Techniques Involving Gametal Donation

Techniques involving gametal donation belong to a very different category than the
two aforementioned techniques. In the case of gametal donation the child is not the
fruit of a spousal union—or even of a couple union. Instead it is forsaken by one of
its genetic parents—or even by both.

In Personal Origins, two different opinions are expressed about the relationship
between the donor(s) and the receiving parents. According to some members of the
working party who prepared the document, the spousal union is not violated by
gametal donation, since no physical infidelity is involved.’* But other members of the
working party, among them O’Donovan, have expressed the view that gametal dona-
tion is not compatible with the exclusiveness of marriage. To their mind, donation is
an insult to the spousal relationship, precisely because the child does not spring from
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the same, but comes into being through the intervention or intrusion of a third party,
the donor.

Of course, no physical adultery is actually involved either in artificial insemina-
tion by donor or in egg donation—or in embryo donation, for that matter. But as com-
mented by O’Donovan in his book Begotten or Made: ‘Is the personal presence of the
donor not itself a disruptive factor in the marriage relationship, analogous to the per-
sonal presence of an adulterous lover or a rapist?’” The Congregation for the Doctrine
of the Faith would certainly answer O’Donovan’s question in the affirmative. In
Donum Vitae techniques of medically assisted reproduction involving gametal dona-
tion are described as an insult to the spousal relationship of the parents who intend
to foster the child: ‘the fidelity of the spouses in the unity of marriage involves recip-
rocal respect of their right to become a father and a mother only through each other”."*

Both O’Donovan and the Congregation for the Doctrine of the Faith have also
made the point that gametal donation constitutes a failure on the part of the donor to
assume the parental responsibility of acting as a steward and representative of God.
Donum Vitae refers to the child’s need to be begotten and reared strictly within mar-
riage for the sake of its wholesome psychological development. This is with the impli-
cation that biological begetting entails a responsibility to care for and educate the
child within the relative security of the family founded on married love.” But, of
course, the child is abandoned by the donor. The donor abdicates his or her parental
role as steward. And the fact that the child is forsaken by the donor implies, as
observed by O’Donovan, that it is viewed as a commodity:

The notion that one might undertake to become a parent of a child in order
to alienate one’s parental relation to another, implicitly converts the child
from a person to a commodity.”

As O’Donovan says, the child created by donation is intentionally orphaned by
the donor. The receiving parents take care of a child who has been abandoned by at
least one of its parents. Their situation is therefore very different from that of adop-
tive parents. Adoptive parents also take care of an orphaned child, but they take care
of a child who was not orphaned on purpose.

It also deserves emphasising that, contrary to what the term ‘donation’ suggests,
the child received as a result of gametal donation is not received as gift, especially not
as a gift from God received in co-creation. First, the donor’s contribution to life, which
involves a withdrawal of parental responsibility, cannot be described as generous,
given his or her lack of concern for the child-to-be. Secondly, as O’Donovan points
out, the child is treated as a commodity. Even if the donor is paid little or nothing,
his or her transaction and that of the recipients involve an ‘exchange of goods’ To
treat the child as a chattel, rather than as our neighbour created in the image of God,
is an insult to its human dignity.

In short, gametal donation is unacceptable from a Christian point of view for sev-
eral reasons. The child is treated as a commodity and neither received as a gift with-
in a loving parental union nor is it the object of that familial parental stewardship that
it is owed by its biological parents.
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Techniques Involving Extra-corporeal Fertilisation

The most often voiced argument against IVF is that it is disrespectful of embryonic
human life because it exposes it to all kinds of harmful manipulation. However, this
argument has failed to convince everyone. Many theologians, philosophers, and sci-
entists have objected that the embryo is not yet a person and therefore does not need
to be respected and protected as a person. Indeed, much of the debate relating to IVF
has centred on the question of whether or not the embryo is a person. This question
will however not be discussed here. For the present argument it is enough that the
embryo is alive and biologically of human origin, since this means that it is nascent
human life. That the embryo is nascent human life suffices to show both that it
deserves to be respected as the imago Dei and that its biological parents have a
parental responsibility to nurture and care for it.

However, the working party that produced Personal Origins was as divided on the
issue of the morality of IVF as on gametal donation. Some members of the group
could not support the practice because it involves destructive embryo research, but
others had no problem with this.* Thus some members of the group argued that since
human life is a continuum, it ought to be treated as personal at all stages, whereas
other members held that it is matter of judgement what human features should serve
as a criterion of personhood and so as from what stage in its development the embryo
merits protection.” Both arguments hang on the question of personhood and neither
argument has recourse to revelation.

But as Christians, we surely ought not to rely solely on human reasoning, which
we know is fallible, but turn also to revelation for an answer to the question of how
we should treat human life, be it at an early stage or approaching the end in old age.
Having said this, it may be commented that if the Roman Catholic Church has some-
times prioritised philosophy and placed reason based on revelation in the shadow,
John Paul II has turned the tide with his constant appeal to the Scriptures. Thus in
his encyclical letter Evangelium Vitae he sought the answer to question of what
respect we owe human life—at any stage—by recourse to the first letter of John (1Jn
3:1-2) about our state in the resurrection. And he found that ‘the dignity of this life
is linked not only to its beginning, to the fact that it comes from God, but also to its
final end, to its destiny of fellowship with God in knowledge and love of Him.> In
other words, he found that human dignity derives both from the fact that life is a gift
from God and in His image and from the fact that God has mapped out the road for
the pilgrimage of human life, the destination of which is the Kingdom of God. This is
important, for those who find it hard to recognise the imago Dei in the very first cells
at the beginning of life, may nonetheless recognise the human dignity of embryonic
human life in the light of its final end. For if the human embryo is destined to become
(and will become, unless it succumbs to an accident or is intentionally destroyed) a
mature person in the imago Dei meant for union with God, then it must surely already
be our neighbour created in the image of God and meant for union with God. And if
it is our neighbour created in the image of God, we ought clearly to treat it in a neigh-
bourly way and protect it from harm and exploitation.

However, every IVF embryo is vulnerable to harmful exploitation. The technique
normally involves the creation of more embryos than can be implanted in the mater-
nal womb. That is to say, when IVF is used there are usually a number of spare
embryos. Some of the spare embryos may be used for research. Others may be
allowed to perish directly. Some may be frozen for future implantation, in which case
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they may or may not survive the storing or thawing process. Indeed, the very fact that
the embryo—our immature neighbour created in the image of God—is in the Petri
dish exposes it to human caprice and manipulation. This is why IVF is an insult to
its human dignity.

Some people object to this argument by pointing out that even in natural con-
ception and pregnancy many embryos are lost. But this objection is irrelevant. For we
have no responsibility for what is not under our control. Hence, we have no respon-
sibility for embryonic losses due to nature. But we do have a responsibility for our
own actions. Thus we do have a responsibility for how we treat human embryonic
life. If our manipulations expose the human embryo to injury and death, we are
morally answerable for it.

That the IVF technology is an expression of an instrumental attitude towards the
child-to-be and towards nascent human life cannot be denied. It brings the embryo
into being like an artefact—disposable artefact. The embryo is lucky if it passes the
selection process. IVF embryos are always subjected to a selection process before
implantation, even if this only means a study under microscope. The IVF embryo is
never treated as our neighbour. Embryo research, in particular, epitomises the manip-
ulative and instrumental attitude now widely adopted towards embryonic human life.
And as O’Donovan has put it:

The practice of producing embryos by IVF with the intention of exploiting
their special status for use in research is the clearest possible demonstration
of the principle that when we start making human beings we necessarily
stop loving them: that that which is made rather than begotten becomes
something that we have at our disposal, not someone with whom we can
engage in brotherly fellowship.*

The instrumental attitude and manipulative actions exemplified by IVF cannot be
reconciled with the attitude and behaviour of a steward. Stewardship entails a respon-
sibility to care, nurture, and protect. But IVF is the intentional making of embryos in
a manner that leaves them open to deliberate harm and injury. And when IVF is used
in conjunction with gametal or embryo donation, nascent human life is doubly
wronged. But whether or not IVF involves donation, it constitutes a failure on the part
of parents and other adults involved in the creation of the new human life to act as
its stewards.

Techniques Involving Embryo Donation

Exemplifying both gametal donation and IVF, embryo donation is subject to the objec-
tions raised to both kinds of technique—and the same is, of course, true in the case
of egg donation. There is little more to add here other than the observation that in
some exceptional cases we might consider embryo adoption justified. Exceptional,
because obviously the word adoption is not appropriate when the embryo is subject
to the kind of transaction involved in donation. But we might speak of embryo adop-
tion, if women were to come forward offering to carry to term embryos who have
been abandoned, such as embryos who have been stored up to the legal time limit
and whose parents are not contactable for a parental decision about their fate. That is
to say, in the case of abandoned embryos, vicarious parental stewardship might be
envisaged as a kind of rescue operation.
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Surrogacy

Surrogacy may take different forms. Often it involves artificial insemination by the
male party of a commissioning couple. It may also involve embryo transfer (to the
surrogate mother) using a commissioning couple’s embryo. The technique is there-
fore similar to gametal and embryo donation and so subject to the same objections as
these technologies. In the case of egg or embryo donation it is also subject to the
objections that have been raised against IVF. Thus the technique raises questions
about the obligation of stewardship. If artificial insemination is used and the child
carried by the surrogate is her own genetic child, then she fails to assume her parental
responsibility and stewardship in handing over the child to the commissioning cou-
ple. Indeed, the same is true in the case of embryo transfer inasmuch as the surro-
gate, as gestational mother, is a biological mother of the child, even if she is not its
genetic mother.

Moreover, surrogacy is not only an insult to the child as our equal and neighbour
in the image of God but also to the surrogate. It avails of the surrogate, as if she were
no more than a hired prenatal incubator. In short, whatever the kind of surrogacy
arrangement, the technique is an offence to human dignity and a failure to exercise
respectful stewardship inasmuch as it involves a transaction that means treating both
the surrogate and the child as commodities.

Non-sexual Fertilisation

Not the fruit of a loving man-woman union, not even the fruit of the fusion of male
and female gametes, an embryo created by means of cloning (cell nuclear replace-
ment) is not only the result of human manipulation but the result of tricking nature.
In regard to cloning the following words of C. S. Lewis certainly ring true: ‘man’s
power over nature turn out to be a power exercised by some men over other men with
Nature as its instrument’” Among all the techniques of artificial fertilisation,
cloning—be it with a view to the creation of child or the creation of an embryo for
the sake of harvesting its stem cells—must rate highest on the scale of increasing
degrees of manipulation and commodification of the child.

Indeed, no treatment could be more disrespectful of the human embryo than so-
called therapeutic cloning, that is, the creation and destruction of an embryo for the
sake of cannibalising its stem cells in the hope of finding cures for certain diseases
affecting adults. Reproductive cloning, that is, cloning with a view to the creation of
a child, has been widely condemned, while calls for legal sanction of therapeutic
cloning are coming from many directions. Yet it is the creation of an embryo in order
to destroy it that represents the greatest failure to recognise humanity in the embryo
and to exercise stewardship vis-a-vis nascent human life. The embryo created only to
be destroyed for our use is treated as a consumable. It is devoured to sustain its eld-
ers. Again the words of Lewis are applicable. He writes: ‘for magic and for applied sci-
ence alike the problem is how to subdue reality to the wishes of men; the solution is
a technique; and both, in the practice of this technique, are ready to do things hith-
erto regarded as disgusting’.*

The situation is not much better in regard to the embryo created by cloning in
the hope that it may grow into a mature human being. Obviously all the objections
raised above to extra-corporeal fertilisation apply to any embryo created by cloning.
But there are other additional objections.
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First, as a way of reproducing, cloning is unlike any that has gone before it. The
technique is more manipulative than any other technique of artificial reproduction
hitherto invented. Cloning is a kind of budding artificially induced by human manip-
ulation. From a genealogical point of view this means that an embryo created by
cloning is a twin of the person who donated the cell nucleus for the procedure.
Genealogically, the embryo belongs to the same generation as the person whose cell
nucleus was used to create it, and its genetic parents are the parents of its twin. This
in itself may not be too bad, after all twinning occurs naturally. But there is a signif-
icant difference between natural twinning and that brought about by cloning. In sex-
ual reproduction there is always novelty and variation from one generation to anoth-
er. In reproductive cloning the ‘offspring’ is produced as a copy of another individual.

It is precisely to the fact that in reproductive cloning the ‘offspring’ is a copy that
most people take objection. This is either because it seems to detract from the indi-
viduality of the clone or because it means that the clone is totally subject to human
design, since its genetic constitution is known and determined in advance by its mak-
ers. These objections may be rephrased in more explicitly theological terms. That is
to say, the clone fabricated in the image of another person and thus made to measure
is not received as a unique gift to be cherished as such.

Compared with other reproductive technologies hitherto developed, reproductive
cloning is the ultimate commodification of the child, and so the ultimate insult to its
human dignity as our neighbour in the image of God.

Should other techniques of non-sexual fertilisation resulting in embryonic
human life with an inherent potential to develop into a mature human being be devel-
oped, similar objections as those raised to cloning—reproductive or not—must be
raised to them.

Conclusion

Having revisited the field of reproductive technology, we have found it a slippery
slope that has brought us ever closer towards the ultimate commodification of nas-
cent human life. Increasingly, what God joined together at the beginning has been
separated. With reproductive technology it is not only possible to separate the indi-
vidual sexual act and the conjugal (or couple) relationship from procreation, it is also
possible to remove the process of fertilisation from its natural environment, the mater-
nal body. It is possible to create embryos outside the body and babies using gametes
from strangers. It is possible to separate gestational motherhood from genetic moth-
erhood. Our final feat is totally to separate human procreation from fertilisation.

But in the pursuit of adult quests for a child at any price and for embryonic human
life for pure consumer purposes, the covenant of procreative stewardship has been
broken.
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WHY Not GIVE HIPPOCRATES
A PLACE AT THE TABLE?

PATRICK GUINAN, MD

There are four methods of doing bioethics in the United States today: deductivism,
principlism, casuistry, and feminism.' The word Hippocratic is not mentioned, and
the Hippocratic approach to medical ethics has been neglected. But does it have value,
and if so, why not allow Hippocrates (c430 BC - ¢377 BC) a place at the table? The
purpose of this essay is to 1) describe the prejudice against the Hippocratic tradition,
2) note the value of the Hippocratic ethic, and 2) suggest a place in contemporary
bioethics where Hippocrates may be friend rather than foe.

Before we proceed further we will define Bioethics and the Hippocratic tradition.

Bioethics is characterized by the need for a civil ethic, or an ethic of a con-
sensual reformulation of rights and obligations in the context of medical
practice and health care.’

The Hippocratic tradition is a virtue based ethic that emphasizes personal
competence and probity as well as a personal relation with the patient char-
acterized by beneficence, non-maleficence and confidentiality.?

The fundamental difference must be noted. Bioethics is a civil ethic that is a nor-
mative relationship between social units such as physicians, the public, the govern-
ment, third party payers, and professional ethicians. Medical ethics is a moral rela-
tionship between a physician and a patient, and may be extended to other health care
providers such as nurses, psychologists, pharmacists, and many others. We will use
the term medical ethics interchangeably with the Hippocratic tradition since the for-
mer encompasses the latter.

I. The Prejudice Against Hippocrates

Bioethics was officially born in 1971 when Potter popularized the term with his book
Bioethics: Bridge to the Future.* For some 2,300 years before that the regnant medical
ethics was the Hippocratic tradition. The Hippocratic Oath had been the medical eth-
ical standard in the western world, and has also influenced Moslem and Indian med-
icine.’ It has stood the test of time, and its moral dictums of beneficence, non-malef-
icence, and confidentiality have been above reproach, but it has been criticized as
emphasizing professional etiquette and protecting the economic interests of physicians.

Cultural changes, which begun during the Enlightenment Project, resulted in the
1960s concerns regarding several social issues. Two of these were a greater emphasis
on personal autonomy and a moral concern about research crimes as exemplified by
the disclosures of the Nuremberg Trials. Health care was particularly influenced by
these two concerns. Autonomy was demanded in the areas of contraception and abor-
tion, and public accountability was sought in the field of human experimentation.
Additional variables impacting medicine included excessive subspecialization, the
intrusion of technology, and the dominance of third party payers.
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Concurrent with these concerns, and perhaps because of them, was a reaction
against the distortions of the Hippocratic tradition by the arrogant and smug physi-
cians who abused it. Much of the criticism was deserved, but some of the backlash
may have been an over-reaction on the part of theologians and ethical philosophers
who saw these issues as a means to promote a broader agenda.

The Hippocratic Oath has been variously criticized as being “pre-technical,”
Simplistic,® paternalistic,’ and irrelevant.” However, the most vocal deconstruction of
the traditional medical ethic probably came from Joseph Fletcher" and Robert Veatch.*

Fletcher, a theologian energized by the Vietham War protests and civil rights
marches, fought for patient autonomy and against physician paternalism. While pro-
moting contraception, abortion, and euthanasia, he was not so much challenging
Hippocrates as the Judeo-Christian moral tradition.

Veatch has been a more persistent critic, who considered Hippocratic physicians
minor players in Greek medicine who were influenced by deviant Pythagorean beliefs
and had little influence over early medical thought. Veatch has also suggested that the
Hippocratic tradition did not influence Christian medical ethics and was incompatible
with it.”

In spite of the bad press the Hippocratic medical ethical tradition has received we
will argue that it still best serves a persistent human need.

II. Value of the Hippocratic Tradition

To appreciate the Hippocratic tradition one must understand the need it served for
2,300 years and ask the question “has the human condition changed?” The human
person is inevitably heir to disease and suffering. The physician with his knowledge
and empathy is able to mitigate this condition.

The Enlightenment Project, or the belief that science could solve all human prob-
lems, had hoped to eliminate disease and suffering, but even with our knowledge of
the human genome these will always be with us. Restructuring health care delivery
has not eliminated disease and suffering. These aspects of the human condition per-
dure.

Because the physician understands disease pathophysiology and empathizes with
the suffering patient, he may well be best able to mediate between the sick and dis-
tressed human person and his disease. This is best summarized by Leon Kass:

The physician, who is the knower of health and the numerous forms of its
absence, who seeks to assist the healing power in the human body, also must
tend particular, necessitous human beings who, in addition to their symp-
toms suffer from self concern and often fear and shame—about weakness
esteem, and the fragility of all that matters to them.™

Assuming technical competence and probity of life on the part of the physician,
it is this empathy, indeed love (in the Greek sense of agape), that should characterize
his relation with the patient.

Far from removing the need for this medical ethic, the pervasiveness of science
and technology requires it all the more.” The rise of autonomy likewise does not



Vol 18:3, Fall 2002 Why Not Give Hippocrates

diminish the need for the Hippocratic medical ethic. Indeed the patient should not be
free to choose impetuously, but rather to be informed appropriately, and then choose
what is best.

How can this traditional ethic return to respectability in the era of bioethics? All
in all, medical ethics, as heir to the Hippocratic tradition, is not much mentioned in
the age of bioethics. This is unfortunate because human disease and suffering are as
inevitable as the depression and anxieties that accompany them, and the contempo-
rary emphasis on autonomy in the clinical relationship should in no way necessitate
diminishing or eliminating the Hippocratic virtues. Indeed Pellegrino has reaffirmed
the place of autonomy within beneficence in his concept of “beneficence-in-trust” in
an effort to reemphasize the traditional and self-evident value of patient choice that
resides implicitly in beneficence.’

If the Hippocratic medical ethic fulfills a universal human need where does it fit
in the new world of bioethics?

III. Making Room for Hippocrates

Principlism" is the regnant bioethical method in use today. It epitomizes the ration-
ale for the rise of bioethics.'® As mentioned in the definition, bioethics fulfills the need
for a civil ethic as a consensual reformation of rights and obligations.

Beauchamp and Childress enumerated the principles that define Principlism as
1) autonomy, 2) non-maleficence, 3) beneficence, and 4) justice. It is of interest to
note that the Hippocratic medical ethical principles are 1) beneficence, 2) non-malef-
icence, and 3) confidentiality.” Far from being in significant conflict, there would
appear to be a significant convergence between these two traditions.

The point of difference would appear to be in the area of autonomy, felt to be pri-
mary in bioethics, whereas paternalism ruled in the Hippocratic tradition. While a
paternalistic approach is neither always bad nor easy to eliminate, it is obvious that
autonomy is here to stay. Even the Second Vatican Council acknowledged the prima-
¢y of individual conscience and choice in its document Dignitatis Humanae.”
Pellegrino® in his exposition of the Hippocratic Oath has explicated beneficence to
include “beneficence-in-trust.” This concept properly centers patient autonomy in the
patient’s desire to accept appropriate clinical management.

Given the similarities of the principles of principlism and the Hippocratic ethic
and Pellegrino’s integration of autonomy, it would appear that there is more compat-
ibility than difference between the two ethics.

Callahan® notes several areas to which bioethical methods can be applied: 1) the-
oretical, 2) regulatory or policy, 3) cultural, and 4) clinical. The Hippocratic medical
ethic is self-evidently clinical. There would seem to be no good reason why the
Hippocratic medical ethics could not be added to the four ethical methods mentioned
in the opening sentence.

Summary

Bioethics and principlism define modern health care ethics. However, the Hippocratic
ethic will not go away. It fulfills a human need in as much as it reflects a personal
ethical relationship between a patient and his physician. Bioethics is more social and
impersonal. Allowing for “beneficence-in-trust,” Hippocrates is not old fashioned, but
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is particularly contemporary. If so, why should Hippocrates not be allowed a seat at
the table?
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Introduction

The purpose of this essay is to address some of the issues in practice which arise for
nurses as a consequence of their view of humanity and the model of nursing which
they use, either consciously or unconsciously. The current development of models
and theories of nursing present a wide range of philosophical assumptions from
which models for nursing can be understood. The normally accepted paradigm of
nurse, health, society, and person, although presenting a common domain of concepts
for nursing, does not offer a common set of assumptions on which the understanding
of these elements can be agreed. The nature and characteristics of the person and
their relationship with society health and practice as identified in any model or theo-
ry will determine the response of the nurse and the focus of practice.

Within this essay three approaches to nursing are compared and the differences
between them are highlighted. The analysis shows the differing views of humanity
held by each view and provides contrasting domain concepts for the context of care.
The essay illustrates the Christian view of humanity in Diaconal nursing emphasis-
ing the context of healing through relationships and responsibility focusing on human
worth. The natural approach to humanity illustrated through historical medical nurs-
ing which is concerned with a context of repairing with a focus on disease, disease
prevention, and curing, while the humanistic view of humanity described in the
SAUC model for confirming nursing which points out the context of strengthening of
the human being’s self and self-relation and focusing on human development and
growth. Human dignity in these three examples is respectively recognised through the
value placed on relationships and to God, on statistical normality at the cell and organ
level, and on individual potential to achieve dignity through the ability to rise above
individual circumstances. ‘

Views of Humanity

Professional nursing has developed from a Judaeo-Christian understanding of human-
ity and personhood and from Western thought expressed through the medical model
(Bradshaw 1994). Following the Reformation, medicine developed largely within a
philosophical framework, which saw technology, science, and modernisation as the
dominant truths. The goal of medicine became the eradication of illness and disabil-
ity through the effective utilisation of human knowledge. These values owe much to
Hellenistic dualistic thinking, enlightenment rationalism, and empiricism (Schaeffer
1990). Theories of body are many. The medical model presents a functional view of
the body within the context of community. It is seen as a health hazard to be repre-
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sented in epidemiological terms. Social and political theories have largely ignored the
body placing their emphasis more on social structures than on concepts of humanity.
The suggestion is that this is because scholars in humanities and social sciences wish
to avoid biological determinism and the medical model. The humanistic view of
humanity takes into account the unique human being’s subjective experiences, opin-
ions, and experiential meaning of life situations (Taylor 1978). Humanistic models of
nursing are described in the context of holism and interpersonal relationships. They
thus view nursing as both an art and a science (Marriner-Tomey 1994).

A Christian View of Humanity
Humankind as Primarily Spiritual Being

The Christian sees man as primarily a spiritual being (Sherlock 1996). There is a spir-
itual dimension to man’s nature, which focuses the ultimate purpose of his existence
towards a re-establishment of his relationship with God and so a state of wholeness
with God as Creator and person. But this does not suggest that there is a separation
between the body and the soul, rather man is identified as a psycho physical being,
and psychical functions are bound closely to the physical nature. Man does not have
a body, he is a body. The body is the soul in outward form.

Spirituality is thus something that cannot be separated from the whole person.
Christian spirituality is ‘whole person’ spirituality. Christian spirituality embraces the
world in all its fullness that includes suffering and pain as well as joy (Ryle 1979).
The key element within any Christian concept of humanity is the recognition that
man is made in the image of God. Being made in the image of God means that each
person is a unique being (Sherlock 1996). Worth cannot be attributed to social status,
gender, race, or colour. The unique significance about each person is his or her indi-
viduality. That individuality is framed within personal dignity and value. Human dig-
nity is central to a Christian understanding of mankind, and the value of human life
is in relation to the contribution that it makes to society. Human beings gain their dig-
nity and value in and through God’s willingness to enter into a relationship with them
(Harries 1994). A significant part of the task of nurses is to enable people to actualise
the image of God within themselves. That is, create the context or space where heal-
ing relationships can be built up and an individual can begin to experience them-
selves as truly human, loved and cared for by God and those who seek to image him.

Health and Suffering in a Christian View

Central to Christian thought on humanity within the context of health is the doctrine
of original sin. Illness is sometimes equated with suffering and as a direct conse-
duence of the sin of the individual. This view is contrary to the traditional and fun-
damental belief of Christians which upholds the view that suffering is not a direct
penalty for individual wrongdoing, but it is a consequence of man’s fall from grace
(Ryle 1979). The belief that human beings are separated from God and that suffering
is a common human experience has important implications for the ways in which
people deal with their illness experience and the meanings that they place on it. The
doctrine of original sin is essentially a relational concept. It was Adam’s broken rela-
tionship with God that set in motion the process of relational reconnection of the
human race with God and with one another. If this is so then Christian nursing seeks
to image Christ in his mission to the world and find its focus in relational reconnec-
tion in all its forms.
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The Christian response to suffering is not condemnation but compassion.
Compassion and care lie at the heart of the human enterprise. As one cares one
expresses who and what one is, and as one receives care, one is confirmed as a
human person, worthy of the attentions of another. Relationships which reflect the
image of God are thus seen to be fundamentally caring relationships. Care is thus seen
to be central to a biblical theology. If this is so then the vocation of nursing with its
focus on caring and enabling caring is by nature a deeply theological enterprise.

Values Made Relevant Within the
Context of the Individual in the Community

The values which are inherent within a Christian paradigm of nursing are those
which incorporate notions of justice as a means to ensure equality and tolerance. Love
and compassion are recognised as both an attitude and behaviour. Self-respect results
when we recognise that each person is made in the image of God, including ourselves.
We also acknowledge that humans cannot live to satisfy their own individual or per-
sonal aims but are part of an interdependent community (Sherlock 1996).

An additional key value within Christian nursing is that of responsibility.
Cusveller (1998) suggests that the wellbeing of patients is a moral concern because
they are created in the image of God and fostering it is a moral practice. If this is so
professional responsibility becomes a moral responsibility which is demonstrated by
professional nurses whether they confess Christianity or not. In contrast Bradshaw
(1994) points out that nursing care will change significantly when the ethos by which
nursing has always been inspired, the ethical inspiration of the Christian gospel, is
ignored in nursing theory and practice. Shelley and Miller (1997) see issues of respon-
sibility arising out of a biblical concept of health focusing on restoration of a rela-
tionship with God as fundamental. A disrupted community represents ill health while
healing involves its restoration.

A Christian Paradigm for Nursing/Diaconal Nursing

Marie Cederschitld, a nurse and deaconess in Sweden, attended Kaiserswerth,
Germany, in 1850 at the same time as Florence Nightingale. Cederschio6ld started the
first deaconite nursing education programme in Ersta Diaconal Society in Sweden in
1851 based on Christian ideals and values (Donahau 1985). The key concepts used to
define the Diaconal nursing model are those of the triune God as creator of the unique
spiritual person whose individuality is expressed with dignity and value through a
relational community (Elmund 1973, Iversson 1988). The Diaconal nursing model
emphasises that ultimate recovery is based on an unbroken relationship to God
(Donahau 1985).

Key statutes held by the movements are:

(1) Missionaire nursing. Imaging Christ by visiting the poor and caring for the
sick.

(2) Spiritual nursing. Providing the Bible and Christian literature, regular hours
for devotion and worships with patients, and intercessions for patients.

(3) Person centered nursing. Treating as individuals. Understanding the patient’s
experience of ill health from his or her point of view. Recognising the value
of individuals and what they have to offer.
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(4) Bodily nursing. Respecting human dignity because the individual is of the
Father and belongs to the Father.

(5) Interdependent community nursing. Nursing practice based on a recognition
form of interdependence in relationships and on “human meeting places”
where both parties feel equal as human beings with self-respect.

For the Christian the main implication of using this approach is that the method
of nursing is not the primary consideration. The primary focus is the importance of
creating an environment that allows relationships to be mended and healed. This
emphasis allows nurses to adopt a variety of approaches towards the delivery of care
and accept a number of systems of care management. Community care is a central
focus for the Christian paradigm and the community becomes a primary considera-
tion when planning any care. Community models will be reinforced and collabora-
tive teamwork by health care providers will be fundamental to the delivery of care
(Parfitt 1998).

A Natural View of Humanity
The Human Being as Primarily a Biological Being

A natural view of humanity considers the human as a biological being. Biological
normality and abnormality are described in functional, statistical, and epidemiologi-
cal terms, with a focus on regularity, law, and generalisation. The two goals of med-
icine that are common to all organisms are survival and reproduction (Boorse 1981).
The real threat to biological beings is disease, which gives disturbances at an organ
level and prevents or interferes with the organ’s normal contribution to achieving the
desirable goals (Gustafsson 1996). Human dignity may therefore in a natural view be
understood as the optimal functioning of the organs without abnormalities and
pathologies. Diseases, in such reasoning, may be interpreted as defects that influence
the integrity of the person and his or her dignity as a human being.

Health in a Disease-Oriented Perspective

In the natural view of human being described above health is identified as the
absence of diseases (WHO 1978) while diseases, injuries, and defects are identified
as abnormal. This disease-based health conception is a negative concept using bio-
statistical theory to define the levels of normality. The bio-statistical health - disease
continuum thus determines the degree of personal health of the individual. Pérn
(1988) points out that in this kind of conception of health it is impossible to under-
stand that a person may have ill health without organic disease or good health in spite
of living with a chronic disease. The disease has the primary focus and is the key
component in thinking of health. Medical knowledge is concentrated on the devel-
opment of new methods for the examination and treatment of disease. Because health
is defined in relation to disease, disease prevention, protection, curing, and repairing
is central.

Values Identified Within the Context

of the Human Being Related to Disease

The traditional medical approach previously described has survival and reproduction
based on statistical normality as the overall values. These values are central to the
core knowledge of medicine and directed toward facilitating treatment and prevention
of diseases in the body (Gustafsson 1996; Wulff, Pedersen, and Rosengren 1990). Care
is seen as nomothetic, or legalistic, limited by its need to be evidenced based through
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quantitative data (Boorse 1981).

Four prioritising goals for medicine are indicated as follows: (a) the prevention
of disease and injury and the promotion and maintenance of health; (b) the relief of
pain and suffering caused by maladies; (c) the care and cure of those with a malady,
and the care of those who cannot be cured; and (d) the avoidance of premature death
and the pursuit of a peaceful death. These have a number of shortcomings with con-
sequences at a personal level. Primarily that the individual is forgotten and ceases to
have value. The philosopher Toombs, who lived with multiple sclerosis (Toombs
1993), suggests that ‘curing is a function limited to disease while healing goes beyond

........ S TPy

disease to the pélauu

The Historical Medical Model for Nursing

Florence Nightingale is regarded as the founder of modern professional nursing. She
learned her nursing skills, like Cederschiold, at Kaiserswerth in Germany. Her nurs-
ing experience and her fame are especially linked to the Crimean War, diseases, sur-
gical nursing, and the unsanitary conditions she tackled (Nightingale 1914). She start-
ed the Nightingale Training School for Nurses in 1860 (Donahau 1985). The students
were called “Lady Nurses” and many later became important nursing leaders. She
reinforced the historical medical model believing in the order of diagnosis and treat-
ment as the focus of care but, in addition, she emphasised the environmental context
in which a person is cared for as integral to its effective delivery. The key principle of
her approach was that nature aione cures and heais the wound while surgical care
removes the obstructions for nature to heal. This nursing model focused mainly on
environmental control in order to prevent or suppress disease, damage, or death. The
protection of the patient against emotional stress was also important. The role of nurs-
ing was to prevent the reparative process from being interrupted and to provide opti-
mal conditions for its enchancement (Marriner-Tomey and Alligood 1998).
Nightingale (1914) provided some general rules or guidelines for nursing covering dif-
ferent nursing areas as follows:

(1) Sanitary nursing. A focus on the everyday management and manipulation of
specific environmental conditions.

(2) Medical nursing. Nursing care with an organ and symptom focus.

(3) Caring nursing. This incorporated the handicraft of nursing that is closely
involved in the observation of the sick.

(4) Advocated nursing. The need for being “a devoted nurse” and a “confidential
nurse”. Nurses acting as moral agents not only receiving and holding confi-
dences but also advocating on behalf of the poor for improvments in their
health and living conditions.

(5) Observational nursing. Daily observations of health status, measuring
changes in the condition of the sick patient or the patient in convalescence.

(6) Public health nursing. Concerned with the health of families at home. Bed
and bedding, cleanliness of rooms and walls. Personal cleanliness was also
important emphasising purity of body and mind, clean minds, clean bodies,
and clean skins. Orderliness, time management and planning, pure, gentle,
and firm instruction were also part of the overall approach.
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Nightingale (1914) stressed that education and the development of a sound
knowledge base were needed for practical nursing. She emphasised that nursing
demands much more than a loving heart, it requires a good educational preparation.

Within the historical medical approach the primary focus of consideration is the
management and control of disease and ill health within society and the importance
of promoting order and maintaining an environment that resists disease. A key risk
of this approach is that the person behind the statistics is forgotten and the total con-
text for care delivery is ignored.

The Humanistic View of Humanity
The Individual/Person Perspective of Human Being

Humanism focuses on the human dignity and creative powers of human beings, and
a humanistic understanding of humanity emphasises the importance of the individ-
ual (Hume 1993). The heart of human tradition starts from the human being’s exis-
tence, the human experience, and human relationships. The centrality is the individ-
uals’ own potentiality to achieve dignity, to strive for goodness or greatness, and to
struggle for living up to what the individual is capable of (Skorupski 1997).

In Bullock (1985) Mill describes how humanism involves the human experience
including the self-confidence, endurance, nobility, love, intelligence, sympathy, and
courage to rise oneself from the sense of human incompetence.

Bullock (1985) describes three characteristics of the new modern humanism.
Firstly, by contrasting the theological views of man as part of a divine order, as part
of the scientific or natural order, and as part of the human experience. Secondly, he
claims that humanism enforces the dignity of human beings in that every individual
has a self value. This respect for human dignity is the real ground for human rights
and for the latent powers of human beings in terms of creation, communication, and
power to observe themselves, i.e., self-consciousness and self-reflection. Thirdly, he
states that humanism points out on one hand the importance of ideas, and that ideas
only can be formed or understood in their social and historical context, while on the
other hand the tradition stresses that human beings never can be reduced to the
rationalism of individual economic or class interests, or of sexual or other instinctu-
al drives.

Health in an Individual/Person-Oriented Perspective

There are a wide range of theories and models which have different interpretations of
the human being within humanistic tradition. Humanistic assumptions concerning
individuals® health and wellness are described differently (Barnitt and Mayers 1993,
Byrnes 1986). In general terms ultimate health is described as the individual’s capac-
ity for self-actualisation or self-fulfilment supporting a full and active life. Health is
seen as the ability of individuals to fulfil their own basic human needs and to attain
goals set by themselves (Nordenfelt 1987). Health equilibrium is obtained through the
demands on individuals. Goals need to match their abilities in the different circum-
stances of the internal and external environment (Pérn 1993). Health is linked to the
individual’s ability to create his or her own life-goals, and reflect over this creation
(Jacobs 1989).
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Values Identified Within the Context of the

Individual/Person in Creating One’s Own Life

The humanist tradition refuses to accept a determinist or a reductionist view of
human beings and focuses on inner development and freedom to make individual
choices (Bullock 1985). Humanistic understandings of humanity emphasise the
importance of the individual. Mill in Skorupski (1997) observed the value of rela-
tionships commenting that ‘humans require sympathizing support’ and that they are
‘objects of admiration and reverence and need to pay (not just shall pay) attention of
others’ opinions’. Friedman (1995) has a similar view, reflecting on the permision or
confirmation or the ‘Yes, which allows him to be and which can come to him . . . from
one person to another’. Buber (1957) points out that every human being is existing
singularly in his situation and that there is struggle and strife for survival and becom-
ing, for confirmation of human existence and understanding the meaning of life. The
existential experience infers human awareness of self and otherness.

The SAUC Model for Confirming Nursing

The Gustafsson and Pérn action-theoretic nursing construction ‘The SAUC model for
confirming nursing’ is developed in a humanistic tradition (Gustafsson and Porn
1994; Gustafsson 1997, 2000). Within the SAUC model nursing is understood as care
which focuses on individuals at the person level, spelled out in the term of acting sub-
ject, who is engaged in goal-directed actions and has a self-relation (Porn 1981, 1988).
The goals in the life-plan, abilities, and repertoire and the circumstances in the inter-
nal and external environment determine the goal-directed actions and self-relation.
These three components constitute the wholeness of the individual, and if one of the
components changes, the other will be affected (Porn 1993). This unique state of ade-
quacy and health are the consequence of the integrated approach and the relation
between these three components. The available resources or lack of resources in the
life-plan, repertoire, and environment enable or restrict the individual’s possibilities
for a good and fulfilled life.

The underlying philosophical system is system theory and existential philosophy
with the central values of individual autonomy, freedom, and responsibility.
Individuals have human powers for self-reflection, self-determination, and self-reali-
sation (Gustafsson and Andersson 2001a, 2001b). The SAUC model demonstrates a
systematic, confirmatory approach to self-relation support by strengthening the
patient’s positive or weakened negative self-assessment. A strengthened positive self-
assessment, the internal environment, has positive consequences for the individual;
it promotes the will and capacity to act. If will and courage are increased, individu-
als may be able to realise their goals in a life-plan; if that succeeds it strengthens the
repertoire.

The SAUC model has a specific focus on support of the patient’s internal envi-
ronment and is a theory for practice. It identifies how to practice confirming nursing.
The goal of nursing is to strengthen life-competence. For example, the challenging
tasks accepted with strengthened self-assessment may result in the acquisition of
qualified abilities to understand and manage the life-situation in a better way.

The SAUC model is described in four dynamic phases: S-> A->U-> C with spe-
cific goals and outcomes in the different SAUC-phases.
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(1

(2)

(3)

4

S-phase. Sympathy-expressing nursing has a goal to strengthen the patient’s
emotions of security and confidence by a “shared world” with nurses. The
confirmation process in S-phase is aimed at strengthening the patient’s self-
assessment and his or her motivation and engagement in his or her own

health process (or dying process) by involving each in the nursing.

A-phase. The goal of the acceptance-establishing nursing phase is to
strengthen the patient’s attitudes of openness and freedom by creating an
“allowing climate”. The confirmation process in A-phase is aimed to strength-
en self-determination, autonomy, and responsibility.

U-phase. The goal of the understanding-acquiring nursing is to strengthen
the patient’s capacity to validate his or her own situation through individu-
alised nursing by encouraging each to understand the meaning of his or her
own life-situation. The confirmation process in the U-phase is aimed at
strengthening self-integration and self-understanding, that is the patient’s
experiences of his or her own uniqueness and specialness as human beings.

C-phase. The goal of competence-manifesting nursing is to strengthen the
patients ability to use his or her “own resources and potentiality” in ones
life-plan, repertoire, and environment. The confirmation process in C-phase
is aimed at strengthening self-realisation and self-reflection through a sub-
ject-subject relation and promoting trust in the individual’s ability to devel-
op and grow through his or her own resources. The SAUC model provides an
opportunity for focusing on the self and on the potentialities as human
being.

Discussion

Table

1 sets out the key components of each of the three views described in this

essay. It illustrates the primary focus of the different approaches.

Spiritual being Biological being

Acting subject
Whole person spirituality Natural and functional view | Holistic view of human
The value of human worth potentiality for self-devel-
opment
God orientated Disease orientated ) Individual orientated
A relationship with God Absence of disease and the | Creating of life in relation
built on forgiveness. struggle against death as| to own goals, abilities, and
The meaning of suffering the primary focus circumstances in environ-
ment

Community responsibility Survival and reproduction Self-realisation and growth

Love, compassion, seli- Statistical normality Autonomy, freedom,
respect, obedience Pain relief independence, responsibil-
dependence, forgiveness, Environment and preven- ity, human dignity,
reconciliation tion of disease and injury self-assessment

Healing and sanctity Repairing and curing Self-relation support







168

Ethics & Medicine

The Consequences of Nursing Within the Three Models

The nursing practice consequence of these different values is illustrated in Table 2.

Table 2 The Nursing Consequences of the Three Models

Modern nursing curricula ensure the development of a wide range of skills and abil-
ities which nurses are required to achieve before registration or qualification as a
nurse. Many of the values which are central to the views outlined above are included
in a single programme, and students will learn to not only provide the technical and
disease orientated care required in a modern health service but also to recognise the
value of the person and his or her individuality. The key dilemma for modern pro-
fessional nurses is to incorporate into practice the priorities that their view of nursing
demands.

The differing understandings of humanity which are exemplified in the views
described illustrate that although a common paradigm of nursing may be accepted,
the values and beliefs which underpin it are often different and lead to other priori-
ties in practice. The focus of the Christian model is on healing relationships, the his-
torical medical model emphasises repair of the body, and the SAUC model focuses on
restoring and maintaining the self. When planning nursing care using the skills and
expertise promoted by each model the nature of practice will change. In practice there
is an overlap between the models creating an opportunity for incorporating different
approaches to a single care activity. The concept of Holism is fundamental to both the
Christian model and the SAUC model. In the Christian model Holism is recognition of
the need to take into account the individual’s need of a relationship with God. The
concept of Holism in the SAUC model recognises the integrated nature of the individ-
ual as an acting subject and the need for confirmation from others and oneself
towards a development of personal potentiality. It is more difficult to see Holism in
the historical medical model, but it is present and recognises that you must take all
the functional parts of the body into account for healing to take place. Both the
Christian model and the SAUC model emphasise the importance of relationships; the
Christian emphasising the relationship of the person to God and ones fellow men
while the SAUC emphasises the confirming relationship between the individual him-
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self or herself and others. It may also include the relationship to God if the individual
is seeking faith. Healthy relationships are necessary for the healthy person.

The dilemma for the nurse is how to express the holistic and relational parame-
ters of care within what is often a strongly historical medical system. Is it possible to
choose an approach? There are examples of institutions that have been able to free
themselves from a medical model and offer a very different care paradigm; the hos-
pice movement is a key example of this (Kellehaear 2000). Most nurses, however,
work within health care systems they have little control over. If they are prepared
within one model and then expected to give care within another, will this not have
an impact on the quality of care provided? Conversely, nurses who are prepared with-
out due recognition of the spiritual and humanistic values which strengthen their
understanding of people and the affect of illness and death on them will be unable to
provide an acceptable level of care. To propose then a model which requires a system
approach rather than one where the individual can practice within a different frame-
work but recognising the differences may lead us back to where we started, that is
with a personal conflict of values.

Summary

The authors of this essay would argue that the first stage of solving this dilemma is
to understand how the differences impact practice. Many nurses, whatever their
background or values set, will be unaware of the conflicting values that are present
within the care domain. In order to address these they need to understand them. The
three views presented here illustrate examples, but they demonstrate how priorities
might be set if the value system has total influence over how care is ultimately deliv-
ered. In reality this will not happen, for no system is entirely without either the spir-
itual or the humanistic dimension. However, these are often suppressed, denied, or
simply ignored, and the nurse who recognises and demonstrates them will enrich
practice and improve the quality of nursing that is given.
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WAYS OF APPROACHING
NURSING ETHICS: SOME
COMPARISONS AND CONTRASTS

F J FITZPATRICK, PHD

Nursing ethics, along with medical ethics, business ethics, journalistic ethics, and so
on, is one of the particular areas of study and concern which come under the gener-
al heading of ‘applied ethics’. This title, ‘applied ethics, has been widely employed in
recent moral philosophies to mark out both a particular division of the subject mat-
ter of moral philosophy and also a particular way of doing ethics. The point of talk-
ing about applied ethics, and of marking off a branch of philosophical inquiry by the
use of this title, is clearly to emphasise a distinction between ethical inquiry which
is applied and that which is not applied. We might call this a distinction between pure
or general ethics, on the one hand, and applied ethics on the other, by analogy with
the distinction between pure and applied mathematics. According to this picture,
philosophical inquiry first of all establishes and presents certain quite general points
about the nature of morality, applicable in principle to all human activity and by no
means restricted in application to any one area. Some of these results of the philoso-
pher’s inquiry will have to do with the meaning of words—actual meaning of terms
such as ‘good’, ‘bad’, ‘right’, ‘wrong’, ‘duty’ and so on, and of what someone is actu-
ally saying when he asserts ‘You shouldn’t have done that’ or ‘It is your duty to do
such-and-such’. The systematic philosophical treatment of these questions of mean-
ing is known as meta-ethics. Such questions are of crucial importance in moral phi-
losophy, and indeed some modern ethical theorists have concentrated their attention
on them exclusively. Beyond meta-ethics, however, there is another part of general
ethics which involves setting out a systematic ethical theory; that is, a rigorous
account of the principles, which determine what it is that makes a human act moral-
ly good or bad, right or wrong. It is, of course, a controversial claim that such a list
of basic principles of morality can, in fact, be set out and defended; here as elsewhere
philosophers divide into distinct camps which may be strongly opposed to one anoth-
er. Nevertheless, it is clear that if there is to be such a thing as applied ethics there
must be something which is applied when someone does serious work in that field;
and that ‘something’ must be certain principles of normative morality, which in
themselves are part of general ethics. In this sense, then, general ethics comes first,
applied ethics later. The distinction we are looking at can be set out concisely in the
following couple of points:

Ethics or moral philosophy systematically considers the morality of human acts.
It is a field of study, which can be divided into:

(1) General ethics, the consideration of the morality of human acts in general,
that is apart from any particular field of application, human occupation, or
profession, etc. General ethics, in turn, comprises:

Ethics & Medicine, 18:3 (2002):171-187.
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(@) Meta-ethics: the study of the meaning of moral terms and the ways in
which they are used in moral discourse.

(b) General normative ethics: a setting-out of basic principles, which deter
mine the moral gquality of human acts and the way in which cur
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reasoning about moral matters should be conducted.
2

—

Applied ethics, in which the general principles of normative ethics are
applied systematically to ethical issues which arise within a given spe-
cialised field of human endeavour; such as warfare, medicine, nursing, jour-
nalism and so on, in an attempt to resolve these ethical issues, and to show,
in particular situations and circumstances, what would be the right course
of action to take. Close attention is likely to be given to certain deeply per-
plexing situations in which every one of the available courses of action
seems to be open to moral objection.

As set out here, the contrast between general ethical theory and applied ethics
appears straightforward and unproblematic. It could, however, be misunderstood in a
number of ways. One serious misunderstanding would be to suppose that a suffi-
ciently gifted philosopher could establish genuine principles of right and wrong, the
sort of principles which comprise the general ethical theory, by a sort of armchair
thinking about human acts considered wholly in the abstract, without paying any
attention to ethical probiems that may actually arise in daily life or in certain spe-
cialised areas of human endeavour such as nursing. This clearly cannot be correct,
because anyone who reflects seriously on the question of what it is that makes cer-
tain human acts right and others wrong, can surely proceed only by reflecting on the
nature of particular good or bad human acts occurring in their full context. Human
acts, then need to be clearly and carefully thought about in the concrete, as they actu-
ally occur in everyday life, if these thoughts are to be clear about what it is that gen-
erally makes human acts right or wrong. Nevertheless, the distinction between gen-
eral ethical theory and applied ethics retains its point; for once an adequate account
of normative ethical principles has developed in this way, these general principles can
then be systematically applied to concrete problems arising in various specialised
domains of human action. In this sense, then, there is a clear distinction to be drawn
between general ethical theory on the one hand and applied ethics on the other.

Accepting the distinction between general normative and applied ethics, then, I
propose in this article to focus on some crucial intellectual and pedagogical tasks
involved in developing and applying in practice a consistent approach to one area of
applied ethics, namely the ethics of nursing. This is no easy matter, because it
becomes clear on reflexion that there are some formidable difficulties involved in any
branch of applied ethics, both in the task of actually building it up and expounding
it and in that of understanding and applying it in practice. First of all, consider the
task facing someone who attempts to expound a coherent and principled approach to
nursing ethics, by arguing that certain ways of acting are right and certain others
wrong in a range of situations. To do this he needs to have a clear idea of what gen-
erally makes human acts right or wrong and also have a detailed knowledge of the
range of ethical problems that can arise in the various fields of nursing. In addition,
he has to be able to apply the higher-level ethical principles to those problems in a
way which makes it clear which would be the morally right ways of responding and
which the morally wrong ones. Each of these tasks presents formidable demands on
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the ethicist. In the first place, the development of a normative ethical theory involves
complex intellectual difficulties. One has only to reflect on the controversies in 20th
Century English language moral philosophy between adherents of the different main
tendencies—naturalism, ethical intuitionism, emotivism, prescriptivism, and so on—
to realise that practically all the important questions of ethical theory are deeply con-
troverted and that someone who takes a definite stand on any one of them is sure to
meet opposition from other moral philosophers. There is disagreement even about
what might be considered the most basic question of moral philosophy; whether peo-
ple’s moral beliefs and judgments are capable of being true or false: some ethicists
(those who are said to adopt a ‘cognitivist’ viewpoint) answer it in the affirmative,
but others (the so-called ‘non-cognitivists’) in the negative. A moral philosopher who
labours in any field of applied ethics must somehow take into account the fact of
widespread disagreement over essentials.

Suppose, however, that the moral philosopher does succeed in producing a prin-
cipled, detailed, and well-argued account of basic moral principles and then applies
those principles to issues in nursing ethics. It will remain for him to look at things
from the point of view of his intended audience. This audience consists of practising
nurses, who will have to understand and reflect on what he has to say, perhaps as
part of a course of study. Any field of philosophy is intellectually difficult, and prob-
lems of moral philosophy may seem to be somehow even more elusive than those
arising in other areas of the subject. Doing valuable work in the field, or indeed prof-
iting from the work of others, requires not only intelligence but also a certain apti-
tude which few people tend to possess, no matter how highly gifted they may be in
other respects. It would seem unreasonable to require that a nurse should be by
nature suited to be a philosopher if she is to think profitably about ethical problems
arising in the course of her work; if this really were the case, we may suppose, she
should already have discovered her true vocation as a philosopher and abandoned her
nursing career, or at least have attempted some mixture of nursing and philosophical
work. Surely nurses with the required mixture of abilities and aptitudes must be rare.
Are we to say, then, that even when an ethicist has succeeded in formulating a rig-
orous and coherent account of nursing ethics, it is not really profitable for nurses
(apart, perhaps, from a small, philosophically gifted, minority) to bother acquainting
themselves with the results of the inquiry?

These worries are, I suspect, inevitably felt by philosophers working in some
field of applied ethics who wish to communicate their thoughts and conclusions to
people who are practitioners in the field. The problems of communication will be
especially acute if the philosopher is not himself a practitioner and so lacks any inti-
mate acquaintance with the day-to-day character of that line of activity. He may,
indeed, have a clear idea of how the ethical problems should be approached and
resolved, but he is still bound to ask himself how he can expound his point of view
in a way that will be intelligible and helpful for his students or for his readers. An
experienced nurse, on the other hand, will have the required intimacy with the nurs-
ing situation but may lack any strong ability, aptitude, or inclination for dealing in a
systematic way with moral problems that tend to arise. The problem of communica-
tion between the applied ethicist and professional nurses is therefore a pressing one.

Is there any way of overcoming this problem of communication? It seems to me
that a number of different approaches are open to the applied ethicist, and indeed that
each one of these approaches can be encountered in discussions of nursing ethics

173



174

Ethics & Medicine

published in English since the 1950s. I have identified five of these approaches in all,
and propose now to discuss them one by one and to say something about each ones
advantages and disadvantages. The first four of them are wholly philosophical in
character, allowing no appeal to anything beyond what we can ascertain by reflecting
on day-to-day nursing practice. The fifth one, however, involves an appeal to some-
thing extra-philosophical, something beyond what unaided human reason could
work out; it therefore introduces considerations about traditional or revealed, and
indeed specifically Christian, approaches to contentious ethical issues.

(1) The strictly philosophical option. This first line of approach is the strictly philo-
sophical one of defending a rigorous normative ethic involving acceptance of certain
fundamental moral principles, and applying these principles across the range of cru-
cial ethical problems encountered by the nurse. In effect this option makes no con-
cessions to the concerns just expressed about the admitted intellectual difficulty of
philosophical argument about fundamentals in ethics and the demands, which it
makes on both the ethicist and his audience. These difficulties and demands will have
to be met head-on. The ethicist will naturally do his best to present his approach to
nursing ethics as clearly and comprehensibly as possible, leaving out all unnecessary
details and illustrating with appropriate case studies. Nevertheless the advocate of
this line of approach will claim that there is really no alternative to the strictly philo-
sophical option if one’s outlook on nursing ethics is to be reasonable and justified.
The nurse is, then, expected to examine, critically and in detail, the field of morality,
the moral life and moral judgment, and to work out and be prepared to defend a
rational account of the foundational issues which moral philosophers have tradition-
ally tackled. In addition she has to be able to apply general principles of normative
ethics across the whole range of moral problems arising in modern nursing practice.
For her grasp of systematic moral theory, together with her intimate knowledge, as a
practitioner, of the nursing situation, will enable her to work out reliable answers to
questions about the morality of different responses to ethical issues, and to explain
why this particular way of acting, in these concrete circumstances, would be justified
or unjustified, right or wrong. Anything less than this—any reliance on inherited or
traditional moral outlooks, for instance—would, on this view, render the nurse’s
moral judgments inherently uncertain and unreliable. For any approach to nursing
ethics which lacked this decisive theoretical grounding would be vulnerable to some
simple and basic questioning along the lines of ‘But just why do you accept this
account of what ethics is all about? Why do you hold to just these ethical principles
and no others?’

Here we have, succinctly expressed, the argument for taking the strictly philo-
sophical option. The argument against it, so it seems to me, is that the objections
raised earlier to this strict philosophical option still present themselves with undi-
minished force. For, the objection would run, to expect the nursing ethicist and nurs-
es themselves to carry out this whole range of tasks would be to impose on them an
enormous intellectual burden. After all the task of establishing fundamentals in ethics
is itself an immensely difficult one, on which there are long-standing disagreements
between the professionals in this field, the moral philosophers. If the experts cannot
manage to resolve decisively the philosophical difficulties involved, can we expect the
nursing ethicist to do so? Is the nursing ethicist justified in accepting one particular
approach to the foundations of ethics and rejecting the others, and then basing a com-
plex investigation of ethical problems in nursing on the basis of that one approach,
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all the time knowing that other reputable moral philosophers dispute it? Should he,
in addition, try to impose his own way of approaching ethical foundations on his stu-
dents, or on the readers of his book, as a basis for their critical thinking about prob-
lems in nursing ethics? If the nursing ethicist does try to do all this—to expound and
defend an entire ethical theory as a basis for consideration of specifically nursing
problems—he may find that few of his readers or his students may then be able to
grasp the theory sufficiently well or to apply it to the concrete problems; or, alterna-
tively, that they may be less than completely convinced of the value of his way of
looking at the basic issues at stake and, therefore (reasonably enough) disinclined to
base their nursing practice on it.

Perhaps I could enter a personal note at this point and say that considerations of
this type were weighing on my mind while I was planning and drafting my volume
Ethics in Nursing Practice: Basic Principles and Their Application, which was pub-
lished in 1988 by the Linacre Centre for Health Care Ethics in London. I defended an
approach to ethical reasoning in the natural-law tradition, relying closely on St.
Thomas Aquinas and on some modern developers of this tradition, but added partic-
ular details or modifications when I thought it necessary. I wanted to show that cer-
tain basic ethical principles, which could be applied in practice, were rationally
defensible and for this purpose devoted several chapters to evaluating rival accounts
of ethical foundations and to developing an adequate approach to moral reasoning,
before settling down to consider some standard issues of nursing ethics—issues of life
and death, honesty and confidentiality, respect for persons, and so on. An important
concern of mine was to keep the preliminary treatment of general ethics to modest
dimensions, since if this were not done the book would become, in effect, a treatise
of general ethics together with some additional chapters dealing with nursing prob-
lems, rather than a volume whose focus was precisely nursing and the ethical prob-
lems arising in modern nursing practice. But there was also, I thought, a danger of
going too far in the direction of simplification: in restricting discussion of the theo-
retical ethical background to modest dimensions one could either leave out a good
deal of argument, which is really necessary to make one’s line of argument cogent,
or one could compress the exposition so much that only the most intellectually gift-
ed reader could fill in the gaps and succeed in grasping what one was trying to say.
Serious philosophical work is difficult, and ethics is no exception to this rule; fur-
thermore, the task of not only setting out a rigorous account of normative ethics but
also applying it in a field where one is not a practitioner is even more onerous than
that of tackling the key questions of normative ethics on ones own. Given the degree
of difficulty involved, the philosopher who attempts the task may well be unsure
about how successful he has been. It is to be expected that many practising nurses
may become impatient with attempts to deal with moral problems in nursing in an
explicitly philosophical way, by first of all setting out the ethical principles and then
trying to apply them. She may well feel that there has to be some other way of deal-
ing with the matter, some way that would be more practically effective, than this
‘strict philosophical option’. The issue is open, but it could hardly be said that this
feeling is unreasonable, given the difficulties, of an intellectual and a pedagogical
nature, which arise for this option. The alternative approaches should at least be
looked at.
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(2) The ‘cafeteria’ approach represents what may be called ‘the easy way out’ of the
intellectual and pedagogical problems that arise for the strictly philosophical option.
In effect the proponent of this view considers the philosophical issues at stake to be
so complex and bewildering that any attempt to examine the field rigorously and
defend one particular viewpoint would be a labour in vain. It may even be thought
that in view of the extent of disagreement among moral philosophers themselves, the
whole issue is at present inherently irresoluble even for a gifted philosopher, let alone
for someone who, like a nurse, is largely preoccupied with another line of activity.
The only way forward, according to the ‘cafeteria’ approach, is for practising nurses
to be introduced to the essentials of the different points of view in normative ethics
and be helped in working out the implications for the ethical problems that typically
come their way. When an ethical problem actually presents itself and the nurse has
to decide what to do here and now, the nursing ethicist can only encourage her to
decide for herself which basic approach to ethical decision-making, if any, she wish-
es to adopt and apply in practice. The author of a nursing ethics textbook (or the lec-
turer/tutor in a nursing ethics course) therefore need only present the most widely-
held ethical viewpoints, together with some of the standard arguments for and against
each of them, explain how they work out in practice, and then (in effect) issue an
invitation to the nurse: ‘Take your pick: see which of these you are “comfortable” with
accepting and working out in practice’. I say ‘in effect’ here because no author or
teacher would be likely to express matters quite so bluntly as this; but I believe that
the formulation given here expresses accurately enough the real tenor of the advice
given. One finds textbooks of nursing ethics, for example, which centre their account
of normative ethics on the standard distinction between teleological (‘end-based’) and
deontological (‘duty-based’) ethical theories. The distinction, very briefly, is that
according to teleological theories the right course of action is determined by some sort
of calculation of the likely consequences of the different options available, whereas
deontological theories hold that there are principles of right action which may hold
independently of considerations to do with the consequences of actions. Once this
basic distinction has been set out, the subsequent discussion of actual ethical dilem-
mas tends to run according to a standard pattern. The advice given is typically of the
following form: if you (the nurse) follow a teleological ethical theory you will natu-
rally decide to act in such-and-such a way; if, however, you adopt a deontological
approach you will reject this option and instead do such-and-such.

The advantage of a ‘cafeteria’ approach is that it makes the communicative task
of the teacher of nursing ethics comparatively easy, by removing from him any obli-
gation to examine standard approaches to normative ethics rigorously and to say
where he believes the truth of the matter lies. It is also this facile aspect of the ‘cafe-
teria’ option, its studied avoidance of hard intellectual work, which provides the deci-
sive objection to it. Because it dispenses with any rigorous consideration of basic eth-
ical issues, it tends to assimilate ethical decision-making to a choice of techniques for
achieving a practical result, the latter being previously given in ways which resist the
demand for rational justification. To approach the whole subject of nursing ethics in
this way is surely to abandon any attempt to decide and act reasonably. When one is
faced with alternative accounts of right and wrong, or of ethical decision-making, the
crucial question is which, if any, of them is correct. If a particular philosophical
approach to ethics is correct then it should be applied consistently in practice; if it is
mistaken it should not be applied at all. For instance one of the standard objections
to certain forms of teleological ethical theory, such as utilitarianism with its overall
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criterion of the greatest good for the greatest number, is that they lead one to approve
of acts which are in fact immoral because they involve acting unjustly against given
individuals in order to benefit a certain group of people or society as a whole. If this
line of criticism is cogent, the rejected ethical theory should not be acted upon. In that
case, what is needed is not a mere acquaintance on the nurse’s part with the theory
as one of the available options but a reasoned grasp of the grounds for rejecting it and
refusing to follow it in practice. In general, if a nurse is to approach the different
options in normative ethics intelligently, she should be able not only to distinguish
between them and their various applications in practice but also be able to offer a
rational appraisal of them. To do this, however, involves considering the competing
ethical theories at a much deeper level than bare acquaintance, which is all that the
‘cafeteria’ approach can ever provide. Rather than bother herself to get to grips with
the philosophical issues in the strictly limited way encouraged by the ‘cafeteria’
approach, the nurse may well prefer to exclude general and principled approaches to
moral decision-making and instead decide what to do by a situation-by-situation
approach, based on what seems like ‘a good idea at the time’.

(3) A rejection of all ethical systems in favour of reforming attention to the nurs-
ing environmert. This option consists in directing the nurse’s attention to removing,
or at least improving, certain aspects of the contemporary nursing environment
which are judged to be abuses, and certain features of the whole nursing or hospital
organisation in which the proper relation between nurses and patients, doctors and
nurses, or hospital administration and patients or health professionals are seen to be
somehow distorted or disordered. It may, for example, be thought that the whole set-
up in modern health-care facilities betrays a false emphasis on administrative priori-
ties such as efficiency in throughput of patients, or minimisation of inconvenience for
health professionals, which in effect invert the proper relation between health-care
administrators or health professionals and patients. If such false emphases are, in fact,
built into the contemporary health-care set-up, it could be argued that there is a basic
injustice at the heart of things, and that the ethical issues commonly considered to be
crucial—issues of life and death, of cooperation, of confidentiality and truth-telling,
and so on—are not the central problems that she should be trying to deal with after
all, but rather, very often, distractions from her really central concerns. Her first con-
cern, on this view, should be to put right the basic injustices and imbalances that are
claimed to exist.

On the surface, this idea is somewhat lacking in plausibility. Everyone is aware
that systems of health-care, whether public or private, are far from perfect, that mis-
judgements and mismanagement of patients do take place, and that administrative
and bureaucratic priorities can be over-emphasised to the detriment of attention to
patients’ individual needs. It is also weli known that tensions between the different
‘branches’ of the health-care system—doctors, nurses, hospital administrators, and
others—can be present, again adversely affecting care for patients. Nevertheless, most
observers would also, I suspect, consider that the inefficiencies, imbalances, and ten-
sions that do exist are very much what one would expect in an organisation that has
to deal with very large numbers of patients and which, for purposes of efficiency and
ultimately in patients’ own interests, is run according to line-management principles.
Because of this apparent implausibility I would not have mentioned this option here
if I had not seen it, or something rather like it, seriously proposed in a recent publi-
cation dealing with ethical challenges in nursing, written by and for practising nurs-
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es in a wide range of specialities. The viewpoint in question is expressed by Mr.
Geoffrey Hunt in his introduction to the anthology Ethical Issues in Nursing, edited
by him, and also in his own contribution to the volume, ‘Nursing Accountability: the
Broken Circle’.

Central to Mr. Hunt’s concern is a fear that the nurse’s commitment to caring for
patients is rendered fruitless by her inevitable involvement with the hospital and
health-care ‘establishment’. In particular, the fact that the nurse’s work in a hospital
environment is subject to rules prescribing the performance of set procedures, these
rules being enforced by her superiors, means that the nurse is largely robbed of her

freedom of initiative to promote care for her patients as her first priority. Reinforcing

the oppressive authority of set rules and procedures is the fact that nurses working in
hospital wards, especially those caring for acutely ill patients, work in subordination
to the medical profession and in the service of goals and targets laid down by physi-
cians and surgeons. There are good reasons, Mr. Hunt believes, to doubt whether the
responsible caring which the nurse exists to provide is really possible in an atmos-
phere like this in which freedom and initiative are denied to her and her role reduced
to that of an instrument carrying out procedures set by others. He writes:

Nurses often express unease a

Ol 10 Care ior

and clients as they feel is decent, as they feel they themselves ould hke to
be cared for or have their loved ones cared for. Many, but not all, of the eth-
ical issues they raise come back to this unease in one way or another. More
often than not discussions end up in an exploration of the constraints on
their freedom to care. Two general and related constraints nearly always
emerge: the way in which medicine defines health and illness, reflected in
the way doctors think about and “approach” people in care (the “biomedical
model”); and the way in which the whole business of health care, including
nursing, is organised in a military-style command structure in which tech-
nical experts have the power (hierarchical technocracy).

Mr. Hunt’s discussion of these two grounds for dissatisfaction with the current
state of health-care provision and organisation deserves close attention and comment,
which I am unable to devote to them here. It has, I think, to be conceded that some
of his criticisms of (e.g.) the medical domination of health-care establishment are
telling. But a critic could rightly point out that in the treatment of acutely-ill patients,
the nurse’s contribution to the healing process is inevitably going to be subordinate
to and supportive of the medical specialist, so that here at least domination by ‘the
biomedical model’ is only to be expected. With regard to the procedures imposed by
hospital regimes, while Mr. Hunt may well be right in deploring the sheer pervasive-
ness of procedure and routine, once again he goes too far in the opposite direction.
He argues:

. there is a strong general trend in nursing as a whole to keep an exag-
gerated quartermasterly discipline which runs counter to humane care.
Every problem is conceived in terms of an appropriate procedure or sub-pro-
cedure or sub-sub-procedure. Procedure takes the form of uncritical habit
and routine, excessive paper work and meetings, and unnecessary “tests”,
“obs” and “monitoring”. Often it is tempting to slip into the rather dismal
view that the nurse is simply there to follow instructions unquestioningly;
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just as the soldier is not expected to ask why he has to clean boots which
are not dirty—in fact he is expected not to ask.

Time and effort is taken up with the constant search for the correct proce-
dure; procedures are frequently checked and assessed to see that they are
“correct”; students are for the most part still taught by reducing every aspect
of nursing to a procedure, so that even having a chat with a patient becomes
a special procedure of “communication” for which there is a science and a
technique. (p. 3)

Mr. Hunt is careful to add ‘I do not wish to say that there is no room for proce-
dures or principles whatsoever in nursing practice’, but it seems to me that the drift
of his remarks tends towards favouring the abandonment of routine procedures except
in some very few cases. This would surely be unfortunate for nurses themselves and
especially for their patients, because many of the routines currently carried out,
although often tedious for nurses themselves, may be vital for the health of their
patients. An apt illustration of this point is provided by a recent incident at a private
hospital in England, resulting in the death of a mother following childbirth, which,
following an action brought in the High Court, is now to be the subject of an official
inquest. The case involved a mother who died of a cerebral haemorrhage nine days
after her twin sons had been delivered by caesarean section. A newspaper report tells us:

She had developed hypertension, which was not detected until more than
two and a half hours after the delivery and then only because she com-
plained of a severe headache. The coroner refused an inquest on the ground
that she died of natural causes, but two judges overruled him yesterday after
hearing the “tragic story” of the circumstances leading to [the mother’s]
“extraordinary” death.’

The report goes on to point out that the hospital has no ‘standard operating pro-
tocol for caesarean sections’; that is, no rules which require nursing staff to make reg-
ular checks on women recovering from the procedure. In arguing the need for a full
inquest, the dead woman’s husband claimed that his wife’s ‘vital observations, cru-
cially her blood pressure, were not monitored until two and a half hours after the
operation’. By contrast, the report goes on, in National Health Service hospitals, which
are governed by regulations agreed and imposed nationally, there are strict guidelines
on monitoring mothers having caesareans, a time when high blood pressure can be
expected. Women are put in a recovery room with monitoring equipment. They are
checked every 15 minutes in the first hour, every 30 minutes for the next two hours,
and then at least once every hour for the next three hours.

The importance of this for present purposes is that routinely checking blood pres-
sure at regular intervals is precisely one of those pieces of more or less mechanical
procedure in line with hospital regulations that Mr. Hunt would appear, in his article,
to be deprecating. It is imposed unconditionally on nursing staff, who have to carry
out the checks at rigidly-set intervals and record the results for consultants and other
nurses to inspect. From the point-of-view of a nurse who is charged with carrying it
out, it may well appear as an irksome duty, something imposed on her from above,
without offering her any chance for thoughtful or imaginative nursing practice which
she might prefer to carry out. Nevertheless, as the report of this legal case indicates,
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there are sound reasons for the existence of the practice, since the checks are neces-
sary to detect those rare cases where post-operative complications may have damag-
ing and even life-threatening results.

I believe that cases such as this one make it difficult for one to sympathise with
the apparent tenor of Mr. Hunt’s argument, namely that we should divert our atten-
tion from the traditional problems of nursing ethics and instead concentrate upon for-
mulating a quasi-political critique of the whole health-care set-up as it is found in
contemporary society. There may indeed be basic structural and organisational faults,
which characterise this set-up, but it surely cannot be maintained that the criticism

and remedying of these faults should have to occupy centre- -stage whenever we want

to think about ethical issues in nursing. They deserve, rather, to take their place as
problems along with the others. The traditional preblems are of perennial importance
and concern to nurses, no matter what additional problems might be raised by the
managerial and organisational aspects of modern nursing. In many of those tradi-
tional problems a patient’s very life is at stake, while in others, such as the questions
of whether one may ever lie to patients or treat them without their consent or subject
them to non-therapeutic medical or nursing research, there are issues of the utmost
importance at stake. Even if there is something fundamentally awry, something radi-
cally at odds with the way things should be organised with the good of the patient in
mind, about the way modern health-care is structured and administered, the task of
critiquing and remedying this undesirable state of affairs cannot, surely, be as central
a concern as deciding whether (e.g.) a nurse should co-operate in medical procedures
which involve someone’s death. Nor could it reasonably be thought that all the prob-
lems traditionally dealt with in nursing ethics—of life and death, of respect for
patients in a clinic or hospital ward, etc.—would somehow vanish if only the impor-
tant structural and organisational imbalances and false priorities affecting provision
of health-care could be put right.

(4) A reliance on principles specific to applied ethics. The ‘strictly philosophical
option’ is an attempt to treat nursing ethics by arguing from first principles; that is,
by first defending a general account of what makes human acts morally good or bad,
and then by attempting to derive, from this general account, conclusions about what
would be right or wrong to do in morally problematic situations in nursing practice.
The drawback involved in doing things this way has already been pointed out, and it
has been argued that a ‘cafeteria’ approach to this question is no way to solve it. An
alternative approach would be to base one’s consideration of issues in nursing ethics
on a rigorous application of certain substantive ethical principles—not, any longer,
the absolutely basic and general principles proposed by ethicists as a foundation for
general ethics, but rather something much more high-level, something which pos-
sesses a strong intuitive appeal, a strong sense of correctness about them. In this way
it might be thought that we gain the best of both worlds—the intellectual rigour char-
acteristic of the ‘strictly philosophical’ approach, but also the necessary pruning away
of difficult foundational questions which is carried to such great lengths in the ‘cafe-
teria’ approach. This involves giving up any attempt to make the nurse, in effect, into
a part-time moral philosopher or moral theologian. It insists only that she should be
able to grasp the force of the substantive ethical principles—it being presumed that
the intuitive correctness of those principles is clear to her—and able to apply them
intelligently to the concrete ethical problems that come her way.
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The key feature of this new line of approach to nursing ethics is, then, that we
base our thinking about the subject on certain higher-level principles, some of which
may be specific to health-care ethics. Because these principles are at a higher level
than those dealt with in basic moral theory, they are very much more easily grasped
by people who lack the ability or inclination to investigate moral beliefs and moral
reasoning to their very foundations, and these higher-level principles may also pos-
sess a sort of intuitive correctness which is lacking in some of the key principles pro-
posed in basic moral theory. Hence an approach to nursing ethics based on accept-
ance of these principles is much more easily grasped by a student of nursing ethics
and can be much more straightforwardly presented, explained, and defended by the
teacher, than can alternative approaches which base nursing ethics on principles of
general ethics which have first to be set forth and defended. From a purely pedagog-
ical point of view, then, it would seem that this approach definitely has something to
be said for it.

As possible examples of the sort of higher-level, substantive moral principles
which might serve the foundational role being set out here, I wish to mention four
principles which have figured prominently in treatments of health-care ethics by
Catholic philosophers and theologians. Despite their very close association with the
Catholic tradition, their defenders would argue that they possess an inherent reason-
ableness which makes it possible to accept them with conviction without needing to
support one’s commitment to them by appeal to the Catholic Church’s teaching
authority. The examples are as follows.

(i) The principle of totality. This principle governs the morality of surgical and other
interventions, such as amputations, which involve sacrificing some part or function
of the human body for the sake of the whole. It states that the parts or organs of the
human body acquire their value from the role that they play in maintaining the health
and integrity of the body as a whole, and do not possess a value simply in and for
themselves, as the body itself does. Hence they may be deliberately sacrificed for the
sake of the body as a whole if there is a need to do so. (By contrast a man, although
certainly fit for society in the company of his fellow men, is an individual being in
himself and is not merely ‘for’ society. Hence he may not be sacrificed (i.e., deliber-
ately Kkilled) for the sake of society as a whole.)

(ii) The principle of double effect. This principle is commonly used to determine the
morality of certain acts of warfare, but is applicable in all areas of applied ethics. It
sets out conditions under which an action, that is chosen for the sake of a certain
good effect but has one or more bad side-effects or after-effects, may nevertheless be
rightly chosen. This principle presupposes that there are certain kinds of human acts
which are wrong in themselves and are not to be chosen, even if good consequences
may result from that wrong act. But there are certain other acts with some good
effects but also some bad effects which may, in certain circumstances, be rightly cho-
sen, depending on the purpose of the act or the intention which lies behind it.
Because of this connexion with the purpose of an action it would cause confusion to
think that the principle of double effect could be applied in a mechanical manner to
human actions considered only as bits of bodily behaviour and in abstraction from
their purposive or intentional character. If the distinction between Kkilling and allow-
ing someone to die is not to be misunderstood and misused as a licence for wrong
acts such as euthanasia, then (so Catholic moralists would argue) this distinction
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needs to be clarified in the light of this intentional ‘side’ to human action, and also
in the light of the principles of double effect.

(iii) The principles governing a person’s cooperation in the wrong action of anoth-
er human agent. These principles have been formalised by moralists in terms of a
distinction between formal and material cooperation, which again rests on the fun-
damentally intentional and purposive character of human action. They are applied to
determine when the action of one person constitutes a morally wrong cooperation
with the evil act of another and to distinguish them from cooperative acts which are
not immoral and may, under the appropriate conditions, be justifiable. The basic point
here is that if someone’s act is in itself immoral (e.g., a surgeon performing some
operation) then cooperation with the agent by other people, which necessitates the
requirement that they share the purpose or intention of that act and guide their own
behaviour in accordance with that purpose, is also immoral; this is called, in the tra-
dition, formal cooperation. In cases where one’s behaviour contributes in some sense
to the evil act of another but does not necessarily involve one’s sharing his evil pur-
pose (‘material cooperation’), there may be grounds for justifying that cooperation,
depending on further aspects of the situation which would have to be weighed care-
fully. Clearly these principles can be applied in all walks of life, wherever there are
cooperative ventures between men. But they need to be applied in the context of mod-
ern medical and nursing practice, especially in the hospital environment where prob-
lems regularly arise concerning cooperation in morally suspect surgical, screening,
and pharmacological procedures.

(iv) The distinction between ordinary and extraordinary means of preserving life.
The health professional’s work is centred on the preservation of human life and
health, and in normal circumstances there is an obligation for the nurse or doctor to
do everything reasonably possible to protect the lives of her patients. There are, how-
ever, limits to this obligation, and the use of the qualifying phrase ‘reasonably possi-
ble’ signals this. The distinction between ordinary and extraordinary means of pre-
serving life is an attempt to express this notion of ‘reasonable possibility’ in rigorous
terms. An important ground for deciding whether a particular means of preserving
life is ‘extraordinary’, and therefore non-obligatory, is the burden that it may impose
either on the patient whose life is at stake or on other people, especially in relation to
the likely effectiveness of the treatment proposed.

The suggestion being canvassed here is, therefore, that the nurse does not need
any knowledge of the ‘deep’ structure of morality, of the basic moral principles which
govern or should govern our judgments of the rightness or wrongness of particular
practices. This knowledge is alright (so the argument would run) for professional
philosophers or for those with the ability and opportunity to delve into such things,
but for someone who, like the nurse, is ‘on the spot’ and has to decide, often with lit-
tle time to think theoretical thoughts about what should be done in a situation that
demands action immediately, something more down-to-earth, and more immediately
applicable to the situation in which she finds herself and to which she has to respond,
is necessary. It is surely not unreasonable to conclude that the higher-level principles
instanced here are needed if situations needing immediate response are to be handled
efficiently.
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There are, then, reasons, both theoretical and practical in nature, for adopting
this proposal and making the appeal to higher-level principles. Are they sufficient rea-
sons? There is a very obvious argument to the effect that they are not, and this argu-
ment needs to be answered somehow if the position being defended is to be in any
way tenable. The argument runs as follows. The nurse surely has to provide some jus-
tification for accepting the ethical principles she relies on in deciding how to act in a
given situation. This remains the case whether she relies on the sort of higher-level
principles instanced here or tries to get back behind them to something more basic.
After all, even though the principles cited above do possess a certain intuitive sense
of being right, this is a long way from saying that they are self-evidently true. They
can be disputed, and people have in fact disputed and rejected all of them. If, then, a
nurse is to accept them and base her nursing conduct on her understanding of them,
her acceptance of them should not be a mere impulsive reaction. There must be some
reason for her choosing to follow just these principles in preference to the many alter-
native ones. The critic therefore demands that the nurse should be able to indicate the
reasons behind these principles that, in her opinion, justifies her acceptance and
adoption of them. Whether the required reasons are good or bad, whether they
amount to a convincing justification for her action or not is, of course, a further and
distinct question; but the essential thing is that some reasons should be provided,
because the nurse’s choice should be grounded by reasons rather than a mere spon-
taneous reaction to events.

Faced with this demand for justification, the nurse has a number of options. She
could try to defend her acceptance of the moral principles by identifying one or more
characteristics, which render them acceptable to her. She could, for example, say that:

(i) the principles have an immediate, intuitive appeal to her as being ‘right’ or
“fitting’; or that

(ii) they are accepted practice in the milieu to which she belongs (this being
either the nursing/hospital milieu with its particular ethos, or the range of
attitudes widely accepted in society at large; or, finally, that

(iii) the principles are an accepted part of the moral and/or religious tradition to
which she belongs.

Only a little reflexion is needed, I believe, to realise that options (i) and (ii) are
ultimately untenable. For in both cases there may be the acceptance of a moral view-
point which ultimately has no rational basis. For what justification has the nurse for
thinking that what immediately appeals to her, or what is accepted practice in the
milieu to which she belongs, is actually right? Could it not be that her immediate
reactions to situations, or the attitudes and practices accepted in her milieu, are mis-
informed or misguided? If she is to have any confidence on this score, surely, the argu-
ment will run, she has to do some serious thinking about these questions at a basic
intellectual level. Moreover, this thinking will have to be, in large part, philosophical
thinking about basic moral principles and their justification. If this is correct, the
nurse has not, after all, escaped from the need for critical philosophical reflexion
upon the issues at stake.
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At first sight this verdict seems to apply also in the case of a nurse who chooses
option (iii) above. For suppose that she justifies her acceptance of substantive ethical
principles by appealing to some body or institution that she believes to be authorita-
tive. Surely the question of justification arises in this case just as forcibly as in the
other two? If the nurse accepts some moral authority and is prepared to base her pro-
fessional conduct on rules that that authority lays down, surely this has to be because
the authority is worthy of acceptance. But then the demand for justification surfaces
again, this time in a form demanding reasons for considering that authority to be wor-
thy of acceptance. Then the question arises: are they conclusive arguments or not? It
may further be thought that the grounds for accepting that authority will in part have
to be philosophical grounds, since the questions involved are obviously fundamental
ones, including as they do the ultimate question of why one should follow any human
authority at all.

It seems to me that this demand for justification is unanswerable so long as the
authority appealed to is to some merely human and temporally-conditioned authori-
ty such as a government, hospital administration, or nursing association. All such
bodies are only too obviously fallible and lacking in any power to speak authorita-
tively on matters of right and wrong. The only authority which should be considered
utterly reliable would be an authority of a religious nature: either God himself or
some earthly body or institution which can claim to speak with God’s own authori-
ty. It seems, then, that the recourse to substantive ethical principles which can be
applied directly in practice, implies the acceptance of some more-than-human author-
ity in matters of morality. In effect it involves an appeal to God himself as the
supremely good creator on whom all things depend.

Once God is brought into the picture, however, the whole character of this option
is changed. The ways in which God’s own authority is involved need to be set out
clearly, certain clarifications need to be made, and some objections need to be antic-
ipated and answered. The fourth option, now radically modified by the appeal to
God’s authority, therefore now becomes a new, fifth option and deserves considera-
tion in its own right.

(5) The appeal to a religious tradition. The situation we are now considering is one
in which a nurse accepts and acts on certain moral principles, not because those prin-
ciples are currently fashionable or customary in her working environment, but
because they are taught by a religious authority to which she is wholeheartedly com-
mitted. In this situation, it is argued, the practising nurse who accepts that religious
authority as decisive may justifiably base her nursing practice on the moral principles
which it proclaims and defends, without needing to inquire independently into what-
ever philosophical arguments there might be for those principles. For if the religious
authority is authentic, so that ultimately it is God’s own authority that is involved, it
will provide, unlike any merely human agency, a reliable guide for moral choice and
action. It follows that a nurse who recognises this authority will, both in her private
life and professional nursing activity, act reasonably and rightly by accepting princi-
ples of right behaviour, which it has laid down. The important question is whether
the claims of this religious authority are rationally justifiable. Are there good grounds
for accepting that authority or not? If there are, those grounds may be largely non-
philosophical; hence it cannot be shown that a detailed philosophical argument on
fundamental issues in normative ethics is a duty for the nurse. She does not, after all,
need to be a part-time philosopher if she is to accept and put into practice definite eth-
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ical principles in her nursing activity. What she does need is an understanding of the
nature of the teaching defended by the religious authority in question, of the grounds
for accepting it as a genuine and reliable authority in matters of morality, and a rea-
sonable facility in applying the basic moral principles contained in its teaching to the
day-to-day problems of nursing practice. The case of a religious body or institution
claiming to speak with divine authority amounts, therefore, to a special case here, in
which there is a convincing reply to the argument cited above against the appeal to
higher-level principles.

Since the viewpoint now under consideration differs markedly in character from
the alternatives, it deserves to be described in somewhat more detail, and to have its
implications carefully stated. We start from the fact that a nurse may already be a
believer in God and adhere to a particular religious tradition: she will not, then,
encounter ethical problems in her work lacking any settled convictions about matters
of right or wrong. Her attitudes to these matters will already, in large measure, have
been formed as a result of her adherence to a religious tradition. Included as an
important part of this religious tradition will be a definite moral teaching, and as part
of the moral teaching there will be certain substantive principles which can be
applied to actual moral issues. The moral principles will themselves have been for-
mulated and defended by philosophers and theologians who accept the guiding role

of the religious authority and the legitimacy of the revelation on which it is based, but
the nurse, while attempting, to the best of her ability, to understand both the detained
tenor of the moral principles themselves and the independent justification for accept-
ing them, may not be too concerned with the foundational questions which any
detailed work in this area would need to tackle. Attempts on her part to act as an inde-
pendent moral philosopher or theologian may, then, be strictly limited. Naturally,
given her general attitude of being ‘in tune’ with the religious tradition and the reve-
lation which is imparted to her, it is to be expected that she will find the moral prin-
ciples involved—principles such as those of totality, for example, or those governing
cooperation in wrong or morally dubious acts—to have a sort of intuitive correctness.
But if she is asked why it is that she accepts and acts on the principles in question
she will cite, not only this intuitive correctness, but also the authority of the religious
tradition that backs them up. This appeal to a religious tradition will obviously not
be decisive for someone who does not accept it; but that does not mean that the nurse
herself is acting unreasonable in forming her conscientious beliefs in the light of the
tradition, and in acting accordingly.

All this is, of course, stated in highly general terms. I have talked of adhering to
a ‘religious authority’ and ‘acting on the basis of a religious tradition’ rather than of
any particular authority and tradition. Nevertheless the examples given earlier of sub-
stantive moral principles were taken from the Catholic Church’s tradition of ethical
reflexion, and even though no appeal to specific Catholic teachings is being made
here, it does seem to me that the Catholic moral tradition provides the clearest as well
as the most detailed and coherent example available of the working out of an ethical
teaching on the basis of what is taken to be God’s revelation. Clearly the authority to
which the Catholic nurse will appeal will be that of the Church itself, considered as
the authoritative representative of God himself and as empowered to speak in his own
name. In practice the Church’s authority in moral doctrinal matters will be exercised
by its magisterium in reflecting and judging decisively, over the years, on crucial
issues as they come to light and demand attention: thus, all the substantive ethical
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principles cited earlier were expounded and commented on in detail by Pope Pius XII
in various letters and allocutions, particularly during the 1940s and 1950s. For a
Catholic nurse these developments in the Church’s magisterium possess a permanent
value precisely as coming with the Church’s authority and therefore ultimately by
God’s own authority. For that reason she will be convinced that she is acting reason-
able and right in adhering to those principles, striving to understand them and the
spirit that lies behind them to the best of her ability, and applying them in practice.
When justifying her attitude, she may simply say that she believes and accepts the
authority of the Catholic faith as sufficient reasons, that the Catholic faith is in many
ways a narkagp deal’ and that nart of the nackaoe econcicte in the maral nrineinlag
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question. These principles, she may add, are both clearly true in themselves and in
addition, are so closely bound up with the moral teaching of the Church that it is rea-
sonable for her to accept them and would be unreasonable to do anything else.

I believe that this description applies, accurately enough, to the Catholic nurse
who takes her religious belief and commitment seriously and is concerned to act on
its implications for her nursing practice. An attitude that would come naturally to
(say) a protestant nurse belonging to one of the reformed churches would naturally
be very different. Admittedly, the substantive moral principles to which she would
appeal might not be greatly different from those appealed to by the Catholic nurse;
but her convictions, regarding the evidential basis for these beliefs and the grounds
she has for accepting them, would differ markedly. For protestants tend to reject not
only the claim of the Catholic Church to speak on doctrinal and moral matters with
a divinely-granted authority, but also reject even the idea of the Church itself as a vis-
ible, structured association of baptised believers with authority to speak in the Lord’s
own name and pronounce judgment on matters of right and wrong in war, politics,
health-care, or any other field. For protestants the sole authority in matters of faith
and morals is God’s own word in the Scriptures, and whatever can be learned deci-
sively about what is right or wrong is to be gained ultimately by examination of and
reflexion upon God’s own word. On this view, some purely human authority could,
in a sense, have a claim on this allegiance, but only through an individual Christian’s
holiness and spiritual insight and knowledge of and devotion to the Biblical faith.
Such a person, steeped in the Scriptures, prayerful, and reflective in his personal life,
could be reasonably trusted to judge about problems of morality and human conduct
from the correct, God-centred perspective, but even so, his personal qualities of
knowledge and insight would by no means prevent him from making mistakes in rea-
soning about ethical problems. Wherever there is a practical unanimity of view
amongst committed orthodox Protestant believers—as there is, for example, in rejec-
tion of euthanasia—the individual believer could argue that he is acting reasonably,
given his belief in the Christian and Biblical faith, in choosing to follow the advice
which they thus offer him with a united voice.

It is naturally a matter for dispute as to whether, and to what extent, the
Scriptures themselves are really capable of giving us everything that we need in this
way, especially when it is, in principle, up to the individual believer to examine them
for himself and try to work out the guidance which they provide on a particular sub-
ject. A critic could argue that the Bible is simply not the sort of book that one can use
to ‘read off” a systematic moral theory, because it needs to be read and interpreted in
the light of genuine Christian tradition, and that even in a large part of the New
Testament that contains concrete moral teaching, (e.g., the epistles of St. Paul) there
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is still much that is obscure and fragmentary, much that needs interpretation and sup-
plementation by appeal to that tradition. Clearly this is an argument that could be
pursued a good deal further than I am able to do here. The crucial point that I wish
to defend here is a matter of principle, which can be defended without having to enter
into such controversial questions. It is that someone may act reasonably in following
the prescriptions of an authority which he recognises as decisive; or at the very least,
that an opponent could not, without a good deal of further argument, pronounce that
option to be unreasonable. The Christian believer does not conceive his acceptance of
a guiding authority in matters of moral judgment as a sort of irrational, blind choice
of one option against another; he believes, rather, that there are good reasons for
accepting the Christian faith. Suppose, then, that these good, sufficient reasons real-
ly are concrete because there are justifiable, rational grounds for choosing to accept
the Christian faith. Then there is a rationally-justified system of religious belief which
is offered for our acceptance, and which is rationally justified precisely because it
comes to us ultimately with the authority of God himself. If the Christian faith, as
thus conceived and accepted, involves a definite moral teaching, expressed in stan-
dards of right behaviour which are considered to be binding on human beings, then
the believer’s acceptance of those behavioural standards and actions in conformity to
them will be justified. After all, if the believer is justified in accepting the Christian
faith, he is also justified in accepting the moral teaching which is part and parcel of
it.

One who takes this view of authority in ethical matters is surely not obliged, as
arguably one would be on all the alternative views, to engage in rigorous philosoph-
ical argumentation about fundamental issues in ethics. One simply accepts, for what
one believes are good (but largely non-philosophical) reasons, a whole set of religious
beliefs and way of life, including the applied ethical teaching which is an integral part
of that way of life. There are, of course, philosophical questions and difficulties that
arise here, and the Christian believer may wish to investigate them from a strictly
philosophical point of view. What is being argued here is only that the believer is not
obliged to engage in this philosophical task. For the nurse facing ethical difficulties in
her work, the position is very much the same: she can say that she is happy to leave
the necessary task of philosophical argumentation to others and to take her stand on
the moral teaching and tradition which is part of her faith. Of course she has to under-
stand that moral teaching adequately and apply it intelligently in practice. But clear-
ly there are limits to the amount of philosophical or theological involvement that she
has to display. Depending on ability, temperament, and opportunity, nurses will vary
in the intellectual depth to which they are able to penetrate the moral teaching, based
on religious tradition, which they all accept; and this is surely as it should be.

1. Cf. The court report, “Father wins inquest on wife’s death in childbirth”, by Sandra Laville, in The
Daily Telegraph, 23 June, 2000, p. 5.

F J Fitzpatrick, PhD, works as a civil servant in Birmingham, UK

187



Vol 18:3, Fall 2002

BOOK REVIEWS

Ward Ethics: Dilemmas for Medical Students and Doctors in Training
Thomasine K. Kushner and David C. Thomasma, Editors

Cambridge: Cambridge University Press, 2001

ISBN 0-521-66452-7, 265 pp., paperback, $30.00

Those of us who have followed medical ethics for a decade or two probably accept the recent
division into ‘Bioethics 1’, covering for example the older issues of abortion and euthanasia, and
‘Bioethics 2’—pre-implantation genetic diagnosis, cloning, nanotechnology, etc. But there is a
third category of health care ethics which particularly interests current and former clinicians like
me—the ethics of everyday practice, the ethics of the clinical world, or, as the editors of this col-
lection of cases and commentaries have termed them: ‘Ward ethics’.

Thomasine Kushner and David Thomasma are also co-editors of The Cambridge Quarterly
of Health Care Ethics. They have compiled a series of more than 80 case studies from around the
world and invited leading ethicists and clinicians to comment on them. They felt the need to do
this after years of listening to medical students and trainee doctors and have, according to the
blurb, produced ‘an essential guide to coping with the ethical dilemmas of those embarking on
their medical careers’.

But have they? In the first place, this book is marketed worldwide but is heavily dominat-
ed by examples and comments from the U.S. Of the 46 invited commentators, 33 are from the
U.S. The others are from Argentina (1), Canada (2), Denmark (1), England (2), France (1), Israel
(1), Italy (1), Japan (1), and The Netherlands (3). Although the case studies sometimes suggest
a country of origin it is not usually possible to be certain, but a similar proportion of the cases
seem to be from the U.S. While the fundamental principles of the ethical dilemmas in question
apply anywhere, the precise problems are very culture-specific, and U.S. medical culture is very
different from European medical culture. So much so, there has to be a glossary translating U.S.
terms for us Europeans!

My second reason for suggesting that this book is not best aimed at ‘those embarking on
their medical careers’ is that it is a heavy read. Although often human and even humorous, it is
also an academic work, using the precise (and therefore cumbersome) language of social scien-
tists and professional ethicists. In short, for students and doctors in training the book could have
been a lot shorter.

But I think this book is excellent, so for whom do I recommend it? This is a book that
should be read by those who teach students, by those who train doctors, and by those who over-
see undergraduate and postgraduate medical education. Whilst I am grateful (I think) that I
trained in London and not in the U.S., the sorts of abuses of students and juniors which are
detailed in many of the case histories sadly take place wherever medicine is taught. And they
leave their mark: the students and doctors ‘often for the first time, reveal cases that continue to
cause them discomfort and distress, even though in some cases years have passed’. The anec-
dotes illustrate pressures to perform procedures (often, unbeknownst to the patient, for the first
time); problems in truth telling; setting boundaries; conflicts of socialisation in becoming a team
player; argot, jargon, and questionable humour; questioning authority and the status quo; and
observing peers or superiors commit an act deemed unethical. Reading these, it is impossible not
to realise how ward ethics can in practice become the ethics of survival (for the student or
trainee), and how bad habits can be perpetuated when that once idealistic student later gets into
a position of power over others.

I found the section ‘on becoming a “team player”, searching for esprit de corps and conflicts
of socialisation’ the highlight. Three primary models of team operation are described—the mil-
itary model (running ‘a tight ship’ in order ‘to win the war’), the sports model (‘playing by the
rules’), and the repair model (‘the body as machine’—‘making patients as good as new’) but are
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discarded in favour of the collaborative model (‘everyone has his or her own contribution to
make’). The interpersonal relationships within and without the team that flow from these dif-
ferent models have a considerable impact on ward ethics!

The nature of the advice from the experts is sound, and at once both radical yet conserva-
tive. Readers of Ethics & Medicine will feel comfortable with almost all of it, and occasionally
there are pearls which are clearly Christian. Advocating a genuinely ‘patient centred ethic’, this
challenging book will improve the ward ethics of any reader. Even so, I suggest the publishers
target this one at teachers and come up with a shorter and more truly international companion
for medical students and doctors in training.

Andrew Fergusson, MRCGP
Centre for Bioethics and Public Policy, London, ENGLAND

The Nurse Apprentice 1860-1977

Ann Bradshaw

Ashgate, Aldershot UK, Burlington USA, 2001

ISBN: 0 7546 0172 2, vii + 267 pp., hardback, $79.95

This is a history of the rise and fall of the British apprentice model of nursing, which was initi-
ated by Florence Nightingale and which was to gain not only national but international receg-
nition before it had to yield to the more academic model of nursing developed in America. The
tone of the book is somewhat nostalgic; one feels that Ann Bradshaw regrets the demise of the
apprentice tradition fostering virtues characteristic of nursing understood as a call, almost on the
model of a religious order.

The book begins with an examination of the Nightingale principles of nursing first imple-
mented at St. Thomas’s Hospital, in London, in the 1860s. It is argued that Florence
Nightingale’s Christian faith was of basic importance for her understanding of nursing as a voca-
tion and also for her view that the nurse must be of good moral character; that is to say, tem-
perate, sober orderly, honest, trustworthy, cheerful, neat and tidy, and respectful of her superi-
ors. It is shown that Florence Nightingale had a hierarchical and authoritarian view of the pro-
fession. The matron was at the top, seconded by the ward sisters; and, needless to say, the nurse
was to respect the authority of the doctor. She had to obey and to learn from her superiors.
Trained by her superiors in the work place, the nurse learned basic nursing skills as well as per-
sonal skills. She learned to take a genuine interest in the patient. She also went to lectures, and
she had to sit a written examination in addition to her practical examination. Ann Bradshaw
describes Nightingale’s vision of nursing as a ‘synthesis of art and science’.

On the basis of a meticulous study of documents, it is shown how the Nightingale’s tradi-
tion gained ground worldwide. Textbooks written by matrons, ward sisters, and tutors from the
late nineteenth century until the 1980s are examined in order to illustrate the nursing ethos
dominating hospital wards for about a century. This, we are told, was an ethos characterised by
sensitivity towards the patient and a great humility. No task was ever considered too menial. The
human body was viewed as a temple of the spirit to be approached with respect. The nurse
learned to be gentle and kind. And, so Ann Bradshaw insists, only the. Nightingale apprentice-
ship method of training with its strong spiritual dimension could achieve this.

As amply illustrated by the author, the practice of registering nurses, which was introduced
at the beginning of the twentieth century, was preceded by a lengthy and heated debate. Those
who argued in favour of registration held that it was necessary to protect nurses from exploita-
tion and also to standardise training and practice. It was also argued that registration would
improve the status of nurses. Those who argued against registration thought that it would lead
to an emphasis on technical skills, as opposed to vocational care. And they feared that this would
enable morally unsuitable women to enter the profession. The opponents of registration also
thought that the system would be difficult and costly to implement. But the profession was grow-
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ing and regulation was inevitable. And, according to Ann Bradshaw, the registration of nurses
did not threaten Nightingale’s vision of nursing as the integration of art and science, although
the standardisation of training and the introduction of a national training syllabus entailed a new
emphasis on the scientific side of nursing.

It was not until the 1950s that the American influence began to be felt, we are told. Then
questions were raised about the training of nurses. Thus it was increasingly questioned whether
the British nurse should continue to be trained in the hospital according to the apprentice tradi-
tion or whether she should be trained according to a college-based degree programme, as her
American counterpart. There can be no doubt about Ann Bradshaw’s loyalties. One clearly sens-
es a degree of hostility towards the American model when she writes that the American nursing
model is nurse-centred, whereas the British Nightingale tradition was patient-centred.

But the American influence was not to be reversed. Increasingly there was a shift away
from the apprentice model, as witnessed by nursing journals and parliamentary debates in the
1960s. Analysing the gradual change of attitude that can be perceived in the leading nursing
journals, and other documents at the time, Ann Bradshaw shows that the Nightingale view that
the nurse’s moral character was fundamental to her professional practice was seriously chal-
lenged from many sides and that nursing was coming of age a secularised profession. Seeing her-
self as a professional, the modern nurse expects herself to assume individual responsibility in a
way unheard of before. Lamenting this trend, Ann Bradshaw writes: ‘increasing the profession-
al status of the nurse meant decreasing the vocational ethic and attracting a differently motivat-
ed recruit, the implications of which have yet to be fully realised”.

In conclusion, the author’s bias in favour of the Nightingale apprentice tradition of nursing
as a vocation and service may irritate the advocates of nursing as profession, who may see the
Nightingale tradition as vestige of the Victorian area. However, the richness of the source mate-
rial and the percipient analysis of the same make this book an important contribution to the his-
tory of British nursing.

Agneta Sutton, Ph.D.
Head of Research Centre for Bioethics and Public Policy, London, ENGLAND

The New Medicine: Life and Death After Hippocrates (Revised Ed.)
Nigel M. de S. Cameron

Highland Park, IL: The Bioethics Press, 2001

ISBN 0-89107-645-X, 187 pp., paperback, $17.95

At a recent bioethics seminar, I may have unknowingly picked up the last remaining copy of the
previous printing of The New Medicine: Life and Death After Hippocrates by Nigel M. de S.
Cameron. 1 was attracted to the book because of my interest in ancient history, and wanted to
read the text of the Hippocratic Oath along with an analysis. I found both, and more that I had
not expected.

A revised edition has since become available. This printing contains a new forward and the
same text as the original edition. In the forward, Cameron addresses the changes in public health
care policy and the privatization of biomedical research that have occurred over the last decade,
setting the stage for the still timely content of The New Medicine. The rest of the book evaluates
modern medical ethics in light of the over 2200-year-old tradition of the Hippocratic Oath.
Cameron covers the origins of the Oath and the strength of its statement and practice. He then
provides an example of medicine operating without the Oath and comments on recent views of
the Oath. Finally, he discusses the potential of the Hippocratic tradition to remain in modern
medical practice and a glimpse into two futures: medical ethics with, and without, the Oath.

The New Medicine asserts that the Hippocratic tradition is “a tradition of healing” (p. 129).
Cameron traces its origins, history, and future. The book’s thesis is that the Hippocratic Oath and
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practice 1) hold the physician to the highest standards of medical practice, and 2) can provide
the patient with the kindest care.

Let me relate a few of the ideas that I found most compelling in The New Medicine. The
first two chapters cover the text of the Hippocratic Oath, the historical context of its origin, and
how the tradition elevates the standard of medical practice. Cameron relies heavily on The
Hippocratic Oath, a monograph by Ludwig Edelstein (1943). Edelstein identifies the Hippocratic
Oath and tradition as a minority view that grew out of the Pythagorean School. Competing
philosophies and ethics in this era accepted and promoted infanticide, euthanasia, and suicide.
Modern advocates of abortion and euthanasia used the idea that Hippocratic medicine was a
minority view to claim that ancient society accepted such practices. Cameron takes exception to
this view, pointing to the rise of pre-Christian Hippocratism. The tradition was accepted by vir-
tually all practitioners only a short time after its introduction; the unstated conclusion is that
Hippocratic medicine expanded into an ethical vacuum.

The strength of the Oath lies in its covenant between physician, patient, and God, and its
“obligations of philanthropy and the sanctity of life” (p. 64). Also significant is its language, the
practices forbidden, and topics or practices that are omitted. Cameron asserts that the negative
statements (against abortion and against giving poison to patients) lend strength to the ethic of
the Oath.

Is there a recent example of medicine losing hold of its Hippocratic tradition? What does it
look like? What are its practices? Chapters 3 and 4 offer a history of German medical practice
over the first half of the twentieth century and the marginalization of parts of the human popu-
lation under utilitarian, non-Hippocratic medicine. The disturbing example Cameron gives traces
the lapse of medical practice concurrent with Germany’s involvement in World War I and con-
tinuing through World War II with the horrors perpetrated by the Nazis. The title of chapter 4,
“The Margins of the Human Race,” aptly describes the rationale that tends to arise when the
Hippocratic tradition is replaced. “Margins” refer to groups of people defined by a society as lack-
ing worth or status, or even being non-human!

Cameron argues that the Hippocratic tradition is one of healing. If so, what has replaced
healing in modern medicine? Not surprising are such things as managed care, procedures
instead of care giving, and a disconnection between doctor and patient. Surprising is the ethic
of relief of suffering. This is one of the notable omissions from the Hippocratic Oath. Not that
the practitioner of the tradition is not compassionate, but this ethic (relief of suffering) is rela-
tive and redirects medicine from healing and “Do no harm.”

Is Hippocratism an outdated relic of history? The parallels between today and the ancient
time of the original Oath, with respect to infanticide and euthanasia, suggest otherwise. The last
chapter discloses Cameron’s ideas on the prospects of the Hippocratic ethic in the future of med-
icine.

In light of recent health care changes, medical advances, biotechnical breakthroughs, and
current bioethical debate, The New Medicine remains a timely introduction to the history of
Hippocratic medicine and a relevant critique of the modern movement away from that tradition.

J. David Van Horn, Ph.D.
University of California Berkeley, California, USA



