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Ethics and Universal Coverage 

D uring his State of the Union 
address, President Clinton 
repeated his offer to com- 

promise i n  most of the specifics of 
health care reform. But with a 
dramatic wave of his pen, he 
threatened to veto any proposed 
reform that does not guarantee 
universal health insurance coverage to 
all Americans. Politics aside, what is 
thc mora! justification for putting 
universal coverage in its own 
category? Essentially, there are three 
different kinds of reasons. 

First is the claim that some 
amount of health care is a human 
right. Thus the systematic financial 
barrier to care created by lack of in- 
surance violates a fundamental right. 
Plainly, this is not a right that was 
articulated at the founding of the na- 
tion. It is not even implied in the Bill 
of Rights. But many of our contem- 
porary rights, even very basic ones 
lik-e education, have evolved with 
changing moral sensitivities. 
Moreover, health care itself has 
changed dramatically. Twu hundred 
years ago it was largely ineffective 
folklore. Today it is a powerful force 
for curing disease and preventing 
premature death. As modern health 
care developed in this century, one 
nation after another made coverage 
for a basic package of health care a 
right. Today the United States stands 
alone among industrialized liberal 
democracies in not guaranteeing this 
right to all citizens. 

Assuring universal coverage is 
also a powerful assertion of national 

solidarity. It is one way a country can 
express a collective sense of decency. 
No society can deliver everything 
health care can offer to all of its 
citizens. The cost of this kind of com- 
mitment would be prohibitively ex- 
pensive. But delivering some basic 
package of benefits to all provides a 
moral baseline, a declaration that no 
member of the community will have 
l ~ s s  care than a pblicly-defined, 
decent minimum. Such an assertion 
at this time in our national life would 
be a powerful response to the 
growing chasm of "two Americas'l 
a prosperous, positive majority and a 
disadvantaged, alienated minority. 
In this sense, health care reform can 
contribute to a cultural healing. It can 
symbolize America's resolve to share 
the benefits of health care as one 
national community. 

Additionally, there are two practical 
reasons why universal coverage 
deserves the status of a non-negotiable 
in the health care reform debate. The 
uninsured do receive health care. 
Because they cannot pay for it, some- 
one else must. Until everyone is 
covered, their uncon~pensated care 
will be passed on as a hidden tax to 
other payers. This cost shift is one 
reason why health care charges make 
so little sense and why health care 
costs continue to escalate. 

Finally, a great deal of the care 
the uncovered do receive is provided 
in the nation's emergency rooms. 
By its very nature, care in this site 
cannot be timely and continuous. 
It is less likelv to be ~ersonal  and 

comprehensive. In short, emergency 
care is not primary care; it cannot 
assume the role of the missing family 
doctor. Until there is universal 
coverage, this misuse of resources 
will persist and with it the poor 
health status that is to be expected 
from an irrational and inhumane 
arrangement. 

Given the complexity of the 
health care system, our grandchildren 
may still be debating ways to improve 
the delivery system, to maintain high 
quality, and to contain costs. Let's 
hope that they are not still debating 
universal coverage. It may be 
politically unwise to leave them 
too many unresolved health care 
challenges. But it is morally wrong 
to leave them this one. 
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Health Policy in Action 
Kate Broiivz, Ph.D., is an  Associnle Professor nt 

the Cetrter; 111 the School of Medicine. Twirled 117 

anthropology a i d  prrblic kealfh,  she brirgs a cross- 
cultirral perspective to the study of health policy 
a i d  elhics. 

I n a world of PACs and lobbyists 
representing powerful interests, it 
is not surprising that those without 

such clout sometimes question the 
effort of trying to influence policy at 
all: Why write to a representative? 
Why testify? Why even vote? 

Kale Brown, Ph.D. 
- ~ - - -  .- -~ - - - -  ~ 

munity organizer 
and her colleagues, I am haviig the 
opportunity to re-examine the basis 
for my own cynicism in this regard. 

"My name is Donita. Smith. I am 
here today because I want you to 
know how these Medicaid cuts will 
hurt-hurt me and hurt my family. 
I am the "Medicaid Mother" you are 
talking about today. . ." Ms. Smith's 
voice gathered strength and eloquence 
as she held the rapt attention of the 
members of the Nebraska Unicameral 
Health and Human Services Commit- 
tee last Spring. This was her first visit 
to a state capitol building and first 
public telling of her story. 

Ms. Smith was accompanied by a 
group of women whose personal 
experience with Medicaid motivated 
them to speak against legisIative 
proposals to cut Medicaid expenditures 
for poor women and children. In 
preparation for their testimony, Julie 
Kalkowski and I had met with several 
Medicaid beneficiaries at the St. 
Martin de  Porres Center, a social ser- 
vice agency in North Omaha where 
Julie coordinated the Vision of Hope 
program. During one of these 
meetings, Jim Cunningham, Executive 
Director of the Nebraska Catholic 
Conference, provided a helpful over- 
view of the proposed legislation and 

hearing process. Our concern had 
been that poor women and children's 
benetits would be forfeited in the 
debate, even though their care is the 
least costly part of the program. 
Ironically, only a third of Medicaid 
spending finances care for mothers 
and children who receive Medicaid 
through their ADC eligibility. Most 
Medicaid expenditures reimburse 
health care providers for long term 
care of disabled and elderly patients. 

Three women testified that day. 
In doing so, they had gained a new 
sense of their own power to effect 
change even before knowing the 
legislative outcome. It was my 
privilege to catch the spirit of their 
personal victories: I am pleased to 
report that the cuts were not as deep 
as we had feared. 

Buoyed by the visible success 
achieved in this effort, Julie and I 
have continued to assist women to 
express their views regarding the 
proposed Medicaid transition to 
managed care. One night Chris 
Wright, Medical Director with the 
Nebraska Department of Social 
Services, visited with a group at 
St. Martin de Porres Center to learn 
about their particular health care 
needs and concerns about managed 
care. On several other occasions, 
women have assembled to write let- 
ters to Mark Horton, Director of the 
Nebraska Department of Health and 
Chair of the Managed Care Commis- 
sion; to their delighted surprise, Dr. 
Horton answered the letters, thus 
reinforcing their sense of influence. 
At the most recent Commission 
hearings in Omaha, the dignified 
testimonies of Darlene Adams and 
Angela Kirk carried an impact that 
was felt by all in the room. 

1 Institute. In early March we 
mailed the above brochure outlining 
the Institute activities. If you did not 
receive a copy, please contact me. 
I would be happy to send you one. 

The theme for the week, "Individuals 
and Communities", highlights the 
challenges professionals face in striving 
to respect the dignity of individuals 
while serving the common good 
of communities. It should be an 
exciting, challenging week. 

Speaking of challenges, I need to 
finish completing the applications for 
continuing education credit, arrange 
for copy reprint releases, select 
menus, mail confirmation letters, 
etc. . . (you get the idea). So don't 
delay, call me, Nanci J .  Borg, Business 
Manager, 4021280-2017 for registration 
information. The faculty and I are 
looking forward to seeing you in 
June! 



RESEARCH 

Ethical Issues in Anesthesiology 

P hysicians who practice the 
specialty of anesthesiology are, 
like all phvsicians, obliged to 

provide care ih h e  best inter& of 
their patients. In the context of a 
busy clinical practice many situations 
occur in which an understanding of 
the theories of bioethics helps shed 
light on the best course of action. 
In addition, the inevitable "ethical 
dilemma" occasionally occurs and 
calls attention to the importance of 
balancing values and principles when 
they are in conflict. 

Anesthesiology and its sub- 
specialties (pain management, critical 
care, etc) often involve the care of 
patients at pivotal times in their lives. 
Specialized procedures to help with 
the pain of delivering a baby, care 
of the patient during all forms of 
surgical intervention, management of 
chronic pain due to cancer or other 
causes, and many other situations 
involve the expertise of the 
anesthesiologist. The complex 
interactions between patients, family 
members, other physicians and health 
care providers, and institutions such 
as hospitals and insurance companies 
require a clear focus of dedication to 
the patient. 

One expression of this dedication 
is a respect for patient autonomy and 
the right to self determination which 
is central to the daily practice of 
clinical anesthesiology. Obtaining 
informed consent prior to the ad- 
ministration of anesthesia is essential. 
This can introduce an interesting 
dynamic, as most patients have 
already discussed other options with 
their surgeon and decided to go to 
surgery. Then an anesthesiologist 
suddenly introduces the risks of 
anesthesia. This can often cause the 
patient significant distress, but is a 
necessary part of good patient care. 
Patients must have this information to 

make an informed decision concern- 
ing their care. 

An example of a dilemma that 
arises is when patients who have 
requested do-not-resuscitate (DNR) 
status are scheduled for surgical 
procedures and there has been no 
discussion as to how cardiopulmonary 
arrest will be handled in the operat- 
ing room. The administration of 
anesthesia usually requires various 
forms of "resuscitation", not the least 
of which is endotracheal intubation, 
ventilatory support, and the use of 
medications to support blood pressure, 
heart rate, etc. The importance of a 
discussion between patient, family, 
and physicians cannot be overstated. 
Most, understanding the situation, 
elect to rescind the DNR order until 
the procedure is over. On the other 
hand, patients do have a right to 
refuse any form of medical therapy 
and may request no resuscitation. 
Hospital policies requiring that DNR 
status be automatically rescinded for 
surgical procedures are not uncom- 
mon but do not respect the patient's 
right to self-determination. The 
anesthesiologist, primarily responsible 
for life support during surgery, ob- 
viously plays a critical role. Guidelines 
for the ethical approach to the surgical 
patient with DNR status have recently 
been developed by the Committee 
on Ethics, American Society of 
Anesthesiologists. 

Other ethical issues and dilemmas 
also confront anesthesiologists. As 
experts in the use of medications and 
procedures to prevent, alleviate, and 
reduce pain, they are becoming 
increasingly involved in the treatment 
and management of both acute and 
chronic pain. Providing comfort and 
relieving suffering is at the core of 
the physician's obligation. However, 
sometimes patients become addicted 
to ~ a i n  medications, or are unable to 

be relieved of their pain through 
medications except in doses that are 
perilously close to being lethal. In 
pain clinics patients often are asked 
to give up their autonomy in order to 
overcome dependence on medications 
and other habits that no longer are 
effective for pain management. 

All physicians utilize theories of 
basic, social, psychological, and 
pharmacological science to effect the 
health and well-being of patients on a 
daily basis. We do not often reduce 
clinical decisions to their theoretical 
roots, but they are there never-the- 
less. Similarly, decisions involving 
medical ethics principles of respect 
for individuals, doing good, avoiding 
harm, and justice, and the theories 
underlying them can help delineate 
the best course of action in clinical 
situations. 

- 
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Announcements 
Logic of the Psyche: Bioethics 

and Women's Stories, May 2, 1994 

+= 
4th Annual Summer Institute 

on Ethics and Health Care, June 
13 through June 17, 1994 * 

Ethical Dimensions of Pharma- 
ceutical Care, Sept. 30 - Oct. 2 * 

For more information, please 
call 4021280-2017 



Teaching Through the Clinical Ethics Series 
~ u f h  B. P~rrlilo, Ph. D., is Prqitssor of 

CIiriiml Ethics nt thc Cerltrr for Hrnltli Policy nr~d 
Elhirs in / h e  Scliool of Medicit~e. Sire p l a ~ ~ s  arm' 
coordinaks the Cliwicsl Eflzics Series. 

D oes the doctor have a duty to 
be compassionate? What role 
should nurses play in life and 

death decisions? How can value dif- 
ferences among members of the 
health care team be addressed con- 
structively? What steps can be taken 
to try to assure good health care to 
persons whose cultural, ethnic and 
social circumstances are different from 
their health professionals? 

These and other pressing ethical- 
social issues are the focus of a 
teaching initiative entitled The 
Clinical Ethics Series, now well into 
its second year. The series, initiated 
and coordinated by the Center for 
Health Policy and Ethics, enables 
members of the Center and its invited 
guests to engage in thoughtful discus- 
sion with clinicians and policy makers 

about some of the most perplexing 
ethical issues facing society today. 
Each session is co-sponsored, usually 
by a medical department of the 
Medical School or one of the schools 
in the Creighton University Health 
Sciences. 

One striking feature of this series 
is that each session is scheduled 
during an already existing forum for 
the co-sponsoring unit (usually a 
Grand Rounds or other regular 
meeting). The sessions are open to 
everyone and are free. Continuing 
education credit is offered through 
whatever channels exist in the co- 
sponsoring unit. Judging from the 
crowded roonls and lively discussion, 
the highly complex issues call for the 
many voices who offer their con- 
sidered opinions. 

Health Policy in Action 
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The personal sense of empower- 
ment resulting from the experience 
of being heard has continued to 
reverberate in these women's lives 
and provided me 114th a reminder 
of the profoundly transformative 
potential for citizen participation in 
the democratic process. Clearly I am 
the benefactor with this opportunity 
for "service," Now I can unequivocal- 
ly and gratefully encourage yo11 also 
to write, testify, and vote! 

Foclrs 1s published tivice a !rear In the 
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and Ethics, 2500 California Plaza, 
Criss 11, Room 232, Omaha, SE 65178; 
Telephone (402) 280-2017. 
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