


Annual Ethics 
Committee Workshop 

A s the Midwest becomes more 
diverse, in cultures and in 
religions, we frequently are 

queried on how to deal with patients 
of other faiths. The question generally 
is "HOW do you deal with a (Moslem, 
Buddhist, Jewish) patient who is dying?". 

Toward the end of responding to 
those questions, the 1996 Ethics 
Committee Workshop will feah~re 
religious leaders from four faiths 
outside of Christianity, and one from 
within: Jehovah Witness, Jewish, 
Buddhist, Islamic, and Native 
American religions. 

We believe that although there are 
many similarities, there are also many 
differences that surface when we are 
dealing with seriously ill and dying 
patients. Some issues that we will be 
considering are: the religious perspec- 
tives of the value of suffering, the 
meaning of life after death, and the 
treatment of the body after death. 

We believe deeply in mutual respect 
with all diverse faiths. We think 
further, that the more we know about 
the values and norms of different 
faiths, the better we are prepared to 
deal with our patients who hold 
different religious perspectives. 

This workshop is now in the 
planning stages. At present we are 
seeking funding to accommodate as 
many people as possible at a reason- 
able registration fee. The ~vorkshop is 
geared to pastoral care, clergy, 
physicians, nurses, medical social 
workers and interested laypeople. The 
workshop is scheduled for March 15, 
1996. To receive a brochure, please call 
us at 4021280-2017 or 280-2010. 
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M embers of the Center for 
Health Policy and Ethics have 
been the major contributors to 

formal ethics instruction in the School 
of Pharmacy and Allied Health 
Professions. Since 1983, the Pharmacy 
Division has required a three- hour 
course in ethics. With the introduction 
of the Occupational Therapy program 
in 1986, a required ethics course was 
also a component of the curriculum. 
The ethics requirement in the newly 
established Doctor of Physical Therapy 
program was, therefore, anticipated. 
The physical therapy ethics course was 
developed by Center members, Drs. 
Amy Haddad (who is Associate Dean 
of Pharmacy and Allied Health), and 
Ruth Purtilo and Physical Therapy 
faculty member Dr. Gail Jensen. 
Building on Amy Haddad's prior 
experience in the other courses in the 
School of Pharmacy and Allied Health, 
and the particular physical therapy 
expertise of Drs. Jensen and Purtilo, a 
two credit required course was 
introduced in the Fall, 1994 semester. 

The course is designed to prepare 
physical therapy students to approach 
ethical dilemmas objectively with a 
thorough understanding of moral 
responsibility. Current theories, 

constructs and methods of ethical 
analysis were introduced. Since there 
is relatively little written about the 
specific ethical concerns of physical 
therapists, the 48 students were 
required to work in pairs to develop 
and refine original case sh~dies 
describing ethical problems that might 
be encountered in physical therapy 
practice. Students were encouraged to 
talk to members of the physical 
therapy faculty and clinicians in the 
comm~mity to discern the types of 
ethical problems common to everyday 
practice. In addition to creating the 
case study, the students were asked to 
analyze the case based on the material 
taught during the didactic component 
of the course. The students also 
presented their original case studies 
and analyses to their peers. Examples 
of the types of cases the students 
developed and presented included the 
following ethical problems: how to 
deal with a dual-relationship with a 
patient (e.g., a patient who is also a 
friend); managing co-workers who 
refuse to work with certain types of 
patients; working in settings with 
severely limited resources and 
personnel; working with impaired 
colleagues; the appropriateness of 
sharing religious beliefs with patients 
and working with malingering 
patients in work-hardening programs. 

The course helped to meet the 
Center goal of providing every health 
sciences student with a sound founda- 
tion in ethics consistent with the high 
educational standards and mission of 
Creighton University. 

New Addition 
for Health Policy and Ethics. He is Director of Pastoral Care for Saint Joseph 
Hospital inUmaha, Nebraska, and Chair of the Saint Joseph Hospital 
Ethics Committee, A Jesuit, Fr. Clifton obtained his Masters of Divinity from 
the Jesuit School of Theology atbrkeley. Fr. Clifton is interested in the 
influence of culture and religious background upon health dpricinn 

making, and in literary-narrative approaches to moral clx 
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M edical research is a 
complex.. .practice.. .but we 
need a conception of justice 

that can take account of oppressive 
practices arising from the biases 
inherent in sexism, racism, [and] 
classism" said Dr. Susan Sherwin 
during the Center's Sixth Annual 
Women and Health Lecture. Dr. 

I 

ethical dimensions 
of women's roles in medical research. 
The presentation was based on a 
commissioned paper Dr. Sherwin 
prepared for the distinguished 
Committee on Legal and Etlucal Issues 
Relating to the Inclusion of Women in 
Clinical Studies, Institute of Medicine, 
Washington, DC in 1993. 

Dr. Shenvin broadly defined 
oppressive practices as those arising 
from a systematic discrimination 
against selected social groups. She 
grounded her remarks in the premise 
that health care instihitions have been 
complicit in sustaining oppression 
related to women and research. She 
countered this with the positive 
observation that institutions also can 
play a decisive role in dismantling 
such systems and strongly affirmed 
her belief in a lack of malice or intent in 
those who might participate in specific 
discriminatory/harmf~il practices. 

Dr. Sherwin challenged the 
audience to think broadly about justice 
in ethically analyzing the situation of 
women in medical research. She 
identified this form of justice as social 
justice rather than a more traditional 
distributive justice orientation often 
used to examine practices and policy. 
A social j~istice orientation gives 

special attention to the nature of 
different relationships and the impact 
of social organizations on practices 
and policy. 

Although Dr. Sherwin summarized 
the many roles in research that women 
may occupy (e.g., investigator, subject, 
policy maker, publisher, entrepreneur, 
or fund-raiser), she targeted women as 
subjects first by pointing out the two 
broad problems of unjust exclusion 
and unjust inclusion. Exclusion of 
women from studies has meant that 
male subjects have been considered 
the "norm." Treatments and other 
health care decisions for women are 
determined from research data 
gathered solely from male subjects, a 
fact which can result in harm to 
women. Unjust inclusion may result in 
disproportionate risks borne by 
women subjects. Women can also be 
exploited when they are members of a 
more easily accessible population for 
research studies. For example, women 
who receive their primary care at 
teaching hospitals or clinics may be 
more likely to be invited to participate 
in studies than women who are seen in 
private medical practices. 

Other major ethical problems 
related to research surveyed by Dr. 
Sherwin were the medical profession's 
inability to clearly distinguish 
established therapeutic practice from 
innovative therapy or research, the 
processes by which research agendas 
are currently set, and the resulting 
research agendas. Each, she proposed, 
has created problems for women. 
Additionally, women have paid a very 
high price for inappropriately applied 
treatments, for example DES and the 
resulting cancer in the daughters of 
women who took this medication. 
Dr. Shenvin cautioned against the 
seemingly objective, scientific 
processes at work in the setting of the 
national research agenda and the 
resulting priorities established for 
medical research. She concluded 
that medical research priorities and 
practices need to include careful 
reflection on the cultural and social 
context in which we live: 

"We need to become much more 
attentive to the rela tionship between 
how we, as a society, choose to create 

knowledge about the natural world 
and the kind of world such knowledge 

I 
makes possible. The social and 
political structures that frame science 
influence the results that emerge at 
least as much as scientific discoveries 
affect social and political structures. 
[Therefore,] it is important that we 
acknowledge the moral dimensions 
of the institutions of medical research 
and strive to foster a climate that 
promotes ... equality and social justice 
in research...". 

The Women and Health Lecture, 
held in the Creighton University 
Student Center, was attended by 
approximately 80 faculty, staff, 
students and community members. 
A reception was held following the 
lecture and discussion. 

Back to Reform 
Cl~nrl's D011g/irrl!/, Pl1.D. - Fncirlty Associotc 

irr tlrc Colter for Hidtli Policy mid Ethics, mid Vice 
Pri?sidozt for Acndmic Afnirs, thc follo.roirty is 
a~!q?tcd/ronr Itis/o~thcornir~g book Back to Reform: 
Values, Markets, and the Health Care System 
(relensc dote jnrzimry 1996, O ~ f o r d  Uf~iixrsi ty  
Prcss.) 

T he central goal of health care 
reform-assuring universal 
access-seems to have 

disappeared from the political agenda 
and from the American conscience. But 
it cannot long be avoided because it is 
linked to three values that are rooted 
deeply in our nation's history. 

DIGNITY 
One of the most significant moral 

values shaping American experience is 
respect for persons grounded in a 
conception of human dignity. The 
concept of dignity entails that each 
individual has a special, incalculably 
great value- a value to be distin- 
guished in principle from the price of 
things. One source of the concept of 
individual dignity is religious. Most 
specific religions within the Judeo- 
Christian framework ground the idea 



Back to Reform 

of the special worth of each individual 
in lus or her spiritual destiny and 
relationship to God. The most significant 
secular source of the same value is the 
European Enlightenment and its 
American expression in commitment 
to explicit and enforceable individual 
rights. 

An important consequence of 
commitment to human dignity is the 
claim of a right to a basic package of 
health care services and determining a 
means of delivering and financing it 
for all Americans. These issues are 
special challenges in a libertarian 
climate of deep distrust of govelnment 
and commitment to an exaggerated 
form of individual freedom. 

THE LEAST WELL-OFF 
Protection of the least well-off is a 

moral value and serving their health 
care needs a consequent moral impera- 
tive. This value and obligation have 
explicit biblical roots, but can also be 
grounded in a secular sense of justice. 
Americans who are poor, less 
educated, and members of racial and 
ethnic minorities, have been 
underserved by the health care system 
and bear disproportionate burdens of 
morbidity and mortality. Moreover, as 
the health care system changes under 
market pressures, these groups (as well 
as children, the frail elderly, and those 
with long-term mental and physical 
disabilities) are less able than others to 

assert their own interests in 
the process. The role of 
special interest money and 
lobbyists in the defeat of the 
Clinton plan demonstrated 
that wealthy and powerful 
interest groups will find 
ways to protect their own 
interests. Less well-off 
Americans will have to rely 
on others to advocate for 
them. 

Barriers to effective 
realization of this moral 
value include the increased 
coarseness and selfishness 
in national life and the 

Ctwter AssorirVr Clrarles Dorrglrrrl!y 111et rirst Lnhy Hillnry Clirrtorl nt n 
s~rrrtrt~er 12%itc~Horrsegntlreririg of lrenltli cnre refonrr nduocntrs. 

marked tendency to devolve into "two 
Americas": a successful, optimistic, 
and largely white majority versus a 
defeated, alienated, nonwhite minority. 
Establishing universal access to health 
care would go a long way toward 
realizing the value of protecting the 
least well-off, though members of these 
groups require more than equal 
treatment to compensate for the health 
status disadvantages they experience. 

THE COMMON GOOD 
A barrier to caring for the least well- 

off is the general problem of caring for 
others in a society with a strong 
disposition toward excessive individu- 
alism. Balance demands that the moral 
value of respect for the dignity of each 
individual person be yoked to the 
moral value of senrice to the common 
good. Persons are inherently social, 
deriving much of what makes them 

'iron- individuals from their social em ' 

ment and relationsl~ips with others. 
The American health care system 

itself has deep social roots. It is based 
on clinical practice, experimentation, 
and science. The system has benefitted 
also from important public invest- 
ments, especially in the construction 
of hospitals, education of doctors, and 
funding of care for the elderly. The 
moral value of service to the common 
good also underscores the need for 
greater stress on public health and 
preventive measures and for more 
opportunities for public input in to 
decisions that shape the evolution 
of the health care system. The common 
good is advanced when every American 
is assured access to health care. 

These values are the grounds for the 
demand for genuine health care 
reform, reform that includes universal 
access. Their strength is too strong to 
ignore. Sooner or later they will bring 
us back to reform. 
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