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Managed Care: An Opening Gambit? 

C enter members often are asked 
what we think about changes in 
the evolving health care market. 

In this column I will briefly sununarize 
key areas where ethicists are focusing 
attention as they engage in discourse 
about key issues. 

Almost everyone agrees that managed 
care is in its infancy as a mechanism for 
integrating the delivery and financing of 
health care. Some prefer to think of i t  as 
an opening gambit. Chess players know 
that the opening gambit is a play at the 
beginning of the game in which the 
player risks minor pieces to realize a 
greater gain. 
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Health care costs. The many varieties 
of managed care organizations (mco's) 
are designed to address the urgent 
problem of escalating health care costs 
by bringing together the delivery and 
financing of health care services. While 
present data do not provide conclusive 
results, there is reason to believe that 
this goal could be reached. 

Quality of care. Defining and 
measuring quality of care is an onerous 
task. A six part series on quality care 
which appeared in the Nnu Encylnnd 
lo111 no1 ofMsdicilic this fall highlights that 
we have been strikingly ~ins~iccessful 
to date. This, of course, creates a 
dilemma for managed care just as it 
has for our other approaches to service. 
Encouraging is that mco's generally 
direct attention to preventive measures. 
Catching symptoms before they 
develop into more serious conditions 
is consistent with our commonsense 
understanding of quality. 

Managed care's reliance on outcomes 
as a measure of quality and pooled 
outcomes as a basis for standardizing 
patient care protocols have the value of 
bringing more consistency and efficiency 
into the system. However, concerned 
voices raise the prospect that some 
groups may suffer because of short- 
comings in this approach. For instance, 
a 1995 Congressional Budget Office 
report concluded that mco's appear to 
provide health care roughly comparable 
to that of indemnity plans with the 
notable exception of complex conditions 
(e.g., depressive disorders). A large 
study of home health services found 
superior outcomes for fee for service 
patients over patients in managed care 
plans and concluded that t h s  was due to 
the number of visits by discipline in the 
two approaches, the managed care plans 
being guided by protocols that made it 
impossible for professionals to attend to 
individual variation in need. 

Another quali ty-related reason for 
watchtul vigilance as mco's evolve is the 
powerf~il incentive for professionals to 
offer fewer services. In most mco's, 
salary increases and year end bonuses 
are dependent on such savings. In some, 
i t  is also the sole means by ~vhich new 
personnel, needed equipment and 
additional services are financed. 
Underservice as the avenue of securing 
necessary goods will create deep moral 
dilemmas for well intended health 
professionals. Managed care's attempt to 
help correct for a recent tendency to 
overtreat can be justified only if it does 
not support greedy self interest, create 
moral dilemmas or, most importantly, 
lead to an undertreatment mentality that 
places the primary respect for the 
dignity of each patient on the scales with 
other goods. 

Ethicists and others mindf~d of the 
significance of effective patient and 
health professional interactions are 
identifying ways in whch mco's 
appear to support or compromise the 
quality of this relationship. Productivity 
requirements in mco's lead to pressure 
on health professionals to see more 
patients in shorter time periods, 
potentially compromising the profes- 
sional's need to "know" the patient. The 
opening mis-move of managed care that 
allowed for gag rules to be included is 
being corrected. To date, 16 states have 
adopted anti gag-rule statutes, recogniz- 
ing its negative impact on the integrity 
of the relationship when physicians 
are not allowed to speak openly about 
actual options open to a patient in a 
given plan. Numerous medical 
journal articles are appearing to enrich 
discourse and, hopefully, refine practices 
in this area as problems arise. 

Access. Worth watching closely and 
being prepared to offer correctives for 
is any evidence that managed care will 
fail to improve the lot of the already 
underserved. Who are the underserved? 
A recent J A M A  article reported that in a 
review of articles addressing ethnicity 
and race in I A M A  and the Nnu England 
lo~lrnnl ofMedicinc during 1984-1994, the 
most striking feature was the consistency 
of their findings: Deficiencies in the 
most basic components of clinical care 
for black and poor patients of all ages, 
women and men, when compared with 
patients who were white and more 
affl~ient. We at the Center are an integral 
part of the Catholic and Ignatian tradi- 
tion which puts at its orienting center 
a preferential option for the poor. It is, 
therefore, a major concern for us as to 
whether managed care will bring more 
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Report on the 
7th Annual Women & Health Lecture 
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T he interplay of politics, locus, 
person, policy and ethics has been 
captured in many ways. Rep. Tip 

O'Neil (D-MA) made famous the wit - 
"All politics is local." In Gitlin's book on 
the discussion of America's cultural war, 
he notes that "the personal is political." 
For Karen Rothenberg, J.D., M.P.A., 
featured speaker at the Center's 7th 
Annual Women and Health Lecture, 
this interplay of ethical, legal, and social 
challenges characterized the discussion 
surrounding predictive genetic testing 
and breast cancer. 

Ms. Rothenberg, the keynote speaker, 
is the Marjorie Cook Professor of Law 
and the Director of the Law & Health 
Care Program at the University of 
Maryland. During 1995-1996, she served 
as Special Assistant to the Director, 
Office of Research on Women's Health, 
National Institute of Health and has 
senred on NIH panels on prenatal care, 
the recruitment and retention of women 
in clinical studies, and the ethical, legal, 
and social implications of genetics. On 
this occasion she drew on her profes- 
sional research and senlice activities in 
the area of genetic technology. 

The discovery in the last two years 
of the breast cancer gene, BRCA1, has 
raised serious new challenges. She began 
by outlining several concerns raised by 
all genetic testing: 1) the risk of genetics 
myopia, i.e., reductionism or determin- 
ism, 2) the resort to the "quick fix" 
inherent in genetic testing potential, 
and 3) the appearance of a genetic 
"underclass" because not all will have 
access to testing. 

Against this backdrop, she addressed 
specific concerns regarding predictive 
testing for breast cancer: informed 
consent, discrimination in regards to 
health insurance or employment 
potential, privacy and confidentiality 
issues and family relationships. First, 
she compared the benefits and risks of 

informed consent, highlighting some 
risks - the value of t h s  predictive 

I 
information is unknown, there is a risk 
of misinterpretation of data, and there 
are limited clinical data. A second 
challenge is the concern with genetic 
discrimination in health insurance and 
employment. This discrimination can be 
expressed in several ways - the individ- 
ual is required to have a genetic test, the 
individual is required to share results of 
genetic testing, or there is limited 
coverage of certain conditions. Legisla- 
tion has evolved since 1991 to address 
such discrimination. The first legislation 
was passed in Wisconsin; since then 
twelve other states have passed laws 
and eighteen states, including Nebraska, 
are studying this new issue. On the 
federal level, five laws have been intro- 
duced since 1995 to address similar 
concerns. The third challenge involves 
privacy in family relationships. Who has 
a right to know? Who has a right not to 
know? Ms. Rothenberg summarized her 
presentation with emerging public policy 
questions: what criteria should guide the 
transition from research knowledge to 
market place products for genetic testing 
or treatments? Should the population 
being tested change from the present 
high-risk individual testing to screening 
of the general population? What will be 
the impact on the health of the public if 
we "geneticize" our present understand- 
ings of health, disease and illness? 

The panel respondents (Dr. Henry 
Lynch, Dr. Amy Haddad, and Debra 
Tomlinson Hoffman) raised several 
ethical, public health, distributive justice, 
and other public policy questions. 

Ms. Rothenberg concluded by 
reminding us that, in essence "all politics 
is local" insofar as breast cancer person- 
ally may affect everyone's life and well 
being. She urged participation at the 
state level in promoting public policy 
to address the concerns she raised. 



A Center Member's Reflection: Physician-Pa tien t Communication 
and Informed Consent in the Periopera tive Setting 
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I am a clinician who cares for patients 
daily in my practice of anesthesiology 
and pain management. These sub- 

specialty areas require the frequent use 
of procedures that are fraught with 
risk and which, not surprisingly, 
cause significant stress for patients. 
An important part of this interaction is 
communication. Communication in the 
physician-patient relationship is valued 
because of its usefulness in achieving 
patient trust and understanding. I t  also 
enables the patient to become an active 
participant in the decision-making 
process, an important ingredient in 
patients' expectations today and an 
integral part of the modern medical 
ethos as well. Since the patient's well 
being is the standard of success in the 
physician and patient encounter, it 
is easy to understand that good 
communication lies at the heart of 
this rela tionship. 

Still, little has been done to take into 
account how communication demands 
differ in different clinical settings. In my 
experience, and the reported experience 
of other physicians, the conversation 
which occurs in highly stressful 
procedure-oriented clinical situations 
is often less than satisfying for both 
physician and patient. Conversations 
between a physician and patient in 
which there is a long-standing and 
trusting relationship probably will be 
quite different from those held between 
a physician and patient who have met 
one another for the first time. The 
preoperative setting is an example of 
the latter, and even though thousands 
of these encounters occur every day 
we know virtually nothing about either 
the anesthesiologist's or pre-surgical 
patient's perception of the quality of 
communication during the preoperative 
discussion. 

One fragment of the rich mosaic of 
ph ysician-patient communication is 
informed consent, a formal communica- 
tion process which can be compared 
across all areas of medicine. Informed 
consent requires the disclosure of 
othenvise unclear and complex informa- 
tion from the professional to the patient. 
This structured moment in the clinical 
relationship has been set apart by its 
strong legal overtones and, by tradition, 
the actual docunlentation that a certain 
task has been achieved, i.e. the patient's 
permission to proceed with the 

recommended treatment or procedure. 
Consent forms are signed by thousands 
of patients or their surrogates on a 
daily basis. 

One largely unexplored but 
important and frequently encountered 
area of informed consent takes place 
between anesthesiologist and patient 
prior to surgery. While there are data 
suggesting that patients in general want 
to know everything about procedures 
and their associated risks in the course of 
discussing treatment options with their 
physician, in general those surveyed 
were not awaiting treatment. Decisions 
about treatment are not made in discreet 
"stand alone" situations. Often a series 
of discussions involving complex 
information is required once the general 
consent to treatment has been given. 
Consider the patient scheduled for 
surgery. After a discussion with the 
surgeon where presumably the patient 
has been well informed about the 
surgical procedure, its risks and options, 
the patient decides to proceed. At this 
point he or she may have to make 
several other decisions. For instance, 
commonly a computerized tomography 
scan involving the use of dye, a diagnos- 
tic bronchoscopy, a colonoscopy or some 
other study may be utilized to help 
delineate the exact surgical approach to 
be used. In addition, the patient will 
require an anesthetic. All of these 
involve an informed consent discussion 
between the specialized physician and 
the patient and, together, represent a 
situation of "serial consent" that has 
been heretofore unmentioned in the 
medical literature. Neither has much 
attention been paid to how an 
impending treatment or procedure may 
affect the generally unchallenged 
assumption that patients wish to be told 
everything. The presence of stress and 
anxiety (a reasonable assumption) when 
a patient is actually intending to proceed 
with a given treatment may change their 
desire for a detailed discussion in these 
situations. If, as I suspect, patients are 
less inclined to discuss details of risks 
and associated complications when they 
are about to undergo procedures, it 
would require an in-depth re-analysis of 
the legal and moral dimensions of 
informed consent as they are currently 
understood. 

With my experience and the above 
concerns as a background, I am 

designing a two-part study that 
will examine the informed consent 
communication process from the point 
of view of both anesthesiologist and 
patient in the perioperative setting. 
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needed equity into the delivery of 
services. We urge others to join in our 
task of thoughtfully critiquing present 
practices and prospectively supporting 
policies that foster equitable practices. 

In conclusion, because managed 
care is new, watchful vigilance and a 
readiness to help make corrections is 
the correct moral posture to assume in 
order for basic moral values of health 
care to be protected and enhanced. Only 
then can any changes be characterized 
as an opening gambit. 
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'P harmacists are health professionals 
who assist individuals in making 
the best use of medications," so 

states the preamble to the 1994 American 
Pharmaceutical Association's Code of 
Ethics for Pharmacists (1). Although this 
is a basic definition of what pharmacists 
do, the nature of pharmacy has been 
redefined by the adoption of the concep- 
tual model of "pharmaceutical care" first 
proposed in 1980 by Brodie et al. and 
further defined by Hepler and Strand 
in 1989 (2,3). Pharmaceutical care is 
". . . responsible provision of drug 
therapy for the purpose of achieving 
definite outcomes intended to improve 
a patient's quality of life" (3). 
Pharmaceutical care has been further 
distinguished from pharmaceutical 
services, i.e., whether pharmacy is an 
occupation that provides care, with drug 
products auxiliary to care or an occupa- 
tion that distributes drug products and 
related services, with care auxiliary to 
these services (4). The nature of the 
relationship between pharmacist and 
patient according to the developers 
of pharmaceutical care is described 
in terms of a covenant, a mutually 
beneficial exchange in which the 
patient promises to grant authority 
to the provider, and the provider 
promises competence and commitment 
(responsibility) to the patient (3). 

The response of the profession and 
pharmacy education has been uniform 
in their support of the adoption of 
pharmaceutical care as the model for 
pharmacy practice. Pharmacy education 
has already initiated changes in curricula 
needed to support the transition to 
phar~naceutical care. For example, 
increased emphasis has been placed on 
course work that would provide the 
patient focus, comm~mication skills, and 
problem solving ability critical to the 
practice of pharmaceutical care. The 
paradigm shift to pharn~aceutical care 
has also influenced the instruction of 
ethics in pharmacy programs nationally. 
Pharmacists increasingly will be placed 
in the center of professional/patient 
relationships that will resent ethical 
challenges that hereto / ore were relegated 
to other health professionals with more 
direct patient interaction and traditional- 
ly ascribed responsibilities. Pharmacists, 
more so than in the past, or perhaps 
differently than in the past, will have to 
deal with conflicts in loyalties behveen 
patients and colleagues, and define what 
it means to be faithful to promises, both 
implicit and explicit, that are made to 
patients on an individual and collectivc 
basis. Ethics education in pharmacy will 
have to use a variety of ethical perspec- 
tives to help students think about 
pharmacists' moral responsibilities in 
light of the shift to pharmaceutical care. 
Students in the Doctor of Plmmacy 
program in the School of Pharmacy and 
Allied Health Professions at Creighton 
University are introduced to traditional 
theories and principles in the required 
ethics course along with a discussion of 

covenant ethics and narrative ethics. A 
key challenge for pharmacists is to know 
what constitutes the good of the patient; 
without knowing the patient's narrative 
or story, it is difficult to help patients 
in the way in which they want to be 
helped. Thus, narrative ethics with its 
focus on understanding ethics through 
the richness of literature and poetry, 
is also an integral part of the course 
content. Taken together, the traditional, 
principled-based model of an ethics 
of action, coupled with virtue ethics' 
attention to the role of moral character 
and motivation, with attention to the 
"story" of the patient's life, and the 
covenantal emphasis on the complex 
web of relationships will help pharmacy 
students not only to identify the right 
thing to do, but to become the best 
pharmacist she or he can be. 
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