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Living the Center's Mission Through Scholarly Pursuits 

D uring our spring planning retreat 
in February, Center members 

developed a capsule statement 
from its longer Mission Statement. 

The Centerfor Health Policy and Ethics 
is n m~rltidiscipli~~niy group ofsc/~olars 
dedicated to the study nnd teaching of the 
etlzical dimensions ofliealth care andpolicy. 

This statement reflects that members 
acknowledge a special opportunity and 
responsibility to be serious scholars, a 
task fitting to faculty in an established 
bioethics center situated at the heart of 
the four health sciences schools in a 
leading Catholic and Jesuit University. 
We are well equipped as a multi- 
disciplinary faculty to bring a rich mix 
of interests and expertise to projects: 
members hold academic degrees in 
philosophy, moral theology, social 
sciences, political science, adult 
education and basic sciences as well as 
professional degrees in medicine, public 
health, nursing, dentistry, physical 
therapy and law. 

Scholarship in ethics has been taken 
seriously by the faculty since the 
Center's inception and their success is 
reflected in an impressive number of 
com leted research projects and P pub  cations (as well as one award 
winning film), requests to make 
presentations and invitations to serve 
on national boards, commissions and 
task forces. 

A cornerstone of academic scholar- 
ship is research. FOCUS readers may not 
know all that research in ethics entails. 
Research methods include empirical 
studies as well as scholarly analysis of 
basic ethical concepts and social issues. 
Empirical research uses qualitative 
and quantitative science approaches 
to discover a group's responses to 
important ethical and social questions 
(notably by using in-depth interviews, 
surveys, and participant-observation 

techniques). Theoretical methods of 
analysis include phenomenological and 
hermeneutical studies, the tasks of 
which are to examine the meaning and 
offer interpretations of key subjects such 
as compassion, care, duty or suffering. 
A major approach employed by ethicists 
is the use of ethical principles to critique 
health care practices, policies and institu- 
tional or societal arrangements. Virtue 
ethics theories invite analysis through 
examination of traits of character of 
individuals or institutions. Careful 
examination of narrative (stories, poems, 
plays) provides yet another method of 
inquiry. 

Members of the Center recently have 
engaged in a "look back and look 
ahead" exercise regarding their 
sustained research and other scholarly 
activities. Both individual and group 
initiatives were included. The most 
significant goal of the retreat exercise 
was to discern areas of purposive future 
research focus so as to build on past 
strengths and present interests while 
nurturing the Center's domains of 
prominence. From the several identified 
areas two were chosen as priorities: 

The first is the study of challenges 
posed by serious chronic debilitating 
conditions requiring rehabilitation, long- 
term care or palliative (end of life) care. 
Examples of present research that merit 
further inquiry include: newborn 
intensive care follow-up, rehabilitation 
team issues, the challenges of creating 
h~unane settings and policies for persons 
requiring long-term care in hospitals, at 
home, in pain management clinics or 
skilled nursing facilities, and supportive 
care and symptom management for 
persons who are dying. The task of 
forging more appropriate conceptions 
of care in these contexts was judged 
to be crucial. Understandably Center 
members also are committed to address- 

ing serious ethical issues arising from 
current proposals supporting assisted 
suicide and euthanasia as morally 
acceptable alternatives to offering a 
continuum of effective care to persons 
with chronic or terminal illnesses as 
well as other patient populations. (For 
an article on this topic authored by five 
Center faculty see the Creighton alumni 
magazine WINDOWS, Summel; 1997 
issue). 

A second focus is on justice concerns 
embedded in health care practices, 
policies and institutional arrangements. 
As members of a Catholic and Jesuit 
institution we are especially committed 
to providing academic leadership in 
shaping just and humane practices 
designed to prevent or redress injustices 
perpetrated on persons who are 
disenfranchised from the basic goods 
and privileges of society. For instance, 
the Center is committed to providing 
leadership in developing guidelines for 
just and humane policies in an era of 
emerging managed care initiatives, 
integrated delivery systems, and institu- 
tional re-engineering . (For my assess- 
ment of basic ethical challenges in 
managed care see Director's Report, 
FOCUS, Fall 1996. Also, in this issue, see 
Center Faculty Associate Kate Brown's 
contribution to an assessment of 
medicaid managed care). 

In summary, these two areas of 
research will (continue to and increas- 
ingly) provide direction for the Center's 
group efforts in the immediate future as 
well as be a beacon to members as 
they set priorities for their individual 
research. Scholarly work in these areas 
will be featured in future issues of 
FOCLIS. 



Phvsician Assisted 
Suicide and the 

4 

tne supremecourt or tne urutea states. 
In each instance the cases involved a 
challenge to a state's statute making 
it a criminal offense to assist in a 
suicide. 

Conipussion in Dyi~lg v. State of 
Wnshinglon (Ninth circuit court of 
Appeals) raises the question of whether 

person has n constitutionally protectec 
right (i.e., a "liberty interest" protected 
in the 14th Amendment), to choose the 
manner and time of death. The state's 
interest is in preserving life. 

In Quill a Vncco , the Second Circuit 
Court of Appeals inNew York rejected 
the idea of a const.itutiondly protected 

.right Instead it claimed that the Equal 
Protection Clause of the Constitution 
does apply: if terminally ill patients 
who were receiving life-sustaining 
treatment could request to have it 
removed, so should such patients be 
able to choose to has ten their deaths 
1 
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designed for the patient- to directly 
end his or her own life. 

>y other nwans. 
- Both cases deny the long honored 

&tinction between a death which 
follows a competent patient's request 
Lo forego medical treatment and one 
" lC--L---- ----I:--* 

Phvsician Assisted Suicide: Guidance 
from the Law? 

Ios IWic, M~bfedS, ID, PlrD is Assistnnt Profissor in tlrc Ccirterj~r Hcnlllr Policy ilnd Ethics 

T he nation is engulfed in a debate 
on the legality of physician assist- 
ed suicide (PAS) and euthanasia. 

Various states, among them Nebraska, 
have launched or even passed bills 
legalizing PAS; courts at various levels 
have spoken; and now the Supreme 
Court is considering the matter. 

I submit that Americans are fooling 
themselves in thinking that the courts 
and legislatures will be able to restrain 
and regulate this practice. As a native of 
The Netherlands 1 have learned that the 
law will be unable to provide effective 
guidance in this case. This is one of the 
most important lessons The United States 
can learn from the "Dutch experience." 

Much information provided by the 
media about the situation in The 
Netherlands is incorrect. For example, 
few know that PAS and euthanasia 
continue to be illegal in The 
Netherlands, physicians are bein k prosecuted, have been found gui ty and 
were sentenced. Granted, relatively few 
are prosecuted and no physician has 
been sent to jail. More importantly, a 
recent government survey revealed that 
more than half of the'cases of euthanasia 
are never reported to the legal authori- 
ties. But at least, there is the ever present 
possibility of prosecution which has led 
some to believe that euthanasia-minded 
physicians will be cautious. 

Not so. The empirical data reveal that 
few physicians reject a patient's request 
for euthanasia because of its illegality 
and the possibility of prosecution 
(less than 10% of the rejections). More 
important deterrents are the physician's 
perceptions of the presence of alterna- 
tives, doubt about the authenticity of the 
patient's wishes, and the belief that the 
patient's suffering is bearable. 

New Additions to the Center 
10s V.M. Welie, 1i4,MedS, ID,  PhD, Assistnirt Projessor, 
joined the Centerfor: Health Policy and Ethics in /nirimry 1997. 
Dr. IVeIie s tdied nredicnl scierlces and Iniu at the University 
ojMafitricht and pllilosoplry at the Cntlrolic U~riversity 
ofNijnzegen, botlr in The Netherlnnrk. As n r'srrlt ojlris 1988 
Flrlbright Fellozuslrip nt Lo!yoln Unizwd!y ojCl~icago, Dr. I4'elie 
began ~[~ecinlizirrg ill nzdicnl ethics. He received his rfoctorate in 
iizedicnl etlzicsfionr the Cntholic Uiriiw-sity ojNijrnegeiz Sclrool 
cf1Medicnl Sciences iir 2994. During the pnst eight yenrs, he Iras 
resided nnd tnirght in The hretherlnrrds, Tern, m d  Florida Dr. 
IVelie's resmrclr interests irrclrrde the philosophicnl joulrdntions 
@f clinicnl ethics, the relntioirships betiueerr Inzu nird ethics, 
tlre Irunmn body nnd persoil, nnd issues in chrorric nnd tcrrrrirml 

inrr. As n Crr~/erj ic~ll / ! l  i i i d ~ e r ,  nrrrorrg Dr. I4kdie's responsibilities arc tenclzii~g n~c.rlicnl nr rd 
clirrical etlrics, ns ~i~rllc7s dmtnl ethics. 

And there is a second catch. For a 
physician to reflect about the justifiabili- 
ty of euthanasia (s)he must acknowl- 
edge that the proposed intervention 
qualifies as euthanasia. In The 
Netherlands, euthanasia is commonly 
defied as "the intentional shortening or 
termination of a patient's life at hs/her 
explicit and earnest request." This 
means that providing ver high and r potentially lethal doses o painkillers, 
but for the explicit and sole intention of 
shortening the patient's life, qualifies as 
euthanasia (rather than as palliative care 
with the unintended side-effect of life- 
span reduction). However, the empirical 
data reveal that Dutch physicians 
frequently commit euthanasia but 
mistakenly call it pain treatment 
(approx. 4.5% of Dutch mortality). 

In short, existing legal, ethical and 
medical guidelines pertaining to 
euthanasia in The Netherlands are 
ineffective and futile in these instances. 
I t  becomes in~possible to scrutinize the 
underlying motives and intentions of 
such hidden cases, evaluate their justifi- 
ability, and assess the actual clinical 
interventions. Hence it becomes 
virtually impossible to contain and 
regulate the practice. 

Legal regulation, whether liberal or 
restrictive, of PAS and euthanasia will 
remain ineffective as long as care 
providers are not adequately trained to 
make accurate conceptual distinctions 
about end of life issues and evaluate 
their practices and cases from such an 
ethical pers ective. The members of 
the Center P or Health Policy and Ethics 
join ethicists and other health sciences 
educators in the urgent task of focusing 
on better education of health care 
providers about PAS and euthanasia. 

I o A n t ~  ~May~zarri joirled the 
---] C e ~ t e r  in /nnuory 1997"s 
b tlre Adrrliiristrntir:e Secretnry 

. ~vorkit~g T L J ~ ~ / I  the Director 
. nnd Adnrinistrntive Assistnr~t. 
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Clirricnl S~~cchlimtiorrfiorn 
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years exper iem nlorkiny . 
ill the Hoq~icr nnd lotrg 
terlrr cora se//iirg, JoA.izr~ 
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Health Policy in Action: 
Report on client ~dvisow Group for Nebraska 

Knte Brozwi, PkD is n Fncrrlty Associnte in 
the Ceirterfor Henlth Policy atid EErics ntrd an 
Associnte Prqfissor in Occupntionnl Thernpy, 
School of Phnr~nncJy nrld Allied Henlth 
Profissions. Ms. Dime  Stnrling is Chair o j  
the Client Advisoiy Group for Akbrnskn 
Medicoid ~Mntrnged Cnre. 

I 11 1993 the Nebraska Unicameral 
passed LB 816, the Managed Care 
Plan Act, mandating Medicaid to 

convert a portion of services to managed 
care. Starting July 1995 the majority of 
Medicaid clients in Douglas, Sarpy, and 
Lancaster County have had to enroll in 
one of three managed care plans for 
medical services; (a fourth plan focusses 
on mental health and substance abuse 
services.) 

Recognizing the inestimable value 
of clients' perspectives on the new 
Medicaid managed care program, the 
Nebraska Department of Social Services 
(presently the Department of Health and 
Hun~an Services within the Nebraska 
Partnership) requested us to establish a 
formal channel of communication 
between clients, the state, and providers. 
Subsequently, the Client Advisory 
Group for Nebraska Medicaid Managed 
Care has met quarterly with representa- 
tives from Medicaid, service contractors, 
clinics, community agencies, and the 
public. The Group's goal is to improve 
quality, access, and coordination of 
Medicaid managed care by providing 
clients' recommendations for outreach, 
educational materials and improving 
services. 

Advisory Group Findings 

Providers seem to appreciate 
Medicaid managed care clients' input 
and recognize the need for cultural 
sensitivity more than before. Clients 
also often report receiving more 
thorough care. 

Some problems clients experienced 
with previous models of Medicaid 
have continued with managed care. 
On occasion clients still encounter 
condescending and disrespectful pro- 
viders; the requirement of stigmatizing 
identification papers continues to 
plague the system; meclxmisms for 

Medicaid ~ a n a ~ e d  b e  
registering concerns or con~plaints 
remain unclear and more often are 
unknown to clients; and the managed 
care enrollment process itself has been 
confusing to clients and Social Service 
case workers alike. 

Other problems encountered by 
Medicaid clients are similar to those 
reported by managed care clients 
everywhere. They include difficulty 
getting referrals to specialists, different 
perceptions of what constitutes an 
"emergency" and, often, the loss of 
long-term relationships with known and 
trusted practitioners. 

Ingredients for Success of the 
Advisory Group 

Several factors support client partici- 
pation in the Advisory Group. For 
example, the managed care contractors 
share the cost of Advisory Group 
meetings by providing taxis for clients, 
child care, and a meal in order to facili- 
tate client attendance. First Step and the 
Cathedral of Love Church have 
generously opened their facilities for the 
meetings, all of which have been held in 
North Omaha. (The Advisory Group 
Executive Committee is researching 
alternative sites in South Omaha for 
future meetings.) The state pays a small 
honorarium to support the Chair's 
organizational activities. Currently we 
are looking for additional non-cash 
ways to compensate Advisory Group 
members for their contributions. 

Members are feeling "heard" by 
policy makers. Representatives from the 
state and contractors have been respon- 
sive to the Advisory Board. At meetings, 
Gaylene Jeffries (Quality Assurance 
manager for the Medicaid managed care 
program), Cheyenne Autumn (SHARE 
Advantage), Paula Bruland (Primary 
Care t), and Angela Corbin (Wellness 
Option) take careful notes to share with 
their staff and providers so that 
problems can be addressed and alterna- 
tives explored. John Weston (Douglas 
County Health Department), as the new 
broker for Medicaid managed care's 
Enrollment and Community Health 
Nursing, has invited client input to 
enhance the effectiveness of enrollment 

processes. In addition, the minutes from 
each Advisory Group meeting have 
been distributed to a wide range of state 
and institutional policy makers. 

Advisory Group members have 
reason for pride in their involvement 
because their comments and recommen- 
dations are having a positive impact on 
Nebraska's Medicaid managed care 
program. 

For persons interested in this project 
call Dr. Kate Brown, (402) 280-5956. A 
good reference analyzing the results of a 
national survey of clients' participation 
in Medicaid Managed Care is Perkins 
J, etal. Mokirzg the Coiisuniers' Voice Herrrd 
in Medicaid Maizaged Care: Increasiilg 
Participtioiz, Protectiolz, and Satisfactior~. 
1996. Chapel Hill, NC: ~ a t i o n a i ~ e a l t h  
Law Program, Inc. 
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held OetbPer 18,1997nt E~nbnssy Suites Hotel, 
OM Mnrktt, Onraha, NE. 

* 
The A I I I I I ~  Ethics Conartittee Workshop is 

sclr~d~rledfor Frithy, Mnrch 13, 1998. 

Wntcl~for the 1997-1998 Cliniml Ethics 
S c r b  Sclrednk. 

would appreciate your taking the time to let us 
know if anything has changed in your address, 
if you would like to be taken off our inailing 

list or know of anyone who would 
like to be added to our mailing list. Please 

write or call with this information which will 
be most helpful to us. Thank you! 

For more information 
call the Center office at 

(402) 280-2017 



The Center Welcomes its First Senior Visiting Fellow 

T he Center is 
fortunate to 
have Professor 

Warren T. Reich, STD 
of Georgetown 
University as its first 
Senior visiting Fellow. 
During his tenure at 
Creiehton. (March- 
MajT Dr. ~ e i c h  is tilorking on a book on 
"A History of the Idea and Practice of Care." 

Dr. Reich, a prominent leader in 
Bioethics, is Senior Research Scholar at 
Georgetown University's Kenned JI 

Institute of Ethics, Washington D.C. 
where he has served since the founding 
of the Institute in 1971. He is also 
Director of the Division of Health and 
Humanities at the Center for Clinical 
Bioethics and Professor in the 
Department of Family Medicine. He first 
established and still directs the required 
Bioethics course in Georgetown's School 
of Medicine. Many know him as the 
Editor-in-Chief of the two editions of the 
multi-volume Encyclopedia qf Bioethics. 

Professor Reich's research and 
consultation at Creighton University 
culminates approximately 7 pears of 
inquiry into the moral idea of care. He 
has lectured and published on the topics 
of care and compassion in various parts 
of the world, most recently at the 
University of Copenhagen, where he 
was conducting research on care in the 
works of Danish philosopher Soren 
Kierkegaa rd. 

The concept of care is of particular 
interest to many scholars in philosophy, 
theology, bioethics, the social sciences, 
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and the professions of medicine, 
nursing, and allied health. "The ethics of 
care has practically become a major 
industry, not only in the United States, 
but in other countries as well," Dr. Reich 
commented. Much of the current interest 
in care, which is frequently regarded as 
part of feminist thought, stems from the 
essays on developmental psychology in 
women and girls written by Carol 
Gilligan starting at the beginning of the 
1980s. "Virtually without exception, that 
entire body of contemporary literature 
on care is totally devoid of historical 
awareness - due in part to the fact that 
no history of care has ever been written," 
Reich said. 

Reich's work on the idea of care in 
the Western world embraces all the 
meanings of care (not just the "altruistic" 
meanings) that have appeared over the 
past 3000 years in numerous ancient 
and modern languages and in all major 
settings in which it is used, especially in 
four areas: (1) philosophy, mythology, 
and literature, where the human 
meaning of care has been elaborated; (2) 
the care of souls in secular and religious 
traditions; (3) care in medicine and 
health care; and (4) care as social welfare, 
e.g., care of the poor, of children, etc. 

For example, Reich has found that 
care is at the core of Socrates' famous 
defense at his own trial, as recorded in 
Plato's Apolopj. There, the issue was the 
philosopher's responsibility and right, as 
he saw it, to propound to all people their 
responsibility to care more for the soul 
(or for virtue) than for material goods. 
In ancient sources, he has also found 

extensive, important writings on care 
in the Hebrew scriptures and the New 3 

Testament; in Hippocrates and other 
Greek writers; and in Roman poetry, 
philosophy, and mythology. Among 

I 
sources regarding care in the medieval 
and early modern periods, Reich is 
conducting extensive research on the 
history and significance of the Jesuit 
notion of cum perso~zalk. 

At the Center's Eighth Annual Ethics 
Committee Workshop, held March 15, 
1997, Dr. Reich spoke on the dark side 
of care as portrayed in "The Lame Shall 
Enter First," a story by Flannery 
O'Connor. h addition to presenting 
three chapters of his work at CHPE 
faculty conferences, Reich has conducted 
several evening dialogues in Center 
faculty homes for faculty and Omaha 
community members on highlights of 
the history of care. He will travel to the 
Heartland I1 Conference in St. Louis in 
May to present a session sponsored by 
the Center on the Jesuit notion of "Cura 
Personalis." This will also feature Miles 
Sheehan, SJ, MD (Loyola University, 
Chicago); John Padberg, SJ (Institute of 
Jesuit Resources, Saint Louis)and CHPE 
faculty Amy Haddad and Ruth Purtilo. 
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