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us consider these two classes combined: children with genetic disease. Their care
takes up a large share of resources in children’s hospitals, and costs for their care
may be deliberately excluded in for-profit insurance plans. Nevertheless, for
Rawls, such children deserve good medical care as a matter of justice.

Indeed, as genetics reveals new insights every year, we stand now under a real,
not hypothetical, genetic veil of ignorance about our future illnesses and those of
our children and grandchildren. The coming decade will identify much more pre-
cisely who is susceptible to genetic disease and who is not. In the future, it may be
much more difficult for those with familial lines of genetic disease to purchase pri-
vate medical insurance. Some of the people now attacking national medical plans
may find themselves at risk.

Libertarians favor private medical insurance plans in which the healthy do not
subsidize the unhealthy. Rawlsians see “healthy” and “unhealthy” as arbitrary dis-
tinctions, due more to genetics and fate than individual merit. Libertarians would
allow for-profit companies to practice experience rating, whereby citizens with
preexisting illness may be excluded (and genetic disease is increasingly being
defined in this way). Rawlsians favor community rating, whereby risk and pre-
mium rates are spread over all members of a large community, such as a state or
nation (for example, a federal, single-payer system).

Kantian Ethics

John Rawls is a modern Kantian using a social contract methodology. Immanuel
Kant (1724-1804) published during the Enlightenment (that is, about the time of
the American Revolution), and believed in the power of humans to use reason to
solve their problems.

Kant was raised by conservative Protestant parents and was strongly oriented
to conservative religious ethics until he studied science at his university, where-
upon he became skeptical of his former beliefs. He continued to believe that
many of the basic values and attitudes of Christian ethics were correct, but then
he had a problem of how to justify those values. His solution was to base those
values on abstract reason rather than on metaphysical beliefs about God or an
afterlife.

The distinctive elements of Kantian ethics are these:

a. Ethics Is Not a Maiter of Consequences but of Duty. Why an actis done is
more important that its good or bad results. Specifically, an act must be done from
the right motive, and the right motive is the desire to do one’s moral duty. In its
emphasis on motives and not consequences, Kant’s ethics are Christian.

Kant's ethics are an ethics of duty (also called deontological, from deontos, duty)
because they emphasize not having the right desires or feelings, but acting cor-
rectly according to obligation. Only acts done from duty, and not, say, from com-
passion, are praiseworthy. For Kant, the correct motive for treating a patient well
is not because a physician feels like doing so, but because it is the right thing to do.
When we act morally, Kant says, reason tells feelings what to do. Contrary to pop-
ular culture, we should not consult our feelings about what to do but reflect upon
what is our duty.
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Kant says the only thing valuable in the world is a good will, the trait of char-
acter indicating a willingness to choose the right act simply because it's right. But
how do we know what is right? What is our duty? Kant gives two formulations.

b. A Right Act Has a Maxim that Is Universalizable. An act is right if one
can will its “maxim” or rule to be acted on by all others. “Lie to get out of keeping
a promise” cannot be so willed because if everyone acted this way, promise-keep-
ing would mean nothing.

c. A Right Act Always Treats Other Humans as Ends-in-themselves, Never as
a Meve Means. To treat another person as an “end in himself” is to treat him as
having absolute, infinite moral worth, not relative worth. His welfare cannot be
sacrificed to the good of others or to my own desires. So patients cannot unwittingly
be used as guinea pigs in dangerous medical experiments to advance knowledge.

Consider the case of a pulmonary resident who discovers that he missed a
small lesion three months previously on the x-ray of a 48-year-old patient. The pa-
tient now has level four untreatable cancer. The patient says, “I guess that cancer
just grew out of nowhere because it wasn't there three months ago.” Should the
resident tell the patient the truth? A consequentialist might argue that he should
not because it could do no good for the patient.

But for Kant, the answer is clear: The patient must be told the truth. Why? The
only universalizable rule is “Always tell patients the truth.” Such a rule is the ba-
sis of trust and of treating patients as “ends in themselves.” If the physician was a
patient, he would want to know the truth. The resident may feel that he shouldn’t
reveal the truth but his reason will tell him what his duty is.

d. People Are Only Free When They Act Rationally. Kant would agree that
much of how we act is governed by our emotions and other, nonrational parts of
upbringing. But controversially, Kant denies that we are truly acting morally when
we do the right thing because we are accustomed to it, because it feels right, or be-
cause our society favors the act. The only time a person can act morally is when she
exercises her rational, free will to understand why certain rules are right and then
chooses to bind her actions to those rules. Kant calls the capacity to act this way,
atitononny. For him, it gives humans higher worth than animals.

It follows for Kanl that very few people act morally. Kant accepts that fact. It
was also true that in early Christianity, very few people were thought to be capable
of salvation. The purity of Kant's view entails a moral elitism for the few who can
successfully follow Kantian ethics.

e. Problems in Kantian Ethics. Kantian ethics has several problems. First,
Kant is regarded as the supreme rationalist in ethics because he claimed that any-
one who disagreed with his view was guilty of a logical contradiction. But the util-
itarian lifeboat commander, when he will not let everyone board to save those in
the boat, does not contradict himself (he can will the maxim, All these in control of
lifeboats should maximize survivors, even if it means denying access to some in the water.)

Kant is generally regarded as failing in his Enlightenment project. His critic
and contemporary, the Scottish skeptic, David Hume, came close to arguing that
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ethics is really emotivism. Charles Darwin and the father of psychiatry, Sigmund
Freud, later agreed with Hume that reason is the tip of the moral iceberg because
much of ethical life is emotional and not changeable by reason. Emotivism and
Kant's rationalism are the two extreme views on the issue of the place of reason in
ethics.

Other problems of Kantian ethics remain. For one thing, it fails to tell us how
to resolve conflicts between competing, universalizable maxims. Its best answer is
to try to universalize whatever ad-hoc solution to the conflict seems appropriate.
But then our sense of what is appropriate, not our ability to universalize with-
out contradiction, is the test of an act’s morality. For another thing, it seems ridicu-
lous to imply that consequences never count morally. Many critics believe that
Kantians indirectly appeal to consequences in thinking about what to universalize.
Finally, the ideal of treating each person as if he had infinite value is not always
practical: It does not tell us how to deliberate about trade-offs when, by definition,
some humans will die in triage situations and cannot be treated as “ends in

themselves.”

f. Kantians Reply. Nevertheless, Kant provides useful insights to medical
ethics. He would favor using a lottery to distribute a lifesaving but expensive new
drug that most patients will be unable to obtain. He would argue that the captain
of the lifeboat should draw straws to decide who gets to stay in the boat. His em-
phasis on people as “ends in themselves” explains the outrage that people have felt
when learning of scandals involving medical experimentation, such as research
done by Nazi physicians. Finally, perhaps Kant’s most important legacy to modern
medical ethics is his emphasis on the “autonomous will” of the free, rational indi-
vidual as the seat of moral value. Autonomy explains why informed consent is nec-
essary to legitimate participation in an experiment. When combined with the em-
phasis on personal liberty in our democracies, Kant’s emphasis on autonomy sets
the stage for modern medical ethics.

Utilitarianism

Utilitarianism originated in the late 18th and early 19th century England as a sec-
ular replacement for Christian ethics. Jeremy Bentham (1748-1832) and John
Stuart Mill (1806-1873) were its two chief theorists. The essential idea of utilitari-
anism is that right acts should produce the greatest amount of good for the great-
est number of people, which is called “utility.”

The Puritans in England and America wanted to organize society so that
everyone had to obey their rules, but utilitarians saw morality as a human con-
struct that should minimize harms of humans to each other and maximize group
welfare. For Christians, Jews, or Muslims, morality is inconceivable without God’s
existence, but not so for utilitarians.

Iikened to the counterculture movement of students in the 1960s and 1970s,
utilitarianism was a reform movement intended to humanize outmoded institu-
tions. Developed by social reformers Jeremy Bentham and James Mill (the father of
Tohn Stuart Mill), it focused on large, practical changes that cotild benefit the vast
majority of people who were not aristocrats.
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Utilitarianism did not urge people to turn the other cheek and hope for justice
in another life, nor did it exalt those virtues so cherished by England’s aristocracy:
stylish dress and manners, personal honor, literacy, scientific and artistic accom-
plishment, and patriotism. The foundation for reform came in 1832 in eliminating
pocket boroughs under the control of one great landlord and in extending the vote
to the 20 percent of the adult male population who had some property (property-
less males and women still had no vote). Utilitarian reformers also campaigned
against slavery in the British empire and the intolerable factory conditions made
tamous by Charles Dickens in novels such as Hard Times. (Their Factory Act for-
bade employment of children under age nine in cotton mills and declared that 13-
year-olds could work no more than 12 hours a day.) Similar bills were passed to
make mining and industrial machinery less lethal to workers.

They also attacked the penal system, passed the Corn Laws, ended debtor’s
prison, opposed capital punishment for petty thefts, and advocated the vote for
women. They urged public hospitals for the poor, proper sewage disposal, the
penny post so that everyone could send and get mail, and created a central board
of health, so that municipalities could create facilities for clean water, waste dis-
posal, and sewers.

Utilitarianism’s essence can be summed up in four basic tenets:

1. Consequentialism: Consequences count, not motives or intentions.

2. The maximization principle: The number of people affected by consequences
matters; the more people, the more important the effect.

3. A theory of value (or of “good”): Good consequences are defined by pleasure
(hedonic utilitarianism) or what people prefer (preference utilitarianism).

4. A scope-of-morality premise: Each being’s happiness is to count as one and no
more.

For utilitarians, right acts produce the (2) greatest amount of (3) good (1) conse-
quences for the (2) greatest number of (4) beings.

Each of these tenets can be controversial. Bentham emphasized that the mean-
ing of the fourth tenet was whether a being could suffer, not whether it was human
or animal. As such, utilitarianism includes animals in its calculations of the greaf-
est number.

To the modern utilitarian Peter Singer (and author of the famous Animal Liber-
ation), utilitarianism was in advance of its time in not differentiating between the
sufferings of humans and those of animals. Utilitarianism also seems to imply that
every being’s happiness on the planet matters, not just beings of my society. Singer
also says that morality doesn't stop at the borders of his country.

Virtue ethicists and Kantians regard a person’s motives as a sign of his charac-
ter. John Stuart Mill says that the drowning man doesn’t care why the lifeguard is
swimming out to sea to rescue him, just that the lifeguard is coming. Utilitarians
think motives only count insofar as they tend to produce the greatest good.

In medicine, it makes a difference whether a physician listens because she
really cares about patients or because she’s found that having satisfied patients
is an effective way to maximize income. A utilitarian might argue that if the
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physician’s techniques are good enough, whether she really cares about her pa-
tients matters very little; in either case, the behavior produces good consequences
to real people.

Utilitarianism is also a theory of value (that is, a theory about what is a harm-
ful consequence and about what is a good one). The simplest theory of value is /e-
donic utilitarionism, which equates a good consequence with pleasure, and harm
with pain. Negative utilitarianism focuses on relieving the greatest misery for the
greatest number, as in famine relief. Positive utilitarianism focuses on benefiting hu-
manity. Utilitarian theorists debate whether some things are intrinsically valuable,
such as pride and honor, or whether they are good only because they create good
feelings in people over the longrun. Another view is called preference utilitarianism,
and its adherents believe that utility is maximized by furthering the actual prefer-
ences that people have. Finally, pluralistic utilitarians hold that many different
things or states are valuable.

The maximization tenet can get utilitarians into trouble. Wouldn't utilitarian-
ilsm be willing to viclate the traditional sanctity-of-life principle to save many
people? Here, Utilitarians bite the bullet. They think that the Nazi generals who
tried to kill Hitler in 1944 at Wolf’s Lair were justified. They think that on the ex-
pedition to the South Pole, commander Robert Scott should have allowed his crew
member with the gangrenous leg to die, rather than slowing down the whole party
by carrying the injured man, which resulted in the death of all. They think that if
an FBI sniper saw a terrorist about to detonate a bomb in a skyscraper full of inno-
cent people, the sniper should shoot the terrorist,

These are the easy cases. The hard ones come in population policy. If more
happiness is better than less, why shouldn’t we create the maximal number of
people on the planet? So long as each new life has more happiness than misery, and
so long as everyone else’s life has at least the same, shouldn’t we produce more?
This “total view” of utilitarianism is universally seen as what philosopher Derek
Parfit calls “The Repugnant Conclusion,” because we think the average happiness
is more important. But it is difficult to see why utilitarianism entails maximizing
average happiness and not the total good, so it may be stuck with this counterin-
tuitive implication.

More specifically to medical ethics, wouldn't utilitarianism permit the sacrifice
of an innocent, healthy person to transfer his organs to four patients who needed
them to live? Aren’t four people alive better than one? If consequences and num-
ber of lives define morality, what’s morally wrong with doing so? Yet it certainly
seems morally wrong to chop up an innocent patient this way.

One traditional reply among utilitarians is to distinguish between act and rule
utilitarianism. Rule utilitarians believe that normal moral rules, such as “First, do
no harm” in medicine, maximize utility over the decades. Act utilitarians advocate
judging each act’s utility. Some act utilitarians think rule utilitarianism has a
dilemma: If there are exceptions, then you ultimately have act utilitarianism (since
you never know in advance whether a particular situation needs to be judged as
an exception); if there are no exceptions, then you are close to a Kantian and only
a nominal utilitarian. If “First, do no harm” has no ex ceptions in medical ethics, it
may explain why it is wrong to chop up an innocent person to transplant his or-
gans to four others.
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In medicine, the two areas where utilitarianism applies most powerfully are
public health and triage situations. It is likely that improvements in public health
have helped more people live longer (created more “utility”) than all the drugs and
surgeries ever invented. The English physician John Snow might have agreed: In
1849 he advocated clean water to prevent cholera epidemics, which were spread by
contaminated water. (It took 40 years and many more cholera epidemics for Snow’s
ideas to prevail.) It doesn’t matter why Snow improved the water supply, only that
he did and that many millions of people now live decades longer.

Triage involves the apportionment of scarce resources during emergencies
when circumstances preordain that not all victims will live. Because consequences
count, utilitarianism says a physician should not treat each patient equally, but
should focus only on those whom he can actually benefit. Rigorous application of
this principle gives utilitarianism its famous hard edge: A physician should aban-
don those who will die even if he helps and, just as ruthlessly, abandon those who
will live without his help. He should help only those who waver between life and
death and for whom he can make the difference. The goal is to save the maximal
number of lives.

This point illustrates an ambiguity in sanctity-of-life ethics. Traditionally,
sanctity-of-life ethics such as Kant’s emphasize the absolute value of each individ-
ual, implying that the physician should at least comfort those who are beyond his
help. But utilitarian-triage ethics maximizes the value of life in saving the maximal
number of people who will eventually live.

Principles and Medical Ethics

One modern method of analysis is to analyze a dilemma or case of medical ethics
in terms of four powerful principles. According to advocates of this method, de-
ciding what is the right thing to do in a particular case involves applying and bal-
ancing all four principles. These principles are clearly chosen as a distillation of the
ethical theories described above.

What do each of the principles mean? Autonormy refers to the right to make de-
cisions about one’s own life and body without coercion by others. This principle
celebrates the value that democracies place on allowing individuals to make their
own decisions about whom to marry, whether to have children, how many chil-
dren to have, what kind of career to pursue, and what kind of life they want to live.
Insofar as is possible in a democracy, and to the extent that their decisions do not
harm others, individuals should be lett alone to make fundamental medical deci-
sions that affect their own bodies and lives.

John Stuart Mill was a political theorist as well as an ethical theorist. In his
most famous work of politics, On Liberty (1859), he defends “one very simple prin-
ciple,” his so-called harm principle: that “the only purpose for which power can
rightfully be exercised over any member of civilized community, against his will,
Is to prevent harm to others. His own good, either physical or moral, is not a
sufficient warrant . . . . Over himself, over his own body and mind, the individual
is sovereign.”

Such political individualism corresponds to personal autonomy in ethics.
Since the beginnings of modern medical ethics in the early 1960s, autonomy has
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meant the patient’s right to make her own decisions about her body, including dy-
ing and reproduction.

The ethics of autonomy evolved as a rejection of paternalistic ethics. During
the patient rights movement in the early 1960s in America, paternalistic physicians
were scorned as sexist octogenarians who would impose their rigid traditions on
a more enlightened, freethinking, younger generation. Both secular and religious
versions of virtue ethics tend to be paternalistic, especially when they emphasize
the physician’s greater wisdom and when they teach young physicians to follow
the lead of older physicians in ignoring wishes of patients. These traditional,
somewhat rigid, secular and religious roles of good physicians contrast starkly
with the dominant value of more universal, modern theories of ethics, including
the principle of individual autonomy.

In the first two decades of bioethics (1962-1982), autonomy was considered by
many bioethicists to be the supreme value above all others, grounding the right of
competent adults to end their lives when they choose and to decline to participate
in dangerous experiments. Since then, bioethicists have realized that other values
are also important, which must be weighed with autonomy in dictating answers in
particular cases.

Beneficenice, “doing good to others,” is clearly tied to the Judaeo-Christian-
Muslim virtue of compassion and helping others. The application of the principle
of beneficence comes to the fore in efforts to distinguish therapeutic from nonther-
apeutic experiments on patients. If a physician means to help diabetic patients, an
experiment on diabetic patients (with their consent) is justified by this principle. If
the experiment is nontherapeutic, some other justification is required.

Beneficence can be seen both as a principle and a virtue for physicians. Physi-
clans receive special powers, income, and prestige from society. In return they are
asked to dedicate their careers to helping others. Medical training requires this
trait as demands on a student increase between premedical years and residency.
Self-sacrifice is part of medicine. Ideally, physicians should want to help others,
but if the internal desire is lacking, they should still help others from a sense of
duty. The principle of beneficence spells out this duty.

Beneficence may sometimes come into conflict with autonomy (as, indeed, any
of these principles may conflict with each of the others in a particular case). Con-
sider the involuntary psychiatric commitment of schizophrenic, homeless people.
Is it better to let such people wander the cold streets of a big city, or to incarcerate
and medicate them against their will? Should we let them “die with their rights on”
or inject them with sedatives and antipsychotic drugs “for their own good”?
Maybe we should do nothing at all and not risk making them worse off. After all,
who are we to say that it is “beneficent” to do so? Maybe homeless schizophrenics
want to stay as they are. How beneficence and autonomy are balanced in particu-
lar cases is not easy to understand. (Indeed, since John Stuart Mill advocated both
utilitarianism and the value of autonomy, critics have wondered whether his views
were actually consistent.)

Nonmaleficence, “not harming others,” echoes an ancient maxim of professional
medical ethics, “First, do not harm.” Above all, this maxim implies that if a physi-
cian 1s not technically competent to do something, he shouldn’t do it. So medical
students should not harm a patient by practicing on them (unless the patient
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congents): Patients are there to be helped, not to help students learn. At the very
least, patients should not leave an encounter with a physician worse off than they
were before. This crucial principle of medical ethics prohibits corruption, incom-
petence, and dangerous, nontherapeutic experiments.

The principle of nonmaleficence also accords with Mill's harm principle and
contractarianism: Both of these are minimalist moralities implying that the state
and society should not attempt to shape all citizens’ lives for the goals of one
worldview. In a fundamental sense, the first obligation we have is to leave one an-
other alone, especially those who do not want our help, advice, or even concern.
That means, above all else, not harming others by unsolicited intrusions.

The last principle, justice, has both a social and political interpretation. So-
cially, it means treating similar kinds of people similarly (this is the so-called “for-
mal element” of the larger principle). A just physician treats each patient the same,
regardless of his insurance coverage.

Politically, the principle amounts to distributive justice, and thus in medicine,
to the allocation of scarce medical resources. Because there are many theories of
justice, this principle is not self-evident. For example, Rawls’s theory of justice de-
mands that medicine serve the worse off people. But another view equates justice
with simple egalitarianism: Medicine is just if it treats each patient equally. Of
course, that goal would not be easy to achieve either, and doing so would go a long
way towards realizing Rawls's ideal. At the very least, it would mean a guarantee
of equal access to medical care for every citizen, such that insurance coverage
would not be a factor (as it is now) in selection of which patient receives an organ
transplant. Finally, justice can be interpreted in a libertarian sense of treating any-
one with the ability to pay the same. In this sense, it means not treating people who
cannot pay.

It is obvious that interpretation of the principle of justice is difficult, especially
when an interpretation of this principle must be used with the three other prin-
ciples in a particular case. However, in the most normal sense, justice requires phy-
sicians to treat patients impartially, without bias on account of gender, race, sexu-
ality, or wealth. Even in such a minimal sense, justice requires a high standard of
behavior among physicians.

Feminist Ethics: The Ethics of Care

In the early 1970s a modern version of feminism shook American medicine to its
foundations and buttressed its sister movement, the patient’s rights movement.
Both movements attempted to take patients’ decisions about their bodies and lives
away from physicians—especially male physicians—and give women and pa-
tients control.

The landmark book was Our Bodies, Ourselves, by a group of dissatisfied
women patients in Boston who had access to one of the grandest—some would
say, most self-satisfied—medical centers in the world, Harvard. Because they
couldn'’t get the information they wanted in down-to-earth, patient-friendly lan-
guage, they published a “how-to” manual covering everything from breast cancer
to abortions. Successive editions sold millions upon millions of copies and gave
rise to the areas of publishing now called “alternative medicine” and “self-help.”
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During the 1980s, feminist philosophers began to question whether many ways
of knowing were the ways or merely male ways. Contractarianism, Kantianism, and
utilitarianism all looked like male theories, too abstract, too intellectual, and
largely false to the ordinary expetience of many women. What was missing was
emphasis on values such as cooperation, nurturing, and bonding.

Harvard education professor Carol Gilligan showed that many women ana-
lyzed ethical dilemmas differently from men. Subsequently, feminist theorists ar-
ticulated theories of ethics whose central notions were not rights or universaliza-
tion but caring, trust, and relationships. This so-called “ethics of care” may be
considered a branch of virtue ethics that promotes the “female” virtues of caring,
nurturing, trust, intimate friendship, and love, Even among feminist theorists, this
Statement is controversial because some theorists believe that such virtues are not
inherent in women by nature but exist only because they are encouraged in most
women by traditional, sexist gender roles,

One might view the ethics of care as a corrective to the previous emphasis in
ethical theory on abstract, semilegalistic concepts. Al ternately, one might consider
the ethics of care as reflecting a modern turning inward to the family and to those
around one, fighting battles close at hand and letting far-off concerns such as world
hunger take care of themselves. Finally, one might view this approach as taking a
more modest, minimalist approach to morality —a kind of “within-my-circle-of-
relationships” approach—in which moral concerns usually arise among those one
knows.

Perhaps the ethics of care is best seen as an antidote to moral views that are cast
only in terms of rights, utility, and duty. Itis not yet a complete ethical theory, for
it does not tell us how to treat people we do not know or care about. This is an im-
portant criticism in medical ethics because much of medicine is about treating
strangers, at least when patients first meet a physician. It may be retorted that good
physicians should care for all their patients, but the meaning of “care” gets too di-
luted when someone claims they care about everyone they meet. Nor does this
theory yet tell us how to resolve conflicts among those we care about, such as when
a female physician is torn between checking on a patient and being with her
daughter at the birth of her first grandchild. This theory, however, is still very
young and in coming decades, may have more to offer.

Case-Based Reasoning

Many physicians and medical ethicists do not find any of the theories described
above very useful to their practice of medicine. To force the complexities of many
medical cases into a preconceived, abstract framework is often to be guilty of over-
simplification, and when that happens, the truth is rarely discovered.

In the past decade a new approach has been articulated that bases moral rea-
soning on paradigms or model cases. These paradigmatic cases serve as a basis
from which a person can generalize to other, similar cases; for example, both Karen
Quinlan and Nancy Cruzan were young women who went into lifelong comas
called “persistent vegetative states” after, respectively, a drug overdose in 1975
and an automobile accident in 1983. In both cases, parents decided after many
months that their daughter’s biography was over and wanted to end the mere life
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of the remaining body. Karen Quinlan’s case focused on removal of a respirator;
Nancy Cruzan’s on removal of a feeding tube. Both cases resulted in landmark le-
zal decisions in, respectively, 1976 and 1990.

Advocates of case-based reasoning believe that study of these two famous
cases can teach us a lot about how ethics in medicine has actually worked over the
last two decades. Paradigms are bedrock cases from which we generalize in ever-
expanding circles of similarity. By understanding and analyzing arguments on
both sides—about killing and letting die, ordinary versus extraordinary treat-
ment, forgoing versus withdrawing treatment, standards of brain death, and mod-
els of proxy consent for making decisions about incompetent patients—we can
hope to increase our understanding of related issues in medical ethics.

Because thousands of patients may end up in comas like those of Karen Quinlan
and Nancy Cruzan, studying how decisions were handled in their famous cases
can teach us how to handle future cases better. Case-based reasoning is very simi-
lar to the method of case-analysis of some famous business schools and the tradi-
tional teaching on rounds in medical schools. It is much the same as an ancient
method of theological reasoning called “casuistry,” and some bioethicists with the-
ological traming today use this word to describe this orientation.

Case-based reasoning does not deny that ethical theories and moral reasoning
play roles in maral life. When these are relevant to a case, they must be discussed.
It is just that when they are relevant, we need not study ethical theory to see their
relevance. If a patient has been abused in a nontherapeutic, psychiatric experi-
ment, we do not need to understand much about the principle of justice to under-
stand that the patient has been abused. In short, how all the different ingredients
of the ethical recipe go together to bake a good result can be judged only in terms
of the complex details of each case, not in terms of preset formulas.

Case-based reasoning does deny that any overarching ethical principle of
morality can guide us in making day-to-day ethical decisions in medicine. Hach
situation or case will present a unique array of people, interests, conflicting prin-
ciples, incompatible role-duties, strong passions, and concerns about the larger
good, about resources, about institutional policies, and about political conse-
quences. Each set of circumstances will require what the Greeks called phironesis, or
practical judgment, to find the optimal solution for all parties.
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