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The Park Ridge Center exists to explore the relationships among health, faith, and 
ethics. In its programs of research, publishing, and education, the Center gives 
special attention to the bearing of religious beliefs on questions that confront 

people as they search for health and encounter illness. It also seeks to contribute to 
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Second Opinion, as its name implies, recognizes that the complexities of modern health 
care make it increasingly difficult to find the single “correct” action, thought, or 
method. Each situation is open to a variety of apparently legitimate and appropriate 
interpretations and applications. But such confrontations with ambiguity need not lead 
to discouragement. They can instead elicit greater research, discussion, and thought.

By inviting contributions from a wide range of perspectives, Second Opinion stimulates 
interdisciplinary conversations between members of fields relating to health, faith, and 
ethics. While other publications deal with one or two of these concerns, Second Opinion 
distinctively seeks to address all three. The Park Ridge Center created this publication 
in the hope that it will help form one public out of a number o f related constituencies. 
This public will not only wish to relate ethics and faith to health issues, but should 
also, through lively and enlightened interchange, be better equipped to do so.
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Initial Comment

Shifting the Burden of Proof

P l a g ia r ist  of so r t s  t h a t  i o c c a sio n a lly  a m ,
I borrow the tit le  of this teaser ed itorial from one 
of the articles in th is issue of Second Opinion. W hen 
editors borrow from the authors they pub lish , it 
is a s ign  of confidence in the w ritings and respect 
for the essayists. The phrase burden o f  p r o o f  is on 
loan here from Dena S. Davis, who wants to see it 
sh ifted  from patien ts in persistent vegetative 
states, or PVS, who are not capable of g iv in g  voice 
to anyth ing  in such states but who, the law 
presum es, do not want life support w ithdraw n. 
“The burden of proof is [curren tly ] on those, like  
the fam ily  of N ancy Beth Cruzan, who would 
have it  rem oved.” Davis te lls why she wants this 
burden shifted. “You w ou ld  be w rong more than 80 
percen t o f  th e tim e” as a judge “if you followed our 
current presum ptions and placed the burden of 
proof on those who w ished to w ithdraw  the feed­
ing tu b e .”

Burden of proof n. Law. The responsibility of
proving a disputed charge or allegation.

T hat text for our m editation , from the d ic­
tionary, frames the issues in  other articles w ith in  
these pages. The Park R id ge  Center is a center for 
study , not for advocacy, and Second Opinion reflects 
the stance of the Center it  represents. But the 
non-advocacy charter does not im p ly  that people 
inv ited  to speak up here are not to have opinions

or to set forth argum ents. M any im portant 
themes come labeled “controversial.”

So authors Suzanne H olland and Karen Peter­
son, in our w eigh ty opening artic le , would shift 
the burden of proof to those who wish to keep 
their ears shut when the cries for attention to poor 
wom en— especia lly  the e ld erly  and those of 
ch ildbearing age— are voiced. A society that con­
tinues to shun such cries has worked out a system 
of “proof” to defend its policies, or nonpolicies, 
but this system does not m atch the avowed con­
cepts of justice in the society.

The controversial voices in this issue continue 
in M argaret M. Polom a’s discussion of prayer and 
w ell-being. As we read her, she pictures scientists 
and social scientists saying that the burden of 
proof is on the vast m ajo rity of people who believe 
that prayer has effect. She would shift the burden 
to scientists who do not hear the claim s of those 
who pray, or read the evidence of its effects. Her 
citations of evidence m ay not m ake her case, in 
the m inds of many readers, but they m ay w ell 
unsettle those who prem aturely had their m inds 
made up.

Then comes the voice of Dave H ilton in our 
interview . He has spent so much tim e listen ing 
to people around the world and being convinced 
of their need for em powerment that he would 
shift the burden of proof to those in our society
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who believe that we can live out our religious and 
eth ical com m itm ents unm indful of the voices of 
the powerless. W hat he also says about congrega­
tions and their potential role in healing pushes 
the burden of proof to those who argue that 
congregations can live out their life unattentive 
to the roles they could p lay in help ing produce 
healthy people and com m unities.

Robert W uthnow  attem pts to shift the bur­
den of proof in the case of those who th ink that 
“greed and selfishness . . . enacted d a ily” charac­
terize our society. He suggests, w ith  statistics and 
stories, that “an ethic of caring is s till very much 
a part of Am erica in the 1990s,” and he shows 
how this ethic can be developed, thus further 
enhancing care.

And Bernie S. S iegel, who has heard m any a 
p atien t’s voice, speaks up w ith  and for patients 
who have repressed anger, to their detrim ent. If 
you agree w ith  S iegel, the burden of proof has 
shifted to those who th ink  healing can go on only 
by suppression of “righteous” but presum ably 
unwelcome expressions of feeling.

Sometim es, in these articles, the “proof” in 
question is legal; more often it belongs to the 
realm  of m orality, or faith , or personal or public 
opinion. In a ll cases, the authors assume that in 
the current state of society the m ajo rity of those 
who make it up have come to some conclusions

based on proof that they have gathered too casual­
ly . They m igh t change, we read here, if  they heard 
the voices of poor women; of people in PVS, back 
when they could speak; of those who pray for 
health; of the unempowered of the world; of those 
who care and volunteer; of the il l  who are angry. 
Ind irectly, at least, we get to hear some of those 
voices on the pages that follow.

/V r.'V -
M artin  E. M arty

Second Opinion • J anuary 1993

9



M B j* _r_

IPlbr
i  V  j

The Spanish Family. Oil on canvas by Alice Neel, 1943 .

The estate of Alice Neel. Courtesy Robert Miller Gallery, New York.

Second O pinion • J anuary 1993

10



The Health Care Titanic: 
Women and Children First?

S u z a n n e  H o l l a n d  a n d  K a r e n  P e t e r s o n

I n t r o d u c t i o n
PICK UP a  NEWSPAPER, ANY NEWSPAPER, on any 
g iven day. You’ll find more coverage on w hat, un til 
very recently, was rarely front-page news: health 
care. W e a ll know by now that more of us than ever 
before lack health insurance— 37 m illion  of us, in 
fact. W e know this because, for the first tim e, the 
health care delivery system  is fa iling  the m iddle 
class. F inally , th is failure has become a m iddle-class 
issue— our issue. W hat we forget is that our issue is 
not new to m illions upon m illions of Am ericans who 
are classified as “the poor.’’

Those words, the poor, are inextricab ly linked 
w ith  the words women and illness. The “fem inization 
of poverty” means exactly th is: the poor have become 
overw helm ingly female (M cBarnette 1988 :55—56). 
As many of us in the m iddle class are becoming 
frigh ten ing ly  aware, a lack of financial resources 
goes hand-in-glove w ith  illness. It stands to reason

Suzanne H olland is a  doctora l student in ethics a t the G raduate T heologica l Union, 
Berkeley, California.

Karen Peterson is pursu ing her master o f  d iv in ity  an d  master o f  arts in  eth ics a t the 
P a cific  School o f  R eligion, Berkeley, C alifornia .

For citation: Holland, Suzanne, and Karen Peterson. 1993- “The Health Care Titanic: 
Women and Children First?” Second Opinion 18, no. 3 (January): 11—29-

that if  you don’t have enough money, you (and your 
children) are less lik e ly  to eat w ell, less lik e ly  to have 
the means to care for your body, less lik e ly  to go to 
the doctor when you are sick, and f a r  less lik e ly  to 
seek preventive care of any kind. (This is particu larly  
problem atic in the case of poor women who are 
pregnant and who m ust usually forgo critica l prena­
ta l care. The result is often deadly, for either m other 
or infant.)

On the other hand, if  you are poor, you are more 
lik e ly  to live in substandard housing or to worry 
about m ain ta in ing  paym ents on the sm all home you 
m ight own. You are also more lik e ly  to work in 
service-sector jobs at close to m in im um  w age, more 
lik e ly  to suffer from chronic stress, more lik e ly  to 
work in  substandard conditions, and more lik e ly  to 
have chronic or deb ilita tin g  illnesses (Zambrana 
1988; M cBarnette 1988). If you are female, a ll these 
conditions often w ill be exacerbated, as Lorna M c­
Barnette reports:

National surveys over the years have provided 
evidence of yet another connection— between 
poverty and ill health— as evidenced by the 
poorer health status of low-income people. . .  . 
[A lth o u gh  strides have been made in rectify­
ing the disparity between poor and nonpoor

T he Health Care T i t a n i c .- W omen and Children First?
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women, economic deprivation is s till as­
sociated with poorer health. . . . [In recent 
years} with the increasing number of women 
who are poor, there has occurred a convergence 
between class and gender that is unprece­
dented in American history. (1988:56—57)

These are the issues w ith  which this essay con­
cerns itself. W e first look at the historical and 
contextual situation of two groups of the poor: poor 
wom en in  th e ir  reproductive years and elderly 
wom en of lim ited  income. W e then consider the 
national furor over what constitutes adequate health 
care coverage in  lig h t of the three major types of 
proposals being advanced for health care reform: 
“pro-com petition” plans, “pay-or-p lay” plans, and a 
national heath care system .

W e apply an exp lic itly  fem inist ethic to each of 
the plans to assess the adequacy of the proposed 
changes from a wom an-centered perspective. W e 
find , however, that none of these proposals for 
reform is m orally adequate: in particu lar, none satis­
factorily addresses the needs of women— especially 
poor women. U sing the historical experiences of the 
two groups of poor women mentioned above, then, 
we begin  to develop an eth ic of justice that, we 
subm it, ought to be applied to any proposal for 
health  care reform.

P o o r  W o m e n  in  T h e i r  
R e p r o d u c tiv e  Y e a rs : A  

S tru c tu ra l A n a ly s is

IN 1985, THE ALAN GUTTMACHER INSTITUTE con­
d u c ted  a s tu d y  o f M ed ica id  p a t ie n ts  and of 
physicians specializ ing in obstetrical care and “con­
cluded that the health of mothers appears to be 
suffering in large part because of compromised ac­
cess to prenatal care” (M cBarnette 1988 :57). F irst, 
prenatal care is s im p ly not availab le to m any poor 
wom en because obstetricians and gynecologists have 
lower M edicaid  participation rates than a ll other

prim ary care physicians (M cBarnette 1 988 :57 -58 ). 
Transportation and language barriers, low -paying 
jobs that do not provide health insurance benefits, 
and system ic barriers to specialist care w ith in  the 
M edicaid system  itse lf  also affect access to care for 
poor women, especially women of color.1 Because of 
stringen t income criteria , M edicaid covers only 
about one-th ird  of the poor wom en whom federal 
fam ily-p lann ing  program s target for assistance. It is 
h igh ly  ironic, as M cBarnette points out, that “pover­
ty means lim ited  access to the very services that help 
to prevent poverty” (M cBarnette 1988:68—69).

Furthermore, issues involving poor women and 
reproduction are now the subject of intense debate. 
In at least two states, California and New Jersey, the 
reproductive practices of poor women are being 
scrutinized and blamed for the h igh  costs of welfare. 
W elfare, it  is said, is bankrupting state budgets. 
Thus, in at least two instances, governors and leg is­
lators are targeting  poor women and their children 
as prim e redline “objects” in state budget cu tting  
(Goodman 1992; Abram ovitz and Davis 1992). In 
reality , welfare constitutes only 6 percent of the state 
of California’s general fund of $43 .8  b illion  (H eager- 
ty 1992). In some states, legislators are proposing 
cash incentives for poor women who have the 
N orplant b irth  control device im planted and for 
poor men who have vasectomies (“Tennessee Eyes 
Rew ard” 1992). This is certain ly consistent w ith  
previous state and national efforts to make funds 
availab le for ste rilizatio n  of poor women (M c­
Barnette 1988:69). It seems that our society would 
rather elim inate these wom en’s reproductive needs 
than attend to them.

A lthough most health surveys have not been 
gender, class, and race specific (generally lum ping 
together either “the poor” or “wom en”), we know 
that c lear lin kages ex ist between low er socio­
economic status and women (Zambrana 1988 :137— 
60). W e also know that women are disproportion­
ately poor and in poor health , especially regarding 
reproductive health (M cBarnette 1988:56). Poor 
women are more lik e ly  to suffer from m edical com­
plications associated w ith  cervical cancer and sexual-
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ly  transm itted diseases, for example. They are also 
more lik e ly  to die in childbirth . In fact, black 
women are three times more lik e ly  to die in ch ildb irth  
than are w hite women, because of poorer liv ing  
conditions and more lim ited  access to prenatal care. 
M cBarnette insists, and we concur, that “the health 
gap for poor women is sign ificant to the larger 
society since the health status of women d irectly 
affects the health  status of future generations” 
(1 9 8 8 :6 9 -7 6 , 76).

And what of future generations? W h at values 
are we upholding when we tolerate a health care 
industry where the infant m orta lity rate for non­
w hite ch ildren is tw ice as h igh  as that for w hite 
children (Zambrana 1988 :141)? As Ruth  Zambrana 
reports, “Ethnic m inority women experience h igher 
infant m orta lity  rates, h igher neonatal death rates 
and  h ig h e r  p o s t-n e o n a ta l d ea th  ra te s . Low 
b irthw e igh t, which accounts for 60%  of infant 
deaths, is h igher among racial/ethnic m inorities” 
(1988 :142). Moreover, the recent and h igh ly  touted 
governm ent findings that infant m orta lity  in the 
U nited States has dropped to an a ll-tim e low belies 
the s till-g r im  reality . As the San Francisco Chronicle 
reported, “the infant m orta lity rate in the U nited 
States fell to an a ll-t im e low in 1989, but the s ligh t 
improvem ent s till left this country ranked 22nd in 
the world. . . . The m orta lity  rate dropped despite 
an increase in the percentage of babies w ith  low b irth  
w e igh t” (“U .S. Improves” 1992).

Under such circum stances, lower infant mor­
ta lity  leaves lit t le  to cheer about, especially if  you 
are a low-income m inority  woman. In that case, 
chances are you would not have been able to get 
adequate nutrition ; you are like ly  to be suffering 
from one or more chronic illnesses, and certain ly 
from chronic stress; and you are not like ly  to have 
had much at a ll in the way of prenatal care (Zambrana 
1988:148). Furthermore, children born into such 
poverty w ill also suffer its effects. According to Health 
Access (a San Francisco-based health care coalition), 
“Low b irthw eigh t.. .  is the single largest cause of infant 
death and can lead to permanent disability among 
infants who survive” (1987—88:2).

Moreover, when women are unable to obtain 
adequate prenatal care and nutrition , huge m edical 
and social costs result from the use of postnatal 
technology to try and save their at-risk  babies. As 
Joseph Liu of the C h ild ren ’s Defense Fund notes, 
“we are relying on the m iracle of modern technology 
to save very sick babies, w h ile fa ilin g  to provide 
(enough) up-front preventive care” (“Too M any In­
fants” 1992). One wonders whether one could a ll but 
e lim inate the category of “at-risk  ch ild ren” w ith  a 
shift in priorities that took seriously the health needs 
(both nutritional and reproductive) of mothers.

Elderly Women:
A Structural Analysis

H e a lt h  c a r e  fo r  t o d a y ’s e ld e rly  p r o v id e s

another example of how wom en’s needs have been 
system ically ignored. M any charge that today’s older 
people are w ell off—indeed, perhaps too w ell off— 
and that we should begin to curta il public funding 
for their health needs. True, e lderly people today are 
better off than in  previous tim es. However, a s ig ­
nificant number of elderly people are poor (13 per­
cent in 1988), and others live on lim ited  incomes 
and are “near poor” (Grau 1988 :104—5). S till others 
are driven into poverty as they become il l  and find 
themselves w ith  inadequate health insurance to 
cover th e ir  m u ltip le  hea lth  needs. T h is illn ess- 
engendered poverty proves especially trag ic  when it  
is not only i l l  people hut also th eir spouses who become 
poor as a result of the illness.

W ho are the elderly? First, the m ajority are 
women. Because women tend to live longer than 
men, they make up the bu lk  of our society’s older 
generation. Even more s ign ifican tly , older women 
are disproportionately poor: 60 percent of the elderly 
are women, but 72 percent of the elderly poor are 
women (Tallon and Block 1988 :123). Especially 
vulnerable are single women; because m any of these 
women have lower preretirem ent incomes than their 
m ale counterparts, they tend to receive lower Social
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Last Sickness. Oil on canvas by Alice Neel, 1952.

The Estate of Alice Neel. Courtesy Robert Miller Gallery, New York.

Security paym ents and pensions (Grau 1988:106). 
Furtherm ore, wom en have trad itionally worked at 
low -paid  or unpaid  jobs (e .g ., child care), w hich offer 
no financial security in  old age. In 1985, one out of 
five older women lived in poverty; th is figure rises 
in the case of m inority women (Grau 1 9 88 :1 05 -6 ).

Those who are poor and old are also more lik e ly  
to become ill. Aside from private insurance, health

care is p rim arily  availab le to elderly people through 
M edicare and M edicaid— both of which have g la r­
ing inadequacies. M edicare, the federally financed 
health insurance system availab le to people 65 or 
older (and to certain disabled persons), covers less 
than  h a lf  of the e ld e r ly ’s h ea lth  care costs— 45 
p ercen t in  1984  (G rau 1 9 8 8 :1 0 9 )-  S ig n if ic a n t­
ly ,  M ed icare  fa ils  to cover m an y o f th e h ea lth -
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promotion interventions most needed by elderly 
women to stave off diseases such as breast cancer, 
osteoporosis, and diabetes (Grau 1988 :108). Fur­
therm ore, M edicare fails to cover com m unity or 
in stitu tiona l long-term  care adequately— the ser­
vice that elderly people perhaps need m ost.2 This 
g la rin g  shortfall stems prim arily  from M edicare’s 
exclusion of day-to-day routine care. Thus, only 
“sk illed  nursing care” is covered,3 and most nursing 
care does not qualify  as “sk illed ” (Sommers and 
Shields 1987 :66). Even most private insurance plans 
do not cover the long-term  care needs of older 
people.

The alternative for these elderly is M edicaid . 
M edicaid is a welfare program , paid for by both the 
state and federal governm ents, designed for people 
w ith  very low incomes and few assets. According to 
Grau, alm ost one-half of the nation’s poor people do 
not q u a lify  for M ed ica id , due to s tr ic t  s ta te  
e lig ib il ity  requirem ents (1988 :109). M edicaid  does 
pay for long-term  care, but only for people who are 
very  poor.1

W h at choices, then, are available for the chroni­
ca lly  i l l  e lderly person on a lim ited  income? Often 
he or she s im p ly cannot afford institu tional care or 
adequate in-home help and may not (yet) qualify for 
M edicaid . Spouses and fam ily members take on the 
da ily  tasks of caregiv ing, and approxim ately three- 
fourths of these caregivers are women (Sommers and 
Shields 1987 :15). Moreover, these caregivers are 
often older w ives, not in the best of health them ­
selves, who m ust provide nonstop, round-the-clock 
care for a ilin g  spouses. Such caregiv ing requires a 
staggering  am ount of work. Yet social stereotypes 
te ll us that women are “n atu ra lly” more caring and 
that we need not question the adequacy of such an 
arrangem ent. As Tish Sommers and Laurie Shields 
point out, “For women, caregiv ing is an expected 
duty ; for men, it  is an unexpected expression of 
compassion” (Sommers and Shields 1987:16).

A lternatively , a couple m ay be forced to “spend 
down” into poverty in  order to obtain long-term  care 
coverage under M edicaid. Consider the case of Sam 
and M artha, a couple in  their m id-60s:

Sam’s federal civil service pension was $600 per 
month, Martha’s Social Security benefit was 
$300 per month, and their $50,000 bank cer­
tificate of deposit gave them interest income of 
$500 per month. Because they owned their 
home (valued at around $100,000), their total 
income of $1,400 per month was minimally 
adequate. When Sam had a stroke that left him 
unable to walk or speak, Martha began to care 
for him at home. She quickly learned that 
neither Medicare nor their supplemental 
health insurance policy were much help once 
Sam came home from the hospital. She was able 
to get Medicare to pay for a home health agency 
to send someone to provide periodic physical 
therapy and to give Sam injections, but only 
for a short time.

No other home care was covered by 
Medicare or their supplemental health in­
surance po licy.. . .  The long period of care after 
a stroke patient has been “stabilized” is con­
sidered custodial [not “skilled”].

Martha could not even afford to hire some­
one to come in and watch Sam while she 
shopped, kept medical appointments, or went 
to her granddaughter’s first birthday party. She 
cared for Sam alone, 24 hours a day, until she 
had a mild heart attack a year later. Her 
physician said she should take it as a warning, 
and that it was time for Sam to go into a 
nursing home.

But there wasn’t enough money. W hile 
Sam and Martha could get by on $1,400 a 
month when Sam was at home, they couldn’t 
afford the cost of the nursing home, which was 
$2,000 per month. Neither Medicare nor 
Sam’s supplemental insurance policy covered 
any of it, either. . . .

Martha looked into Medicaid. Medicaid 
does pay for nursing home care, but only for 
the very poor. She was appalled to learn that 
for Sam to qualify for Medicaid, they could 
have no more than $2,500 in savings. That 
meant she would have to spend their savings of 
$50,000 before he would become eligible. 
Once that money was gone, they would no 
longer have the interest income ($500 per 
month) to live on.

Their monthly income would then be $900 
(Sam’s pension plus Martha’s Social Security),
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of which Martha would be allowed to keep 
about $500 for herself. . . . Medicaid would 
then pay for the remainder of the cost of Sam’s 
nursing home care.

. . . Martha could see a bleak future for 
herself after Sam’s death. Since their savings 
would have been spent, she would no longer 
have $500 in interest income each month. And 
she would no longer receive his $600 civil 
service pension. (Like so many couples, they 
had chosen not to have Sam’s pension pay a 
survivor’s benefit because that would have 
meant lower monthly income while he was 
alive.) Though Medicaid did not require Mar­
tha to sell her house as long as she lived in it 
(either while Sam was in the nursing home or 
after his death), Martha knew she couldn’t pay 
taxes and insurance on the home with her small 
Social Security income. But if she sold the 
house and rented an apartment for herself, Sam 
would not be eligible for Medicaid until all 
proceeds from the sale of the house had been 
spent. W hile caring for Sam at home might 
cost Martha her life, putting him in a nursing 
home meant that the rest of her life would be 
spent in poverty. (Sommers and Shields 
1987:60-63)

Sommers and Shields sum  it up w ell: “It is poor 
pub lic  po licy indeed that perm its— or worse, re­
qu ire s— the perm anent im poverishm ent of the 
spouse of a severely d isab led person” (1987 :76 ). Not 
only do o lder wom en tend to live longer— and thus 
to experience more chronic, m u ltip le , and increas­
in g ly  d eb ilita t in g  disease (Grau 1988 :106)— they 
also tend to be p h ysica lly  and financially responsible 
for the care of an i l l  spouse, too often resu lting  in 
th e ir own im poverishm ent.5

These health  care d ilem m as that so m any face in 
old age are not confined to the poor; as the story of 
Sam and M artha illu stra tes , the m idd le class is also 
vulnerable. For a ll but the rich, any uncovered illness 
could mean eventual poverty. Furthermore, th is vu l­
n erab ility  is p a r t icu la r ly  fa c e d  by women.6 W om en are 
more lik e ly  to be poor, sick , and caring for others in 
the ir o ld age. H av ing faced occupational segregation 
and un just wage structures for their entire lives,

these women now face inadequate provision for their 
health needs. Any proposed health care reform must 
face th is inadequacy squarely.

Three Proposals for 
Health Care Reform*

SUCH GLARING INADEQUACIES PROMPT US to ex­
am ine our health care industry and its failure to work 
for women like  those described above. Indeed, health 
care reform has become the hot topic of the 1990s, 
and leg islative proposals abound, in and outside 
Congress. In genera l, there are three types of 
proposals: (1) “pro-com petition” proposals, seeking 
reform prim arily  through the m arketplace; (2) “pay­
o r -p la y ” p ro p o sa ls , s e e k in g  reform  th ro u g h  
employer-purchased insurance; and (3) proposals 
that advocate a national, single-payer health care 
system . A brief description of each follows.

Pro-C om petition  P lan s: The Bush  
A d m in is tra tio n ’s Proposal

Pr o p o sa l s  t h a t  p r o m o t e  c h a n g e  through the 
m arketplace generally advocate tax subsidies for the 
purchase of private health insurance. Such tax sub­
sidies theoretically force people to “shop around” for

*The recent election of Bill Clinton brings his 
proposal for health care reform into the fore­
ground. At the time of publication, it appears that 
President-elect Clinton has shifted toward a 
“managed competition” approach. Earlier in his 
campaign, the Clinton proposal was most easily 
located in the pay-or-play category. Therefore, we 
did not examine “managed competition” proposals 
in this article (which was written prior to the 
election). We refer the reader to the work of Alain 
C. Enthoven (for example, 1988,1992) of Stanford 
University for a fuller discussion of this approach.
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the best health care plan . Shopping around, of 
course, benefits those w ith  more tim e, knowledge, 
language sk ills , and economic savvy. The most 
v isib le of these has been the Bush adm in istration ’s 
proposal, though other pro-com petition plans ex ist.7

Basic Features
U n d e r  t h e  b u s h  a d m in is t r a t io n ’s p l a n , poor 
ind iv iduals, couples, and fam ilies would receive tax 
credits— via vouchers— to pay for health insurance. 
Others (w ith incomes up to $80 ,0 00  for couples) 
would receive tax deductions to help pay for health 
insurance costs not covered by em ployers.8 S ig ­
n ificantly , these figures would rise to meet overa ll 
inflation but would not keep pace w ith  the higher 
rate of inflation in m edical costs. Thus, the value of 
the tax benefit is lik e ly  to decrease over tim e.

The Bush plan would also leg islate  certain in ­
surance reforms in order to make the health in ­
surance industry more equ itab le . These reforms 
in c lude  a restric tion  on p reex isting -cond ition s 
clauses (which lim it coverage) and a prohibition of 
practices that curtail coverage for h igher-risk  per­
sons or groups (W ines 1992:A15). Thus, a person could 
no longer be refused insurance— or have his or her 
insurance rates raised— sim ply because of poor health.

Financing and Cost Containment
T he  b u s h  a d m in is t r a t io n  h a s  n o t  specified

exactly how such a plan could be financed. One 
suggestion has been mentioned: a per-capita ce iling  
on the grow th of federal M edicaid paym ents. As the 
W ashington Post points out, “The clearest suggestion 
[President Bush] makes is to finance part of the 
increased care for the poor by cu tting  the main 
ex isting  form of care for the poor” (“President’s 
H ealth Care P lan” 1992:26). President Bush argues 
that this ce iling  would force states to cut costs by 
turn ing to HMOs and other forms of m anaged care. 
The p lan also advocates changes in  m edical m alprac­

tice and an titrust laws to lower insurance costs. 
F inally , the plan encourages sm all businesses and 
ind iv iduals to band together into larger risk  pools 
in order to lower their insurance prem ium s.

Evaluation
T h e  b u s h  a d m in is t r a t io n ’s p l a n  m in im a l l y  
disrupts the current health care industry. Further­
more, the federal governm ent plays a weak role, as 
it large ly  shifts the burden of cost containm ent to 
the states (because of federal M edicaid caps). This 
shift, along w ith  the emphasis on p r iva te  insurance, 
reflects a trad itiona lly  conservative effort to lim it 
federa l b u reaucracy  and prom ote “e ff ic ie n cy” 
through com petition. It is not clear, however, that 
efficiency w ill in  fact increase. C erta in ly  some 
amount of com petition already exists in  the health 
care in d u stry , and few would argue that it  is 
econom ically efficient. Economist Uwe E. R ein ­
hardt frames the issue this way:

Surely the elderly and small business firms 
[currently] have the incentive to act as prudent 
purchasers. If even they cannot seem to dis­
cip line the health-insurance m arket, what 
makes us th ink that harried working mothers 
w ith  children or other low-income families 
w ill be able to drive the market toward greater 
efficiency? Yet that is precisely the assumption 
un d erly in g  proposals such as the [B ush ] 
adm inistration’s. (1992:11)

Another core value of the Bush adm in istration ’s 
proposal is to preserve choice of health care insurers. 
However, the p lan m aintains the value of choice for 
the nonpoor only, since the poor would b e  fo r c ed  into 
m anaged-care facilities— resu lting in  a two-tiered 
system  of care. Under such a system , tig h t regulation 
(of private insurance companies) would be needed to 
ensure that the packages affordable to the poor are 
not substandard.
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P ay-o r-P lay  Proposals

A SECOND GENERAL CATEGORY OF PROPOSALS for 
health  care reform is known as the pay-or-p lay ap­
proach. U nder th is type of p lan , employers would be 
leg a lly  required either to “pay ,” by contributing 
money to a governm ental plan that covers a ll un in­
sured people, or to “p la y ,” by purchasing private 
health insurance for employees. Am ong the various 
versions of the pay-or-p lay approach, two in  par­
ticu lar stand out: the proposal of the U.S. B ipartisan 
Comm ission on Comprehensive H ealth  Care— the 
Pepper Comm ission (Rockefeller 1991),9 and S. 
1227, sponsored by Senate M ajority Leader George 
M itchell (Fuchs, Lundy, and Sokolovsky 1991:85—99).

Basic Features
IN GENERAL, PAY-OR-PLAY PLANS WOULD PHASE 
in health insurance coverage over a period of tim e, 
w ith  the governm ent requ iring first large and then 
sm all businesses to provide coverage.10 As an a lte r­
native to purchasing private insurance coverage, 
most pay-or-p lay plans would allow em ployers to 
purchase coverage from a new ly established federal 
program  (which would p artia lly  or fu lly  replace 
M edicaid). This program  would also cover non­
workers and the self-em ployed.

M ost plans of this type also call for various 
insurance reforms, such as the setting  of adequate 
m in im um  standards of coverage. For exam ple, both 
the Pepper Com m ission’s recommendations and the 
M itche ll p lan  include standards that em phasize 
preventive services, includ ing prenatal care, w ell- 
ch ild  care, m am m ogram s, Pap smears, and other 
procedures. The Pepper Commission also makes a 
sp e c if ic  reco m m en d atio n  for lo n g - te rm  care 
coverage.11 O ther insurance reforms include the 
lim it in g  of preexisting-conditions clauses (M itchell) 
and the standardization of e lig ib ility  requirem ents 
(Pepper Commission).

Financing and Cost Containment
PAY-OR-PLAY PLANS GENERALLY PROPOSE A 
variety of financing and cost containm ent measures. 
Most plans would finance health costs through ex­
isting  governm ent sources and some new taxes (the 
Pepper Commission specifies that these taxes should 
be “p ro gress iv e” in natu re). M ost w ou ld  also 
promote cost sensitiv ity  by requ iring nonpoor in ­
d iv iduals and fam ilies to contribute some portion 
toward the cost of health care (subject to ab ility  to 
pay). In addition , pay-or-p lay proposals encourage 
cost containm ent through greater use of HMOs and 
other forms of m anaged care. The M itchell p lan also 
seeks to contain costs by estab lish ing a “federal 
health expenditure board” to set national health 
spending goals. F inally , the Pepper Commission 
emphasizes the need for m alpractice reform in order 
to control rising health costs.

Evaluation
PAY-OR-PLAY PROPOSALS IN GENERAL ALLOW for 
more governm ental regu lation  than purely pro­
com petition proposals. Therefore, they can more 
closely oversee w hich  benefits get covered, providing 
a more stable “floor" beneath the feet of the currently 
u n in su red . To th e ir  c re d it , both the P epper 
Com m ission’s proposal and the M itchell proposal 
emphasize some preventive care. Furthermore, pay- 
or-play proposals build on the current system, so they 
are not as destabilizing as single-payer plans (below). 
This gives them the strength of political feasibility.

The most com m only cited weakness of pay-or- 
p lay proposals centers around financing; a d is ­
proportionate am ount of the burden falls on small 
businesses (m any of which do not currently purchase 
health insurance for employees). Despite tax incen­
tives, inflationary health costs could potentially 
drive m any businesses into bankruptcy, increasing 
unem ploym ent. In the face of such rising costs, one 
m igh t w ell question the effectiveness of using 
managed care as the m ain tool for cost containment.
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The Adolescent. Lithograph by Raphael Soyer, 1956.

Reproduced by permission of Forum Gallery, Inc., New York. All rights reserved.
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N atio n a l, S in g le -P ayer Proposals

T he THIRD GENERAL CATEGORY of health in ­
surance reform is the national single-payer health 
care system , sim ila r to the Canadian system . Several 
proposals cu rren tly  ex ist; among the most v isib le are 
the P hysic ians for a N ational H ealth  Program  
(PNHP) proposal (G rum bach et al. 1 9 9 1 :2 5 4 9 -5 4 ) 
and H .R . 1300, sponsored by Representative M arty 
Russo (Fuchs, Lundy, and Sokolovsky 1991 :2 7 -2 9 ).

Basic Features
U nder m ost single-payer  approach es, the
governm ent would pay for a ll health care services 
deem ed “m ed ically  necessary." The PNHP proposal 
specifies that these services would include prescrip­
tion d rugs and long-term  care. Russo’s b ill specifies 
not only hospital and m edical services, but also 
nursing  care, home health  services, hospice care, 
preventive services (inc lud ing  pre- and postnatal 
care), services for the disabled , prescription drugs, 
and other services determ ined by the governm ent. 
U nder a national health  care system , consumers 
w ould s t ill have a choice among private doctors, 
hosp itals, and nursing homes when seeking care; the 
s in g le , governm ent-backed insurer, however, would 
pay a ll fees for m ed ica lly  necessary treatm ent.

Financing and Cost Containment
Proponents of a  national health plan  hold 
that it w ould bring about sign ificant adm in istrative 
savings as insurance was stream lined. To contain 
costs fu rth e r , th e  go vern m en t w o u ld  set fee 
schedules (for doctors) and global budgets (for hospi­
ta ls and nursing homes). The PNHP suggests that 
governm ent finance the proposal by com bining cur­
rent tax revenues w ith  new progressive payro ll taxes 
and new , “h ea lth ie r ,” socially beneficial taxes.12 
Russo, on the other hand, would fund a national

health program  through prem ium s for the nonpoor 
elderly , increases in income taxes and some em ployer 
payroll taxes, and general revenues.

Evaluation

The strengths of such a  NATIONAL PLAN are 
clear: guaranteed universal coverage, rational (and 
controllable) financing, and a clear method of cost 
containm ent. Its financing structure is potentia lly 
the most progressive, since it  m ay be determ ined 
independent of m arket forces. A lthough businesses 
would like ly  be taxed to support the plan , sm all 
businesses would carry less of a burden than under a 
pay-or-p lay system .13

Critics argue, however, that such a system  would 
encourage people to seek unnecessary care since they 
would have no incentive to act prudently . Further­
more, such a system  may lead to shortages and 
w a itin g  lines— and to the need for rationing of care 
(particu larly  for expensive procedures14 of ques­
tionable effectiveness). Under the current system , of 
course, de facto rationing of care already occurs; 
those uninsured and underinsured persons who can­
not pay for care do not get it. It is not universally 
accepted, however, that national health care neces­
sarily  leads to long w a itin g  periods.15

T he b as ic  v a lu e  u n d e r ly in g  s in g le -p a y e r  
proposals is equality  of care. Furthermore, efficiency 
and profit g ive way to protection for a l l  people. 
Choice (of doctors, hospitals, and nursing homes) is 
m aintained as a value but extended to a ll people, not 
just those who can afford it. Because there is no 
h ierarchy in levels of care, w ealth does not hold 
absolute sway; as Ian Morrison has said , under a 
single-payer, Canadian-style system , “even if  you 
earn $100 ,000  a year, you can’t jum p the {waiting} 
lin e” (Holzman 1991:51). Certain ly , under such a 
system , w ealthy people m igh t purchase private care 
at their own expense (or seek it in other countries). 
It is sign ificant, however, that pub lic  resources are 
not allocated this way.
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Toward a Feminist Ethic of 
Health Care

In the face of such an  a r r a y  of proposals
for health care reform, how are we to evaluate them 
from a fem inist perspective? In the past two decades, 
a considerable body of literature has em erged on 
fem inist theory; for the purposes of this essay we are 
most interested in the fem inist theory that arises out 
of theology and ethics. W h ile  fem inist eth icists vary 
g reatly  in their approaches to justice, certain “base 
po ints” do appear that are particu larly  relevant to 
health care reform. These are (1) the “ep istem ologi­
cal p riv ilege” of the societally m arginalized , (2) a 
historical and contextual analysis of structures of oppres­
sion, and (3) a vision of justice as “right relationship.”

W h at, in the first instance, do we mean by the 
“epistem ological p riv ilege of the societally m ar­
g in a lized”? This phrase is a fem inist adaptation of 
the essential point of liberation theology— that 
theology is always the second step in any process 
(G u t ie r r e z  1 9 8 8 ) .  P a r t in g  c o m p an y  w ith  
m ainstream  European theo logy, the lib eratio n  
theologians of Latin Am erica articu late a radical 
reconfiguring of how theology (in our case, ethics) 
should be done. W e m ust begin not w ith  theory, but 
f i r s t  o f  a l l  w ith  the stories of those who are oppressed. 
In Latin Am erican liberation theology, the op­
pressed are the poor. The world over, the poor are 
predom inantly female.

To say that the poor have an epistem ological 
p riv ilege means that we who are nonpoor m ust begin 
by according a place of honor and respect for what 
the poor know. The m ajority of you who are reading 
th is essay, and we who are w riting  it , are not poor. 
W ere poverty our present reality , we would not have 
the luxury of reading this analysis. This fact itse lf 
underscores the need to g ive prim ary consideration 
to the poor and m arginalized . W e who stand in any 
position of advantage (by accident of b irth , educa­
tion, race, gender, class, or sexual orientation) sim ­
p ly  cannot know the rea lity  of being poor and, for 
purposes of this paper, female.

This is not an issue of liberal g u ilt  and hand- 
w ring ing . It is fact: we cannot know what the poor 
know unless we first g ive priority to listen ing  to the 
very voices our structures effectively m ute. In a 
fem inist ethical appropriation of this base point of 
liberation theology, Karen Lebacqz explains:

I am white in a world where whites oppress 
blacks. As I look at the rupture of justice in the 
world ... an oppressor mentality w ill inevitably 
enter my picture. It w ill distort my percep­
tions, destroy my convictions, and pervert my 
conclusions. Because I am an oppressor, it w ill 
be all too easy for me to deceive myself—to 
think, for example, that the crumbs falling 
from the tables of white folk are really adequate 
for others, or that they are all that others 
deserve, or that they are “unfortunate” but not 
unfair and that justice requires no more. Be­
cause I am an oppressor, my very efforts to see 
injustice and to move toward justice are in 
jeopardy. . . .  As a white, well-educated, 
middle-class American, my life connotes cock­
tail parties rather than slums. How different it 
is from the extreme poverty that afflicts many 
in our world. How different from the racism 
that surrounds many with daily violence. Can 
I still hear the tears? How do I keep my ears 
open? One way is to let oppressed people speak 
for themselves. (1987:12—13)

The essential starting  place, then, is that place where 
the m uted voices receive special am plification. This 
is axiom atic to any fem inist ethic.

G iv in g  c red en ce  to  th e  e p is te m o lo g ic a l 
p riv ileg e  of the m arg in a lized  (defined as poor 
women in  this paper) necessarily leads to a second 
step: analyzing both context and history of the very 
structures of oppression. Though persons can and do 
certain ly oppress one another, to focus interpersonal- 
ly  would be to miss the point. Persons participate in 
structures of oppression, and those structures have 
h is to r ie s ; often th ey  have nam es (p a tr ia rch y , 
to talitarian ism , racism , and so on). The point of 
structural-h istorical analysis of context-specific op­
pression is to expose the systems we uphold, often
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un critica lly . It is not enough to stop and listen  to 
the stories of the oppressed; we m ust next ask what 
is the cause of the oppression?

W rit in g  about the health care industry and the 
need for a fem in ist b ioethic that insists upon a 
p o litica l analysis of context, Susan Sherwin makes 
th is argum ent:

Feminist ethics requires that any evaluation of 
moral considerations attend to the power rela­
tions that structure the relevant interactions. 
Political analyses of the unequal power of 
women and men, of white people and people 
of color, of First World and Third World 
people, of the rich and the poor, of the healthy 
and the disabled, and so forth are central to 
feminist ethics. To date, that sort of analysis 
has been almost entirely absent from the litera­
ture of mainstream medical ethics. (1992:84)

Sherwin is adam ant that health care analysts take 
a structural po int of view  in  doing the ir history. 
Only such a standpoint can uncover “the effect o f . . . 
larger [m ed ica l] practices on wom en’s pursu it of 
greater power in  a society that currently subor­
dinates them ” (1 992 :91 ). U ncovering the site of the 
power is crucial in Sherw in ’s fem inist ethic of jus­
tice, as it  is in  our own.

T h ird , a fem in ist eth ic  means attend ing to 
“r igh t relationsh ip” as, in some ways, both means to 
and ends of justice. R igh t relationship  is a term  first 
used (so far as we are aware) by fem in ist theologian 
Carter H eyward (1982). M any fem inist theories 
have since appropriated it  because re la tiona lity  
seems to be at the heart of the social experience of 
liv in g  life as a fem ale .16 Beverly Harrison is one of 
the ch ief advocates of a fem inist eth ic of r igh t rela­
tion. It is for her both practical and “u top ian .” She 
argues that “above a ll else a fem inist moral theology 
insists that re la tiona lity  is at the heart of a ll th ings. 
. . .  It is, above a ll, to insist on the deep, total sociality 
of a ll th ings. . . . Our life is a part of a vast cosmic 
web, and no moral theology that fails to envisage 
rea lity  in  th is w ay w ill be able to m ake sense of our 
lives or our actions today” (1 9 8 5 :1 5 -1 6 ).

A lice W alk er ’s heroine, C elie, in The Color Purple 
echoes this thought: “one day when I was s ittin g  
qu iet and feeling like  a motherless ch ild , which I 
was, it come to me: that feeling of being part of 
everyth ing, not separate at all. I knew that i f  I cut a 
tree, m y arm  would b leed” (W alker 1982 :168). This 
expresses exactly what Harrison means when she 
“insist[s] on the deep, total sociality of a ll th in gs .” 
W e are interrelated, whether we realize it  or not.

In our opinion, to hold an eth ic that insists not 
just upon relationality , but upon righ t relationship, 
im p lic itly  affirms our essential d ign ity  as human 
persons. In fact, we understand our essential d ign ity  
to include our interrelatedness. To be essentially 
human is to be relational (M ead 1934; N iebuhr 
1963; W in te r 1966). Indeed, it is part and parcel of 
the essential d ign ity  of hum anity. W e do not m in ­
im ize the rea lity  of hum an p luralism ; obviously, 
persons differ from one another and have different 
histories and differing needs. W e do assert, however, 
that each person has an essential d ign ity  and that 
part of our common hum an ity is our interrelatedness 
(Farley 1986:82).

R igh t relationship has a second and equally  
im portant aspect: a call to r igh t relation is a call for 
social arrangem ents that seek to redress the current 
in justices in our world. Karen Lebacqz argues for an 
understanding of justice in which

the formal principle of justice is. . . not to give 
to each what is due but to correct injustices.
This sim ple shift in sta rtin g  point has 
profound implications for a theory of justice. If 
justice begins with the correction of injustices, 
then the most important tools for under­
standing justice will be the stories of injustice 
as experienced by the oppressed and the tools 
of social and historical analysis that help to 
illumine the process by which those historical 
injustices arose and the meaning of them in the 
lives of the victims. (1987:150)

The redress of in justice is the creation of righ t 
relationship; it  is the movement toward a social 
order that takes essential human d ign ity  seriously.
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Such an ethic demands the liberation from social 
structures of oppression to social structures that 
reflect and respect what we have named as constitu- 
tively  human. To r igh t wrong relationship is “what 
we call ‘doing ju stice ’ ” (Harrison 1985:19)-

In th is w ay, r igh t relationship becomes a m atter 
of redressing in justice w ith in  this present historical 
context. It is never enough to identify matters of 
in justice, nor sim ply to shift our moral theory to 
account for historical and structural patterns of op­
pression, nor, even, to hear the stories of the op­
pressed. Ju stice  w ill be a hollow concept indeed if  
we do not act to m in im ize, i f  not eradicate, the 
presence of in justice. And if  we take seriously the 
fem inist tenet of re lationa lity , we m ust act; for a ll 
in justice has to do w ith  us whether or not we stand 
to benefit from its presence. Once we accept that we 
are caught up in  a great web of re lationa lity , then to 
redress in justice for the oppressed is to increase 
justice for us all.

This com m itm ent to bring about change in our 
historical context is what Harrison means when she 
w rites, “It is not that it  is wrong for any of us to ask: 
‘W h at does a ll th is mean for m e?’ That is a good 
question. But in fem inist moral theology, good 
questions are answered by som ething w e must do" 
(1985:21).

“What We Must Do”
A FEMINIST ETHIC, THEN, ASKS WHAT WE MUST 
do to foster health care that (1) am plifies the voices 
of the poor, (2) reflects an analysis of the structural 
and historical roots of oppression, and (3) fosters 
righ t relationship. W h ile  we do not intend to offer 
an alternative health care reform proposal, we raise 
the follow ing challenges in the hope that those who 
are defining social policy m igh t take seriously the 
im plications of a woman-centered perspective on 
justice.

First, justice mandates that we listen  to the 
voices of m arginalized people, those w ith  inadequate 
health care, before m aking any proposal for health

care reform. In other words, it means treating  the 
m arginalized (in our case, women) as if  they know 
som ething about what they need, about what justice 
(vis-a-vis health care) would look like  for them . A t 
least one proposal that begins to honor this com m it­
ment is that of the Pepper Commission. Before 
constructing its recommendations, th is commission 
held pub lic hearings around the country, listen ing 
to testim ony from “numerous w itnesses.”17 A com ­
m itm ent to the epistem ological p riv ilege of the poor 
w ou ld  m ean ta k in g  se rio u sly  th e needs th a t 
em erge— from the poor— during such hearings. For 
instance, it  would mean listen ing to the needs of 
M artha, the older woman described earlier. It would 
mean listen ing  to the abom inably h igh  statistics of 
infant m orta lity  and chronic disease among poor 
people. F inally , it  would mean seeking to incor­
porate what these stories teach into our health  care 
priorities.

Second, a structural analysis (like that at the start 
of this essay) of health care in the U nited  States 
reveals that the current approach feeds the power 
im balance in  w h ich  wom en are enm eshed . A 
fem inist ethic of justice calls us to uncover the 
connections between inadequate health care and the 
other factors that deny power to women in  our 
society. This process includes exposing the deeper 
roots of the problem — for example, m ak ing the 
connections between low pay, poor nutrition , poor 
housing, and illness. As Howard Moody affirms, 
“Poor people are sick  from bad housing , bad 
n u tr itio n , and no jo b s !” (1 9 9 1 :2 6 8 ). The above 
ana lysis dem onstrates that th is  is esp ec ia lly  true 
for wom en.

An adequate approach to health care reform w ill 
begin  to name these connections, even if  it  is unable 
to address them  d irectly  in one piece of leg islation . 
None of the proposals examined above do th is to any 
sign ificant degree, though some emphasize preven­
tive care— which is at least a start at addressing some 
of the deeper problems. A fem inist ethic, however, 
calls for sweeping reforms, reforms that would also 
point to the need for adult nutrition program s, 
housing provisions, and even pay equ ity . C erta in ly ,
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The Cradle. Charcoal on paper by John Biggers, c. 1950.
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a p iece of health care leg islation  cannot fu lly  address 
the m yriad  ways women are oppressed in our society; 
nevertheless, leg is lation  as a whole m ust begin  to do 
th is if  the health  needs of women are ever to be met 
substan tively .

A proposal could begin  to app ly a structural 
analysis to health  care reform by requ iring  that any 
health  p lan  be financed progressively, so that the 
poor— who are disproportionately female— are not 
further burdened by health care costs. In our ju d g ­
m ent, the most exp lic itly  progressive financing of 
a ll the proposals we have exam ined is that of the 
Physicians for a N ational H ealth  Program . The

Pepper C om m ission  proposal also encourages 
progressive financing, but the actual b ills  are less 
progressive than the specific suggestions made by 
the PNHP. The PNHP plan makes a d irect effort to 
d istribute costs more evenly so that the poor are not 
saddled w ith  paym ents grossly out of proportion 
w ith  their incomes. This approach begins to address 
some of the underlying in justices in our current 
system , in justices that (disproportionately) cause 
women to become and to rem ain poor.

Third , a fem inist ethic requires us to examine 
the im plications of justice as r igh t relation. For 
instance, honoring each person as essentially valu-
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able (d ign ified) m igh t first en tail ensuring a basic 
amount of health care to a ll, regardless of ab ility  to 
pay. Some would argue that a ll the above proposals, 
w h ile not always equaliz ing access to health care, do 
guarantee a “decent m in im um ” of affordable health 
care. The Bush adm in istration ’s proposal, for in ­
stance, promises to make sure that an affordable 
“basic” package is availab le in each state.

Everything depends, of course, on what basic 
means. The Bush adm in istration ’s p lan does not 
spell this out, lead ing one to assume that the term 
probably includes l it t le  more than current M edicare 
or M edicaid coverage— which, as we have shown, is 
often not sufficient, p articu larly  for women. The 
pay-or-p lay proposals are more specific about m in i­
m um  required benefits, and they do include some 
preventive care (as detailed above). A national health 
plan is lik e ly  to provide the most comprehensive 
(basic) benefits, p articu larly  since the same benefits 
would apply to a ll persons, regardless of ab ility  to 
pay. An argum ent m igh t be made here that in a free 
society, rich people w ill generally find ways to ob­
ta in  more and better services, beyond w hat is 
“basic.” W e do not w ish to contend w ith  this point. 
It is our argum ent, however, that pub lic policy m ust 
at m in im um  reflect m orally ju s t  priorities.

It is not only respect for the essential d ign ity  of 
persons that m ust govern our structures of health 
care, however. R igh t relation as redressing current 
in justices requires avoiding any system that effective­
ly  g ives a lesser degree of care to the poor (who are 
m ostly women). Thus, we m ust question any system 
that provides a lower level of care to those w ith  less 
money or power. Both the Bush adm in istration ’s 
proposal and the pay-or-p lay proposals m aintain  a 
d istinction between public and private insurance, 
au tom atica lly  encouraging a two-tiered system . 
These plans m ay go a long way toward providing 
health insurance, but inev itab ly, more people w ill 
“slip  through the cracks”— and, more than like ly , 
these w ill be the least advantaged of our society: the 
homeless person, the non-English-speaking im ­
m igrant, or the single mother who has litt le  tim e to 
“shop around” for the best plan.

But it is not even enough m erely to avoid a 
system  that provides less care for poor women. 
Redressing current in justices would en ta il creating 
a health care system  that actively addressed the 
specific health needs of poor women— women who 
thus far have not had adequate access to health care.18 
In the case of ration ing, for instance, redressing past 
in justices m igh t mean that poor women would ac­
tu a lly  receive p r io r ity  in access to care, as long as 
structural in justice s till exists. For exam ple, this 
m igh t hold as long as data show that poor women 
experience h igher rates of m aternal death or that 
elderly poor women become i l l  more often. Thus, 
instead of rationing care according to ab ility  to pay 
(as is cu rren tly  the case), we m ig h t b eg in  to 
understand ration ing  as a tool for correcting  in ­
justice .

C oncretely , our eth ic  in sists th a t w hatever 
reform is undertaken, it m ust provide for preventive 
care that w ill foster the health of these women and 
not just figh t their disease. A plan that takes serious­
ly  the wellness needs of women, especially poor 
women, w ill recognize that the needs of children are 
the needs of women as w ell. As such, it w ill specifi­
ca lly  fund coverage for prenatal care, includ ing 
nutrition  education, and if  necessary, provide special 
vouchers for supplem ental pregnancy nutrition . 
H ealth care reform plans also must provide for 
postnatal,w ell-baby, and w ell-ch ild  care. If tru ly  
adequate prenatal care is ensured, infants m ay not 
need the d isproportionately expensive postnatal 
technology currently in use. To provide prenatal 
care, it m ay even be necessary to divert funds from 
more expensive procedures.

M oreover, a tten d in g  to p reventive care for 
women also means drafting a health care p lan  that 
factors in  the rea lity  of poor wom en’s greater risk  for 
com plications associated w ith  cervical cancer, ec­
topic pregnancies, cesarean sections, and sexually 
transm itted diseases. The redress of in justice here 
requires that more money be allocated to preventive 
care for such a t-r isk  wom en. Coverage should 
specify, for example, screening for diseases of the 
reproductive system  as w ell as for older wom en’s

T he Health Care T i t a n i c .- W omen and Children First?

25



diseases like  breast cancer. To their cred it, both 
pay-or-p lay plans explored in this artic le specify 
coverage of Pap smears and m am m ogram s. Both 
national health  proposals also emphasize preventive 
services, though th is term  is sometimes vaguely 
defined and does not specifically m ention the par­
ticu lar preventive health  needs of women. S till, none 
of the three types of plans goes any further than this; 
g iven  the larger p icture we have painted , none of 
them  goes far enough.

F in a lly , concrete attention to wom en’s health 
needs m ust not neglect the issue of long-term  care. 
Chronic illness and the need for long-term  care w ill 
affect most of us, but they strike d irectly to the heart 
of elderly  wom en’s lives. As we have pointed out, 
e lderly  women care for most chronically ill e lderly 
persons, and m any of those caregivers either are, or 
w ill become, im poverished in  the process. No plan 
can be considered m orally adequate if  its adoption 
forces elderly  women into a life of fu ll-tim e caregiv­
ing  or poverty or both.

Ju stice  as r igh t relation is particu larly  poignant 
here, for surely honoring hum an re lationa lity  means 
that health care coverage m ust exist not just for 
nursing home care but also for full in-hom e care (in 
cases of chronic illness), so that human relationships 
m igh t be disrupted as l it t le  as possible. Some na­
tional health  p lans (in c lud in g  Russo’s) provide 
“home and com m unity-based services for disabled 
ind iv id ua ls .” W e assume this includes the elderly 
i l l ,  though the p lan  does not state that exp lic itly . It 
does place some specified lim itations on these ser­
vices, however, and the nonpoor elderly are expected 
to pay a prem ium . A side from national health 
proposals, none of the other plans accords particular 
attention to health  needs of the elderly at a ll; much 
less has any p lan m entioned the elderly poor, most 
of whom are women.

Conclusion
In  su m , applyin g  a  feminist ethic of justice

to current proposals for health care reform makes it

a ll too apparent that we have a long way to go toward 
“what we must do .” In this artic le , we begin the 
journey by e s tab lish in g  a connection between 
women, poverty, and il l  health. It has been our 
in tent to locate that rea lity  at the nexus of the debate 
over health care po licy reform in the U nited States. 
W e have advanced the thesis that any call for change 
m ust exp lic itly  consider the health needs of poor 
women (especially in their reproductive and elderly 
years); no plan for reform can be considered m orally 
adequate if  it fails to do so. Further, we have m ain­
tained that moral adequacy can be evaluated against 
a fem inist ethic of justice that includes (1) the 
“epistem ological p riv ilege” of the societally m ar­
g ina lized , (2) a historical and contextual analysis of 
structures of oppression, and (3) a vision of justice 
as r igh t relationship.

W h ile  we find the call for health  care reform 
itse lf  laudable, and w h ile  each plan examined here 
represents at least some advance over the current 
m alaise, no p lan meets our threefold criteria for 
justice. In terms of the first criterion of a fem inist 
eth ic of justice, the Pepper plan (a pay-or-play 
proposal) does indicate that it  ac tually  held hearings 
of some k ind , presum ably to hear from the people 
whom its call for reform would affect. Even so, it is 
not clear that poor women were ac tually  sought out 
and invited to speak at these hearings. Nonetheless, 
we find the process at least a first step toward 
listen ing to, a lbeit not necessarily p riv ileg in g , such 
persons.

Plans for a single-payer national health care 
system  come closest to m eeting our second criterion 
of justice— analyzing the historical and structural 
causes of oppression. In tru th , none of the plans 
ac tually  includes such analysis, though national 
health plans do clearly represent a radical restructur­
ing of the current approach, includ ing  program 
financing. Such a radical restructuring is predicated 
upon historical and structural analysis, but not one 
that crystallizes the connections we have made be­
tween poor women and health care. In fact, the main 
structural issue on the table is that m iddle-class, 
w orking people suddenly find themselves unable to
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afford health coverage. That is deplorable, but it 
should not obscure the fact that for at least two 
decades women have been ge ttin g  poorer and sicker, 
and this has not seemed a serious enough m atter to 
warrant reform of the health care system .

F inally , we applaud a ll the plans for tak ing  
seriously an ethic of justice as r igh t relation to this 
ex ten t: the ca ll for at least a basic m in im um  
(“universal coverage”) im p lic itly  contains the value 
of essential human d ign ity . Moreover, because the 
very creation of the plans is an indication that we as 
a nation are adm itting  at least a m in im al respon­
s ib ility  to assure health care coverage for a ll persons,

each plan im p lic itly  affirms a web of relationality . If 
the plans for reform approximate this much of jus­
tice as righ t relation, however, a ll fail to redress 
in justice fu lly ; none gives sufficient prio rity to the 
health needs of poor women.

In the end, no plan that fails to take prim ary  
account of the m yriad voices of women in poverty 
deserves to become social policy. Unless and until 
the needs of these women on the m argins are placed 
at the forefront of proposals for change, plans for 
health care reform in the U nited States w ill be 
neither eth ical nor just.®

NOTES

1. In a 1986 study in New York State, for example, McBarnette (1988:57) reports that “the Medicaid maximum allowable fee is 
such that, in the market place, specialist care for poor women is almost unavailable.” This would appear to be a national trend, 
since at the time of this writing, May 1992, newspaper accounts are filled with stories on specialists and greater numbers of 
primary care physicians dropping out of the Medicaid system, which pays far less than private fee-for-service arrangements.

2. In fact, Medicare pays only 2 percent of the nation’s nursing home costs (Sommers and Shields 1987:66).

3. Actually, it is only partially covered; Medicare pays for only 100 days of skilled nursing care, and the patient pays a substantial 
part of the cost for 80 of those days.

4. In general, Medicaid covers people with assets of less than $1,700-13,400 (in 1987), depending on marital status, and with 
income levels that are well below the poverty line (Sommers and Shields 1987:67).

5. It should be noted that some states are experimenting with legislation aimed at preventing spousal impoverishment in such 
cases. However, the story of Sam and Martha still holds true throughout most of the country.

6. According to Grau, two-thirds of middle-income single women aged 65—74 (and three-quarters of women over 75) who live 
alone fall into a lower-middle income range; they are without benefit of “Medigap” (supplemental health insurance offered by 
private insurance companies) and in-kind housing subsidies, and they rely on Social Security as their primary source of cash 
income. These women have no choice but to “spend down” to qualify for Medicaid (1988:108).

7. Another pro-competition plan, relying even more heavily on the private insurance market, is that of the Heritage Foundation. 
This plan advocates the elimination of employer-based insurance altogether. Instead, individuals would receive refundable tax 
credits for health expenses (Butler 1991)-

8. These vouchers would be worth up to $1,250 for individuals, $2,500 for married couples, and $3,750 for families.

9. Some of the recommendations of the Pepper Commission have been embodied in bills introduced by Senator Rockefeller (S. 
1177) and Representative Waxman (H.R. 2535).

10. The Pepper Commission’s plan would provide special incentives for small businesses, including tax credits and reforms in the 
private insurance market to guarantee the availability of an affordable minimum-benefit package (Rockefeller 1991:2508).

11. This recommendation is not incorporated into the concrete bills proposed by Senator Rockefeller and Representative Waxman, 
however.

12. Such taxes would “reduce income disparities and discourage the use of harmful and polluting substances (Grumbach et al. 
1991:2552). They might include taxes on cigarettes, alcohol, or sources of air and water pollutants, as well as new and more 
progressive federal income taxes. However, some of these taxes—for instance, alcohol and tobacco taxes—could actually end 
up being regressive with respect to income, penalizing most heavily those lower-income individuals who partake of such “vices.”
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13. Small businesses could pay a tax proportional to their size, rather than the flat-rate premium of a government plan (under a 
pay-or-play system) (Grumbach 1991:284).

14. An analysis by the National Academy of Sciences indicates that “the use of new technologies and the overuse of existing 
technologies account for as much as 50 percent of the annual rise in health care costs" (Booth 1991)-

15. In some European countries—France, Germany, and Belgium, for example—long lines for service have not accompanied 
universal health care (Holzman 1991:50).

16. We are not here entering the debate about essentialism. Rather, we hold that human beings are primarily gender-socialized, 
as a consequence of sociohistorical and cultural factors.

17. The commission does not specify who, exactly, these witnesses were. We assume, however, that they would at least include 
individuals most directly affected by the health care crisis (Rockefeller 1991:2508).

18. The pay-or-play proposals we have examined do especially address the needs of poor women to the extent that uninsured 
pregnant women and young children are among the first covered during the phase-in period. However, nonworkers are among 
the last to be “phased-in” under these proposals. Many of the poor and near-poor are in this category.
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The Courtroom. Drawing by Elizabeth Layton, 1990.
“The sign on the door to the courtroom says KEEP OUT. The doctors, nurses, and family 
are not allowed in. The comatose patient on the consulting table has a funnel leading 

directly into her stomach. Black-robed Justices pour in nutritious foods— 
artificial grapes, fish, oats, peanut butter, pure H 2 O, 7-Up.

The 25-watt ligh t bulb symbolizes the dim illumination perfect strangers may have on the case.
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Shifting the Burden of Proof
Dena S. Davis

I AM WRITING THIS ON MY TRUSTY word processor. 
A lthough I don’t th ink of m yself as a high-tech 
person, I am able to use it easily because of a system  
of defaults that makes choices a ll the way down the 
line . Some of these defaults are b u ilt  into m y 
software, and some were installed just for me by the 
gen ius who runs our school’s com puter system . I am 
often amazed at how w ell m y preferences fit the 
software’s presumptions. How could it  predict that 
I would want m argins of a particu lar size, or page 
breaks after so many lines? (It is easier to understand 
w hy it saves text autom atically at regular intervals 
and insists on asking me tw ice before it  erases a 
docum en t.) B ut i t ’s re a lly  not so su rp r is in g . 
W hoever m ade m y software figu red  out th e ir  
m arket, d id some research into the basic needs and 
w ritin g  patterns of people like  me, and came up w ith  
defau lts that reflect m ajority preference. I can 
change the defaults easily, but the “burden” to do so 
is on me.

Our legal system  includes m any such presum p­
tions, or “societal defaults”: if  you do not state a

Dena S. Davis is assistant professor o f law, Cleveland-Marshall College o f  Law, 
Cleveland State University, Cleveland, Ohio.
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preference, the law presumes a preference for you. 
For example, if  you do not name someone to make 
decisions for you should you become unable, the law  
assumes that your spouse w ill p lay that role. W hen 
we make health care decisions at the end of life, we 
often are also w ork ing in a context of societal 
defaults. U nfortunately, as our society’s needs and 
our perspectives on health care have changed, we 
have not always changed the “defaults” to keep pace. 
T hat describes the current s ituation  regard ing  
removal of nutrition  and hydration from patients in 
persistent vegetative states (PVS).

At present, the law  presumes that patients in 
PVS do not want life support w ithdraw n; thus the 
burden of proof is on those, like  the fam ily of Nancy 
Beth Cruzan, who would have it removed. This 
assumption is strongly defended by legal scholar 
John D. Gray:

[S]ince our experiences in life teach us that all 
creatures strive hard to continue life, it should 
follow that a patient would also want life 
preserving procedures continued, not discon­
tinued. Thus, in a right to die case involving 
an incompetent or comatose patient, the court 
ought to start out with the presumption that 
the patient would wish to continue, not end,
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his life. As a result, the burden should be placed 
on the party seeking to act against this natural 
assumption. (1990:40)

Three recent polls have asked Americans what 
they would want done for them if  they were in a 
persistent vegetative state. A lthough opinion-poll 
results m ust alw ays be received w ith  caution, the 
evidence cannot be ignored: most Am ericans do not 
w ant artif ic ia l nu trition  and 
hydration under those con­
d itions. In a study reported 
in  the N ew E ngland jo u r n a l  o f  
M edicine, 405 prim ary-care 
outpatients and 102 m em ­
bers of the general pub lic 
were asked to choose am ong 
13 specified interventions in 
fo u r  c l in i c a l  s c e n a r io s .
W h en  the d ia g n o s is  was 
PVS, 83 percent rejected in ­
travenous flu ids, and 85 per­
c e n t  r e je c t e d  a r t i f i c i a l  
nu trition  (Emanuel et al. 1991 )• In a 1990 New York 
Times po ll, 81 percent supported removal of a feed­
in g  tube for a person described to fit the profile of 
N ancy Cruzan, and 85 percent would want removal 
of a feeding tube if  they themselves were in that 
condition (“R ig h t to D ie” 1990). And in a 1991 poll 
conducted by the N ational Law Jou rn a l, 80 percent 
of respondents said they would want life support 
d iscontinued (“B ioethics D ebate” 1991).

It is true that pub lic  opinion polls must be 
viewed w ith  caution. N evertheless, if  we were able 
to peer behind the percentages and ta lk  w ith  the 
people polled, I believe we would find the numbers 
r is in g  even h igher in favor of w ithdraw al. The two 
most common misconceptions about this issue are 
first, that people m igh t m iraculously wake up even 
after months in a PVS, and second, that dying  from 
lack of nutrition  and hydration m ust involve d is­
comfort (see Cranford 1988).

U nfortunately, our current legal standard favors 
life  support by p lacing  an extrem ely heavy burden

of proof on those who would remove life supports, 
even for those patients in persistent vegetative states. 
In the Cruzan case, the Supreme Court allowed the 
state of M issouri to insist on “clear and convincing 
evidence” of the p atien t’s wishes before acceding to 
the f a m ily ’s request to w ith d raw  life -suppo rt 
measures; there, even the unanimous testim ony of 
Ms. Cruzan’s clearly loving and devoted fam ily, 
describ ing her basic values and occasional conversa­

tions about end-of-life is­
sues, could not meet that 
standard (Cruzan 1990). In 
Ohio, a patien t in  a PVS m ust 
be kept alive for 12 months 
unless she has signed a form 
in which she has specifically 
requested the w ithdraw al of 
n u tr it io n  and h yd ra t io n , 
w ith  the appropriate phrases 
in capital letters (lower case 
w il l  not do). M any other 
states have equally  exacting 
p o lic ie s . These p resu m p ­

tions are eth ica lly  wrong and, u ltim ate ly , destruc­
tive of human autonomy.

I am m aking two argum ents in  this essay. F irst, 
the ev identiary standard applied in  this area should 
be the same as that applied in other noncrim inal 
cases: nam ely, the preponderance of the evidence 
(Feinberg 1991), defined as “more lik e ly  than not.” 
W here the question is continuation or w ithdraw al 
of m edical treatm ent, the challenge is to discover 
and honor the p atien t’s wishes. In order to meet this 
challenge in difficu lt cases, the parties m ust exam ine 
all the evidence— w ritten , verbal, and biographical.

A lthough we would always w ish for the evidence 
to point w ith  total certain ty in one direction, that 
w ill often not be the case. Obviously, the best 
evidence of a p atien t’s wishes is a thoughtfu lly ex­
ecuted advance directive. If the relevant phrases are 
in capital letters, so much the better. But a realistic 
assessment of human nature m ust rem ind us that 
cases like  those of Karen Q uinlan and N ancy Cruzan 
w ill not go away. H ealthy young people who have

In cases where one cannot 
make an honest judgment 
about the patient’s wishes, 
one is much more likely to 

“get it right” by leaning 
toward withdrawal.
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AIDS Patient. Acrylic on canvas by Luis Cruz Azaceta, 1989-

Courtesy Frumkin/Adams Gallery, New York.
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never had a serious encounter w ith  the m edical 
system  and who arrive at the hospital after a traum a 
are not lik e ly  to have w ritten  an advance directive. 
Consider that most Am ericans have never even ex­
ecuted a "regu lar’’ w ill. Thus, where evidence is 
m ixed or scanty, we m ust w eigh it  as carefully as 
possib le and act as the preponderance of the evidence 
ind icates, w hether that points to w ithdraw al or 
continuation of trea tm en t.1

Second, when evidence of the p atien t’s w ishes is 
tru ly  m urky or sim p ly  not availab le, the presum p­
tion for the patien t in a persistent vegetative state 
should be in favor of w ithdraw ing life support. To 
illu stra te  m y po in t, I ask you to im agine a patien t 
about whom we know nothing. Perhaps, lik e  Ms. 
Cruzan, she is a young Am erican who was healthy 
u n til in ju red  in  a car accident and is now incon- 
trovertib ly  in a persistent vegetative state. Im agine 
that she has no fam ily  and that we can discover 
noth ing that sheds any lig h t on her personality, 
v a lu e  s y s te m , or th o u g h ts  ab o u t t r e a tm e n t 
w ithdraw al. W e have a moral and legal obligation 
to determ ine w hat she would want, though we have 
to face the fact that we are guessing. The one piece 
of inform ation we do have— and it  is very powerful 
inform ation indeed— is that over 80 percent of 
Am ericans say that they would refuse life support in 
such a situation . In other words, if  you were the 
judge being forced to g ive your best guess about the 
w ishes of our hypothetical patien t, you  w ou ld  be w rong  
more than  80 percen t o f  the tim e if  you followed our 
current presum ptions and placed the burden of proof 
on those who w ished to w ithdraw  the feeding tube.

Three m ajor objections to my argum ent can be 
m ade. A first objection is that a decision to remove 
n u trition  and hydration is irrevocable, w h ile an 
erroneous decision to continue support can always 
be reversed. B ut th is objection is fallacious. Once a 
p atien t is re liab ly  diagnosed as being in a persistent 
vegetative state, the decision to continue support is 
alm ost alw ays irrevocable for the length  of the 
p a t ien t’s life, w hich m ay w ell be decades. No new 
data w ill be forthcom ing from the patien t herself, 
and the fam ily  is not lik e ly  to go back to court every

few months. Either the patien t w ill have life support 
removed and die, or she w ill rem ain on artific ial 
nutrition  for the foreseeable future, perhaps, as Ju s ­
tice Brennan pointed out in Cruzan, for as long as 
30 years.

A second objection is that the patien t suffers an 
in jury if  her life is taken against her w ishes, w hile 
keeping her alive does not harm her. After a ll, 
precisely because she is in a persistent vegetative 
state, she doesn’t know what is go ing  on and is not 
experiencing pain . So, the argum ent goes, one 
should err “on the safe side” and continue support 
unless one is absolutely convinced that the patient 
would have opposed it. In m y view , error on either 
side is equally  in jurious. Being kept on life support 
against one’s wishes is an in ju ry  in  two ways. For one 
th ing , the way in which one’s body is d isplayed and 
handled  is alw ays of g rea t e th ica l sign ificance 
whether or not one is conscious, or even alive. That 
is why organ donation requires consent and why 
there is serious eth ical deliberation over the use of 
comatose, term inal patients as practice m aterial for 
m edical students (Shelp and Fost 1980). As legal 
scholar Susan M. W o lf  points out, “W h at is im m e­
d iate ly  at issue in this case is how N ancy’s body w ill 
be touched, handled, invaded. There is no neutral, 
‘safe’ decision; she either sustains bodily invasion 
and years in a vegetative state, or she does not” 
(1 9 9 0 :3 8 -3 9 ). Moreover, one is grievously harmed 
when the plans and hopes for one’s life— including 
life ’s end— are interfered w ith . Fegal philosopher 
Ronald Dworkin argues the point this way:

If the only things people worried about, or 
wanted to avoid, were pain and other un­
pleasant physical experiences, then of course 
they would be indifferent about whether, if 
they became permanently comatose, their 
bodies continued to live or not. But people care 
about many other things as well. They worry 
about their dignity and integrity, and about 
the view other people have of them, how they 
are conceived and remembered. . . . These 
various concerns explain the horror so many 
people feel at the idea of existing pointlessly
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for years as a vegetable. They think that a bare 
biological existence, with no intelligence or 
sensibility or sensation, is not a matter of in­
difference, but something bad for them, some­
thing that damages their lives considered as a 
whole. (1991:16)

A lthough it  m ay seem log ica lly  odd to claim  
that one’s selfhood and d ign ity  can be wounded by 
events that happen after one is rendered perm anently 
unaware (Feinberg 1984), we act on that assumption 
a ll the tim e. Perhaps what we are protecting here is 
not so much Nancy Cruzan’s interest in having her 
wishes followed even after she is unaware, but our 
own need to feel that our wishes w ill be followed 
when w e d ie or become unconscious. W hatever the 
logical argum ent, it is clearly a universal assumption 
in our culture that we should honor the wishes of the 
dead (unless those wishes b ring serious harm to 
others), whether or not the dead know that their 
w ishes have been frustrated. W e  would consider it  a 
terrib le th ing if  a person who felt strongly about 
being buried were cremated instead, or if  a person 
of one religion were laid  to rest w ith  the rituals of 
an alien  trad ition. And we go to great lengths in  this 
society to see to it that people’s w ills  are followed 
and their property d istributed  according to their 
wishes.

A th ird  objection is that the state has a stake in 
preserving the life of its citizens, which should 
m andate a defin ite  “t i l t ” tow ard life unless a 
p atien t’s wishes clearly point otherwise. But why 
does the state have an interest in  protecting the life 
of its citizens? Surely it is because the citizens them ­
selves w an t that protection. In fact, according to the 
social-contract theory of the state, protection of one’s

life is the prim e reason that one would form a state 
and subm it to a governm ent. That is very different 
from having the state protect one’s life aga in st one’s 
wishes. The r igh t to life is but one aspect of the r igh t 
to se lf -d e te rm in a tio n : “[S ]u b s t itu te  d ec is io n ­
makers m ust seek to respect sim ultaneously both 
aspects of the p atien t’s righ t to self-determ ination—  
the righ t to live, and the r igh t . . .  to d ie of natural 
causes w ith o u t m ed ica l in te rv en t io n ” (Conroy 
1985 :1227).

Let me make very clear what I am not saying. I 
am not suggesting  that because 85 percent, or even 
99-9 percent, of Am ericans appear to prefer death to 
PVS, we should be any quicker to remove feeding and 
hydration from any patient. Each ind iv idual has the 
r igh t to have her wishes heard and to be treated 
according to our best understanding of those wishes, 
whether or not they happen to fall in w ith  the 
m ajority opinion. Fam ilies, health care personnel, 
ethics com m ittees, and courts have an absolute 
o b lig a tio n  to peru se every scrap of av a ilab le  
evidence, rang ing from clearly executed advance 
directives to discussions w ith  friends and fam ily 
members to the p atien t’s “value history” throughout 
her life and so on. I am , however, argu ing against 
the stricter ev identiary standard that exists when one 
asks for the court to remove life support. Further, in 
cases where one cannot make an honest judgm ent 
about the p atien t’s w ishes, one is much more lik e ly  
to “get it  r ig h t” by lean ing toward w ithdraw al. After 
a ll, most of you, reading this essay righ t now, would 
choose not to be fed artif ic ia lly  if  you were in a 
persistent vegetative state. Shouldn’t that fact count 
for som ething?®

NOTE

1. A separate but related issue involves people who want treatment that the medical personnel consider inappropriate or futile. 
Although most of our legal and ethical focus has been on people whose families wish to withdraw support, a more difficult 
ethical and economic challenge may be seen in cases like that of Helga Wanglie, an 87-year-old woman who was respirator- 
dependent and in a P V S .  Wanglie’s husband insisted that she be maintained on maximum life support indefinitely, because it 
was certainly what she would have wished (see “Helga Wanglie’s Ventilator” 1991).
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The Effects o f Prayer on 
Mental Well-Being

Margaret M. P o l o m a

“If yo u  talk  to god  in a  synagogue  or
church, your behavior is regarded as perfectly nor­
m al; if  you ta lk  to God in a busy restaurant, or if  
God talks back to you, you are considered m entally 
disordered” (Robertson 1987:192). The author of a 
lead ing introductory sociological text offers this 
illustration  to make the point that a person’s action 
m ay be interpreted differently depending on its 
context. But prayer in either context has been 
neglected by most pulse-takers of modern public 
life, scientific and lay a like , despite decades of 
reports from Am erican pollsters that nearly 90 per­
cent of Americans pray. The survey data discussed 
below show that m illions of Americans do claim  to 
“hear” God speaking to them regu larly ; and m illions 
more s ilen tly  pray to God as they go about their daily  
affairs in public places.

M y own experience w ith  prayer has involved a 
personal odyssey. I was raised a Roman Catholic in 
a t ig h tly  controlled pre—V atican II church. M y 
prayer as a child could be characterized as a ritualized
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one-way com m unication w ith  a G od-out-there. A l­
though I deligh ted  in the stories of saints who 
w alked  and ta lked  w ith  God, I fe lt th a t th is 
priv ileged com m unication could be hoped for only 
by the priests and sisters whose black habits sym bol­
ized a “true faith” beyond the grasp of laypersons. I 
came of age w ith  Vatican II, just as the Church 
(seem ingly overnight) abandoned its trad itional 
stance in  search of a truce w ith  m odernity.

The ligh t of modern scrutiny was enhanced by 
m y study of sociology, which revealed form erly un­
noticed cobwebs and cracks in Catholicism . D uring 
m y tr a n s it io n  to a g n o s t ic ism , I read  E m ile  
D urkheim ’s Elementary Forms o f  R eligious Life and 
concluded that th is sociological master was correct: 
the “old gods” indeed were dying  or already dead, 
and the new ones were yet to be born. I put aside the 
traditions of m y childhood and entered the sp iritless 
world of contemporary social science.

About seven years later, a religious experience 
(actually  a series of them  that continues to this day) 
moved me to a different understanding. The d istant 
G od-out-there who deligh ted  in hum an rituals 
seemed indeed dead, but the void was filled  by a God 
who lives and acts among and w ith in  God’s people. 
Through a personal involvement in the charism atic
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m ovem ent of the m id -1970s, I came to know prayer 
as an in tim ate  relationsh ip  w ith  God. Not only did 
I ta lk  w ith  God, but I began to discern how God 
spoke w ith  me. It was th is relationship, not some 
obtuse doctrine, that was the lifeblood of m y new ly 
found faith . M y research on charism atic (Poloma 
1 9 8 2 )  an d  P e n te c o s ta l  
C h r is tian s  (Polom a 1989 ) 
assured me that I was not 
alone.

C harism atic-Pentecostal 
C hristians, w ith  the ir prac­
tices of g losso lalia  (speaking 
in tongues), d iv ine hea ling , 
and prophecy, com prise no 
more than 10 percent of the 
A m erican population , and I 
soon began to raise questions 
about the affective d im en­
sion  o f re lig io n  for non- 
ch a r ism a tic s . S o c io lo g is t-  
p riest A ndrew G reeley had collected data in  the 
m id -1970s in d ica tin g  that m ystic ism , an ecstatic 
experience of the transcendent, was an accepted 
phenomenon on M ain Street (Greeley 1974, 1975), 
but his research said lit t le  about prayer, the practice 
that I felt was the m ed ium  for m ysticism . The 
o p p o rtu n ity  to exp lo re  p rayer in some depth  
presented itse lf  in  1985 when I became the faculty 
investigato r for the Akron Area Survey (AAS), which 
explored the general q u a lity  of life for residents of 
the greater Akron region in northeastern Ohio (see 
Polom a and Pendleton 1991). In 1988 I was able to 
study these issues am ong a w ider population when 
I helped construct a questionnaire for a national 
G allup  Poll (see Poloma and G allup 1991)-1 These 
surveys provide the data for answering two questions 
central to th is artic le : W ho are the people who pray, 
and w hat do they do? and, Does prayer m ake a 
d if f e r e n c e  in  th e  h e a lth  and w e ll - b e in g  o f 
Am ericans?

Prayer in Its Social Context
G a l l u p  r e p o r t s  for over four decades have
shown litt le  change i n the percentage of persons who 
respond affirm atively to the question, “Do you ever 
p ray?” N inety percent of those surveyed in 1948 said 

they prayed; 30 years later, 
8 9  percen t acknow ledged  
that they prayed to God. In 
the 1985 Akron Area Sur­
vey, only 8 percent said they 
had never prayed during  the 
previous year; in the 1988 
national G allup Poll, 12 per­
cent said they never prayed 
(G allup and Jones 1989). It 
seems safe to say that 9 out 
of 10 Am ericans, at least on 
occasion, engage in the prac­
tice of prayer.

A ccord ing  to A ndrew  
Greeley (1991), Am ericans (along w ith  the Irish) are 
the most praying people in  the modern world. In the 
U .S. (as in Ireland) some 80 percent of respondents 
claim  to pray at least once a w eek .2 For Italians and 
New Zealanders this figure drops to 70 percent; for 
Spaniards, Australians, and Germans, to between 60 
and 70 percent; and for the B ritish , Danish, and 
French, to between 40  and 50 percent.3 Fifty-seven 
percent of Americans say they pray daily , w ith  
women being somewhat more lik e ly  to pray than 
men, older persons than younger persons, blacks 
than w hites, and less educated persons more than 
those w ith  h igher levels of education.

The various surveys and polls that include a 
question about the frequency of prayer consistently 
report that the overwhelm ing m ajo rity of Americans 
do, at least on occasion, pray and that a m ajority or 
near m ajority prays at least once a day (G allup 1985; 
Princeton Research Center 1985; G allup and Jones 
1989:100). In analyzing responses to the AAS I 
learned further that less than half (43 percent) of 
those who pray set aside a special tim e for private 
prayer. The vast m ajority of pray-ers d id at least

Americans are a praying 
people, but they seem to prefer 

the privacy of their prayer 
closets (which may be 
their automobiles) to 

communal prayer in their 
family rooms.
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some of their p raying w h ile  they were perform ing 
other ac tiv ities lik e  housework, jo gg ing , or driving. 
Very few (only 6 percent), however, lim ited  their 
p rivate prayer to these tim es “on the run .” Praying 
w ith  others in  church is the most common practice; 
on ly 10 percent prayed w ith  friends or fam ily  
regu la rly  (w eekly or more often) outside a church 
se ttin g .4

E arlier survey research on p rayer g en era lly  
provided sim ple descriptive data on the frequency of 
prayer, show ing seem ingly l it t le  in terest in  the con­
tent or efficacy of prayer practices (see Finney and 
M alony 1985). From the experience of m y own 
prayer journey from ritu a l to relationship, I gleaned 
that prayer m eant different th ings to people. I there­
fore sought measures that would reflect the d istinct 
types of common prayer and assess the degree of 
in tim acy w ith  the d iv ine experienced by different 
pray-ers. S tatistical analyses of these questions in d i­
cated that I had measured four different fo rm s o f  
p ra y er  and had developed a scale of p ra yer experiences.

Types o f  Prayer
W HEN RESPONDENTS TO THE AAS and the 1988 
G allup  Poll ind icated  that they prayed at least oc­
casionally , they were asked an additional series of 
questions that d istingu ished  among the different 
forms of prayer used. (Fourteen additional questions 
on private prayer activ ities were included in the AAS 
and 11 in the G allup .) In both cases, four different 
dim ensions of the phenomenon were measured. I 
labeled these dim ensions or types of prayer colloquial, 
petitionary, ritual, and meditative.

C o lloq u ia l P ra y e r

T h e  c o l l o q u ia l  o r  c o n v e r s a t io n a l  p r a y e r

sty le  is practiced nearly un iversally by pray-ers; in 
th is mode the person talks to God in  his or her own 
words. C o lloquial prayers regu larly  take the form of 
intercession for gu idance, general blessings upon the
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world, or forgiveness from sin. They also can include 
sim ply “te llin g  God how much you love h im ” and 
“thanking God for his b lessings.”

N early three-fourths of the AAS respondents said 
they engaged regu larly  in  colloquial prayer; only 2 
percent of those who prayed never did so in this 
manner. It seems safe to say that v irtu a lly  a ll those 
who pray ta lk  to God regu larly  in their own words 
about a variety of th ings. It is also clear that collo­
qu ial prayer m ay be a one-way conversation. Pray-ers 
m ay or m ay not experience a God who dialogues 
w ith  them. For exam ple, although 91 percent of 
those who prayed said they asked God for guidance 
in m ak ing decisions, only 57 percent acknowledged 
that they had ever experienced God’s lead ing or 
d irecting them.

P e titio n a ry  P ra y e r

So m e  p r a y e r s  o f  p e t it io n  o r  in t e r c e ssio n , as
we have already seen, clustered w ith  colloquial 
prayer; but two measures used in the AAS helped us 
to make a further d istinction. Some intercessions 
were for concrete personal needs, and some were for 
more remote sp iritua l ones. Praying for personal 
guidance and forgiveness or praying to allev iate 
world suffering is deemed an acceptable practice by 
the overwhelm ing m ajority of pray-ers. P raying for 
m aterial th ings, whether for oneself or for friends 
and fam ily, is less frequently practiced. O nly 42 
percent of G allup respondents and 43 percent of AAS 
respondents claim ed ever to pray for m aterial th ings.

Perhaps no form of prayer is as d ifficu lt for 
moderns to accept as praying for concrete, m aterial 
needs. Those who pray prayers of petition have been 
described as being in a “state of crisis . . . brought 
about by scientific and technical power over nature” 
(Duquoc and Geffre 1972:8). The ascendancy of 
science and technology in  modern culture has stim u­
lated in m any people an understanding of prayer that 
does not include asking for m aterial needs. Those 
who object to the use of petitionary prayer seem to 
do so for two prim ary reasons: (1) such prayer is
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thought to be ch ild ish  and im m ature, and (2) p eti­
tionary prayer requires the im age of a God who is 
w illin g  and able to intervene in the daily  affairs of 
humans.

D espite the m ajo rity ’s reluctance to practice 
petitionary prayer, the number of pray-ers who seem 
to be heeding Jesu s ’ instructions to “be as little  
ch ildren” and to petition  their Heavenly Father for 
their d a ily  bread is not insign ificant. Those most 
lik e ly  to em ploy petitionary prayer are persons who 
profess to be “born aga in ,” those over 50 years of age, 
those who are nonwhite, and those w ith  less than a 
h igh  school education. M aterial deprivation and a 
faith that God w ill provide for those who ask seem 
to be strongly correlated w ith  the practice of p eti­
tionary prayer.

R itu a l P ra y e r

RITUAL PRAYERS INVOLVE READING or reciting  a 
prepared script— prayers that have been com m itted 
to memory, the Catholic rosary, devotional psalms 
from the B ib le, the prayers that appear in daily  
devotional booklets. Two questions were used to 
measure this form of prayer: Do you read from a book 
of prayers? and, Do you recite memorized prayers?

H alf of those in the G allup Poll who prayed, at 
least occasionally, said they recited memorized 
prayers, but only 22 percent ever read from a prayer 
book. O nly 19 percent used both forms of ritual 
prayer.

Definite denom inational differences may be ob­
served in the use of ritua l prayer. Catholics are more 
lik e ly  to use a prayer book than are Protestants (29 
percent versus 16 percent); Catholics are also more 
lik e ly  to recite prayers they have memorized (72 
percent versus 40  percent). W hen Protestants are 
divided into “evangelicals” and “non-evangelicals,” 
the evangelicals are much less lik e ly  to engage in 
either ritual prayer practice.5

M ed ita tive  P ra y e r

M e d it a t iv e  p r a y e r  is q u a l it a t iv e l y  different 
from the other three types. Colloquial, petitionary, 
and ritual prayer are all forms of verbal prayer which 
could, in effect, be one-way conversations w ith  God. 
M ed itative prayer could be described as tak in g  the 
stance of a listener— of being s till and know ing that 
God is God. M editative pray-ers in  the G allup Poll 
acknow ledged that they spent tim e “q u ie tly  th in k ­
ing  about God,” “feeling the presence of G od,” 
“try ing  to listen to God speaking,” and “worship ing 
and adoring God.” A ll four of these prayer activ ities 
are more passive than those found in the other types 
of prayer. They include a focus on the de ity  (as 
opposed to concern w ith  self) and a stillness that 
allows for an inner response.

G allup figures demonstrate that a m ajo rity of 
Am ericans who pray engage in these m ed itative 
practices at least occasionally. S ix ty-e igh t percent of 
those who prayed spent tim e worshiping and ador­
ing  God; 70 percent tried to listen for God’s voice; 
66 percent spent tim e just feeling the presence of 
God; and 75 percent included in their prayer tim es 
moments of qu ie tly  th ink ing  about God. F ifty-tw o 
percent engaged in all four of these prayer activ ities; 
only 8 percent did not engage in  any m editative 
practices.

Respondents in the AAS were asked an add ition ­
al question concerning the practice of reading the 
B ib le and th ink ing  about what was read. O nly 20 
percent never m ed itatively  prayed w ith  the B ib le; 
28 percent d id  so regu larly . A lthough the response 
choices for the AAS allowed for the reporting of 
frequencies (in contrast to the “yes/no” categories 
used by G allup), the findings from the two surveys 
are very s im ilar .6 C learly, a passive prayer form that 
allows the pray-er to be silent before God is w idely 
practiced.
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Prayer and the Experience of 
Intimacy with the Divine

Su r v e y  r e s p o n d e n t s  w e r e  also  a sk e d  about 
th e ir  perceptions of th e ir  relationsh ip  to God: 
“W here on a scale of 1 to 7, w ith  1 being very d istant 
and 7 being very close, would you describe your 
relationsh ip  to G od?” In the G allup survey, 19 
percen t of the respondents ind icated  a d istan t 
relationsh ip , choosing numbers 1 ,2 , or 3. Seventeen 
percent selected the m edian number. The m ajority , 
60  percent, chose 5, 6 or 7 , ind icating  a close 
relationsh ip . Some 20  percent of the respondents 
selected 7, describ ing a very close relationship ; 4 
percent responded w ith  “don’t know .”

A ll four types of prayer are related positively to 
feeling  close to God. Those who pray more frequent­
ly , regardless of the type of prayer analyzed, seem to 
experience a deeper in tim acy w ith  the divine. There 
are decided differences, however, in the strength  of 
the relationships between each of the four prayer 
types and feeling close to God, as b ivariate correla­
tions show. (A b ivaria te correlation  measures the 
strength  of the relationship between two specific 
variab les— in th is case, between a feeling of in ­
tim acy w ith  God and a particu lar prayer type. The 
closer the correlation [r] is to 1, the stronger the 
re lationsh ip .)7 M ed itative prayer has the strongest 
relationsh ip  w ith  a felt closeness to God (r = .43), 
w h ile  co lloqu ial prayer (r = .25), r itua l prayer (r = 
.15), and petitionary prayer (r = .14) a ll dem onstrate 
m uch w eaker relationships. Put another w ay, the 
q u ie t and passive practice of m editative prayer is 
very lik e ly  to be the prayer form of those who feel 
the closest to God.

B ivariate sta tistics, however, te ll only part of the 
story. M any persons, if  not most, engage in more 
than one form of prayer. One pray-er m ay use collo­
q u ia l (the most common prayer form) together w ith  
r itu a l prayer, w h ile a second may em ploy colloquial 
p rayer and intercessory prayer, a th ird  pray-er m ay 
com bine co lloqu ial, r itu a l, and m editative prayer in 
a prayer reg im en , and a fourth may use only m ed ita­

tive prayer. The forms of prayer are multidim ensional 
(there is more than one type) and m ultivaria te (w ith  
each type representing a separate variable). B ivariate 
analysis can analyze only one prayer form at a tim e. 
It is unable to recognize that people combine prayer 
forms and therefore unable to determ ine which (if  
any) prayer form is rea lly  m ak ing the difference in a 
person ’s “fee lin g  close to G o d .” M u lt iv a r ia te  
analysis, more specifically multip le regression analysis, 
sorts out the differences that m ay be attributed  to 
each type of prayer activ ity . W hen a ll four prayer 
types are used in a single m u ltip le  regression equa­
tion, only m editative prayer s till demonstrates a 
positive relationship w ith  feeling close to God.

In the exam ple of the four pray-ers mentioned 
above, those who used m editative prayer— w ith  or 
w ithout other prayer forms— were more lik e ly  to 
feel closer to God than those who did not. Those who 
engaged in ritu a l, petitionary, or colloquial prayer, 
but who did not also use a m editative prayer form, 
were less lik e ly  to report feelings of in tim acy w ith  
the divine.

To e lic it more information on why some people 
describe their relationship to God as closer than do 
others, the survey included questions about five 
possible p ra yer experiences: “a deep sense of peace and 
w e ll-b e ing ,” “the strong presence of God,” “receiv­
ing a defin ite answer to a specific prayer request,” “a 
deeper insight into a sp iritual or b ib lical tru th ,” and 
“feeling d iv ine ly  inspired to perform some specific 
action.”

These experiences (presented in Table 1) m ay be 
scaled according to degrees of intim acy. The most 
common prayer experience (and the least intim ate) 
was a deep sense of peace and w ell-being, w ith  only 
12 percent never having had this experience and 32 
percent reporting this to be a regular occurrence. 
The most in tim ate experiences im plied  a kind of 
partnership w ith  the d ivine — being shown sp iritual 
truths and being led to specific actions. A significant 
m inority never had these two experiences, and only 
a decided m inority regu larly  had them.

A gain , a ll four types of prayer correlate w ith  
religious experiences during prayer, but m editative
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Table 1
Prayer Experiences*

The questions below are about some experiences that you might have had during prayer. How often have 
you experienced the following?

Never+
Once or 

twice Occasionally Regularly

Experienced a deep sense of peace and well-being: 12% 19% 38% 32%

Felt the strong presence of God: 21% 20% 33% 26%

Received what you regarded as 
a definite answer to a specific prayer request: 27% 25% 32% 15%

Received what you believed to be 
a deeper insight into a spiritual or biblical truth: 39% 21% 28% 12%

Felt divinely inspired
or “led by God” to perform some specific action: 43% 22% 26% 9%

Percentages may add up to more than 100% due to rounding. Based on those 911 respondents who ever pray to God: weighted base = 1,738. 

+ “Never” includes those who “did not know” or “were not certain,” as well as those who gave a negative response to the question.

Source: Poloma and Gallup 1991:47.

prayer dem onstrates the strongest relationship (r = 
.51). The b ivariate correlations for colloquial (r = 
.36), petitionary (r = .26), and ritual (r = .12) forms 
of prayer are a ll much weaker.

M u ltip le  regression analysis provided a s im ilar 
ordering, w ith  three of the four prayer types help ing 
to account for the differences in prayer experience 
scores. Persons who engaged in m editative prayer 
were the most lik e ly  to have the highest scores on 
prayer experiences. Those who practiced either col­
loquial or petitionary prayer (but not m editative 
prayer) had sign ifican tly  fewer prayer experiences. 
R itua l prayer alone had no effect on religious ex­
perience.

It m ust be kept in m ind that these prayer types 
are not m utua lly  exclusive; m any people who pray 
em ploy all four major types of prayer. W hat my 
analyses suggest, however, is that the use of verbal 
practices alone does not bring about a sense of 
in tim acy w ith  the divine. Those who have a greater

sense of closeness to God as w ell as those who report 
a h igher level of prayer experiences are much more 
lik e ly  to engage regu larly  in a ll of the m editative 
prayer practices.

The Connection with 
Well-Being

L A R SO N  A N D  LA RSO N  (1 9 9 D  HAVE DO CUM EN TED  

w ell the neglect of the study of relig ion  by m ental 
health professionals. Even those studies that have 
included measurements of re lig io sity  have tended to 
use nonrepresentative samples and poor measure­
ments. Larson and Larson trace the dearth of good 
studies on religion and m ental health to the indif­
ference, and sometimes hostility , of m ental health 
practitioners, noting that “w hile the m ajority of 
Am ericans appear to g ive relig ion  a m ajor place in
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their lives, m ental health professionals generally do 
not” (1991 :35 ).

This lack of interest in the relationship between 
religion and the larger field of m ental health is 
m irrored in the more specific quality-of-life (QOL) 
surveys. Extensive research conducted over the past 
20 years has explored objective and subjective in ­
dicators of QOL. Such studies have looked at specific 
domains (income, fam ily , health , em ploym ent) and 
at more general forms (life satisfaction, happiness, 
em otional w ell-being). U n til very recently, how­
ever, measures of re lig io sity  have generally not been 
included in  most models lin k in g  specific domains 
to general forms of QOL (Poloma and Pendleton 
1991, esp. chap. 1).

The neglect of re lig io sity  measures by QOL re­
searchers is part of a larger neglect of religious 
dim ensions by social scientists. Most behavioral 
science projects have failed to incorporate re lig io sity  
into their research studies. Even when religion is 
targeted for study by health researchers, measure­
m ent has been a serious problem. Evidence of late 
suggests that scholarly interest in the study of the 
effects of relig ion  on behavior is increasing and that 
more researchers are a ttem p ting  to app ly what 
sociologists of relig ion  have long known about 
re lig ion ’s m ultid im ensional nature. Psychologist 
A llen B erg in ’s (1983) call to move beyond using 
denom ination as a measure of re lig io sity  is fin a lly  
being heeded, and the inconclusive results of some 
early studies on m ental health and relig ion  can be 
checked now that the m ultid im ensional nature of 
religion has been recognized.

The work of social psychologist M elvin Pollner 
(1 9 8 9 ) moves aw ay from using the trad itiona l 
measures of denom ination, belief, or ritua l to tap 
re lig io sity ; he conceptualizes religion instead as a 
relationship between God and ego. U sing data from 
the N ational Opinion Research Center’s General 
Social Survey, Pollner investigated the extent to 
w hich relationsh ips w ith  “d iv ine others” affect 
psychological w ell-being. He found that partic ipa­
tion in  a relationship w ith  the divine is the strongest 
correlate for three of four measures of w e ll-being,

surpassing in  strength such usually  potent pred ic­
tors as race, sex, income, age, and m arita l status.

Pollner’s finding of a positive im pact of relation­
ships w ith  the divine on psychological w e ll-being 
received additional backing from an investigation of 
the im pact of sp iritual support (perceived support 
from God) and stress. Social psychologist Kenneth 
M aton (1989) reported that although sp iritual sup­
port was not sign ifican tly related to w ell-being for 
people w ith  low life-stresses, it was positively related 
to the personal em otional adjustm ent of people w ith  
h igh  life-stresses. The findings of both Pollner and 
M aton suggest a difference between institu tional 
re lig ious involvem ent and personal relationship 
w ith  a de ity , and the AAS and G allup studies offer 
additional data on the im pact of the relationship 
facet of religion (specifically prayer and prayer ex­
periences) on qua lity  of life.

In th e AAS, four com m only used measures 
tapped subjective perceptions of a general state of 
w e ll-being. These included overall satisfaction w ith  
life , general happiness, negative affect (sadness, 
loneliness, depression, tension, and fear), and exis­
ten tia l w e ll-being  (having a sense of m eaning and 
purpose in life). U sing m ultivariate analysis, the 
effect of the religious domain was assessed in  relation 
to 10 other domains (includ ing  health , m arital 
status, and standard of liv ing ) on each of the four 
QOL measures (see Poloma and Pendleton 1991, esp. 
chap. 2). A person’s satisfaction w ith  his or her 
religious life was found to be positively related to 
general satisfaction w ith  life and w ith  ex istential 
w ell-being. R eligious satisfaction was the leading 
determ inant of ex istential w ell-being and the fifth 
ranking factor in pred icting life satisfaction (after 
sa t is fa c t io n  w ith  s tan d ard  of l iv in g ,  h e a lth , 
household com position, and m arita l s ituation ). 
R elig ious satisfaction was not found to be a good 
predictor of general happiness or negative affect.

(Q ua lity-o f-life  researchers have found that 
some respondents m ay be “satisfied  w ith  life ” 
w ithout being “happy”— and vice versa. “Satisfac­
tion” appears to e lic it a cognitive response, w hile 
“happiness” suggests an affective one. The terms are
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re la te d  to one ano ther bu t are not id en tic a l. 
R e lig io s ity  appears to have a greater im pact on 
satisfaction than upon happiness [see Poloma and 
Pendleton 1991}.)

Satisfaction w ith  re lig ion  is not, of course, an 
actual m easure of re lig io s ity . A nonreligious person 
m ay be very satisfied w ith  his or her nonreligiosity , 
just as a s ing le  person m ay be satisfied w ith  his or 
her m arita l status. The 
q u e s t io n  on r e l ig io u s  
satisfaction was framed 
to  be c o m p a ra b le  to  
q u e s t io n s  m e a s u r in g  
o th er aspects of w e l l ­
being , in c lud ing  health , 
incom e, m arita l status, 
and  re s id e n c e . W h en  
bona f id e  m easures of 
r e l ig io s ity  are used in  
place of satisfaction w ith  
re l ig io n , how ever, the 
find ings are s im ilar. In 
repeated com puter runs 
using  different m odels, 
prayer measures are con­
s is ten tly  related  to life 
satisfaction and ex isten ­
t ia l  w e ll-b e in g . M ore­
over, prayer was found to 
be positive ly  related to 
reports of overall happ i­
n ess  w i th  l i f e .  T h e  
r e la t io n s h ip  b e tw e e n  
measures of negative af- 
fectiv ity and prayer, how­
ever, are somewhat less 
clear.

In su m m ary , h ig h  
scores on the prayer experience index were found to 
be an im portant indicator of life satisfaction, general 
happiness, and ex isten tia l w ell-being. This finding 
held even when controls were set in place for com­
mon dem ographic factors (age, income, sex, educa­
t io n ,  an d  ra c e ) fo u n d  to in f lu e n c e  g e n e ra l

perceptions of w e ll-being. How, then, does prayer 
affect these different facets of m ental health?

Indicators specified in  a survey research model 
to explain  a phenomenon provide only a sm all piece 
of the puzzle. In this case, prayer, a lthough clearly a 
factor in general w e ll-being, is only one determ inant 
of a sub ject’s perception of m ental health. Other 
dem ographic factors (includ ing a greater income

and being m ale), m edical 
factors (being physica lly  
and m entally  whole), and 
social factors (like  having 
a strong network of social 
support) also contribute 
to subjective perceptions 
of having a h igh  qua lity  
of life . T he s ta t is t ic a l 
f ind ing  I w ish  to em ­
phasize here is that prayer 
is on ly one e lem en t—  
a lb e i t  an  im p o r ta n t  
one— in accounting for 
general satisfaction w ith  
life, happiness, and exis­
ten tial w ell-being.

W hen we summarize 
the major findings on the 
relationship between life 
satisfaction and prayer, a 
discrepancy becomes ev i­
d en t. I t is c le a r  th a t 
p rayer experience con­
tributes as much as does 
a co m fo rtab le  incom e 
and co n tr ib u te s  m ore 
than does gender, educa­
tion, or age to one’s sense 
of being satisfied w ith  

one’s life. From m ultivariate analysis, however, it  is 
equally clear that it is not the frequency of prayer or 
even the types of prayer that help to explain the 
differences in life satisfaction. The determ in ing fac­
tor among those related to prayer was the extent and 
depth of in tim acy w ith  the divine. Respondents who
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had more frequent prayer experiences and a w ider 
range of them  were dec ided ly  more satisfied  w ith  
th e ir  l iv e s  th an  w ere those w ho had few er 
re lig io u s experiences (Poloma and Pendleton 1991, 
esp. chap. 3).

Paradoxically, there is some indication that fre­
q uen t p raye r, p a r t ic u la r ly  frequen t co llo q u ia l 
prayer, m ay actually  have a negative relationship to 
life satisfaction. This finding m ust be qualified 
through a closer inspection of the results of s ta tis ti­
cal analysis. Those persons who pray frequently but 
who do not have prayer experiences are less lik e ly  to 
be satisfied w ith  their lives than those who pray less 
frequently but who experience in tim acy w ith  the 
divine. An attentive study of the statistical results 
suggests that th is negative relationship between 
prayer and life satisfaction is not due to the practice 
of prayer but rather to other problems. People who 
previously prayed only infrequently may increase 
their prayer activ ity  upon experiencing the loss of a 
job, some physical illness, or a m arita l breakdown. 
If they turn to prayer, they are lik e ly  to engage in 
the most generic of the prayer activ ities, nam ely 
colloquial prayer. The problems affecting life satis­
faction m ay rem ain, and these pray-ers have not 
developed sk ills in m editative prayer that could 
position them for religious experiences. As a conse­
quence, they are less lik e ly  to enjoy the in tim acy 
w ith  the d ivine that m ay comfort more sk illed  pray­
ers who are v ictim s of s im ilar adversities.8

A sim ilar pattern was found for general happi­
ness scores. A gain  frequency of prayer showed a 
s lig h t negative relationship to happiness, w h ile 
prayer experience was defin itely positively related. 
The results of m ultivariate analyses suggest that 
prayer experience is as im portant as income in ac­
counting for differences in happiness scores.

The relationship between religion and existen­
tia l w ell-being is reflected in some defin itional state­
m ents about re lig ion . R elig io n  has often been 
defined by social scientists according to its ab ility  to 
provide a sense of m eaning and purpose in  life. It has 
been credited w ith  the power to fill the void left by 
science because it provides answers to u ltim ate  ques­

tions that science is unable to answer. “A system  of 
beliefs and practices by means of which a group of 
people strugg les w ith  the u ltim ate problems of life” 
(Y inger 1970 :7 ), “sym bolic forms and acts which 
relate man to the u ltim ate conditions of his exis­
tence” (Bellah 1964 :359)— these are classic defin i­
tions of religion.

Analyzing the relationship between different 
measures of re lig io sity  and existential w ell-being 
suggests not only that existential needs are best met 
by religion but that the w ay religion meets them  is 
by providing a forum for in tim acy w ith  the divine. 
M editative prayer and prayer experiences appear to 
be the most im portant factors (more im portant than 
any of the five standard dem ographic variables) in 
pred icting  h igh  scores on existential w ell-being. 
Those who engage in  m editative prayer, whether or 
not they have frequent prayer experiences, are more 
like ly  to have a greater sense of m eaning and purpose 
in life than those who do not em ploy this form of 
prayer. Other forms of prayer were not found to be 
related to ex istential w ell-being.

W hat is it  about relig ion  that leads to a greater 
subjective sense of w ell-being? A nalysis of the AAS 
findings indicates that it is a perceived relationship 
w ith  God as measured by the prayer experience 
index. Institu tionally  based measures of religion , 
includ ing religious belief, church attendance, and 
denom inational affiliation , are clearly much less im ­
portant to m ental w ell-being than is one’s perceived 
relationship w ith  God.

There is yet one other issue that has bearing on 
the relationship between prayer and m ental health , 
nam ely, prayer for physical healing and its relation­
ship to m ental w e ll-being. U nfortunately, a ques­
tion about p rivate prayer for h ea ling  was not 
included in either the G allup study or the AAS. The 
AAS did ask questions, however, about attend ing 
religious healing services and having any experience 
of healing as a result of prayer.
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Symbolic Healing
SOCIOLOGISTS ANSON SHUPE and Jeffrey Hadden 
(1 9 8 9 :7 5 ) em ploy the term  sym bolic h ea lin g  to desig­
nate unconventional h ea ling , includ ing the practice 
term ed “faith h ea lin g ,” “m iraculous hea lin g ,” or 
“s u p e r n a t u r a l  h e a l i n g . ”
T h ey  c a ll for “the e s tab ­
lish ed  h ea lth  care profes­
sions o f W estern  cu ltu re  to 
r e -e x a m in e  th is  a n c ie n t  
p h en o m en o n .” D ata from 
the AAS suggest that Shupe 
and H adden are correct to 
ascribe im portance to uncon­
ventional healing practices.
Sym bolic hea ling , especially 
prayer for hea ling , appears to 
be w id e ly  believed in  and 
p ra c t ic e d  in  m id w e s te rn  
A m erica.

A clear m ajo rity  (72 per­
cent) of the AAS respondents 
said they believed that “people som etim es receive 
physica l healings of disease, in juries or other medical 
problem s as a resu lt of prayer. ” Moreover, 44  percent 
of those who claim ed to believe in sym bolic healing 
(34  percent of the total number of respondents) 
claim ed to have personally experienced being healed 
through prayer. Forty-five percent of those who 
cla im ed such an experience (10  percent of the total 
sam ple) said it  was from a condition that was “life- 
th rea ten ing .” (For further discussion see Poloma 
1991 ; Poloma and Pendleton 1991, esp. chap. 4 .) 
A lthough  it  was beyond the scope of the Akron Area 
Survey and beyond m y expertise to evaluate these 
a lleged  healings, it is possible to use the AAS to 
explore the relationship between sym bolic healing 
and m ental w e ll-b e ing .

I d iv ided the AAS sam ple into two groups—  
those who were experiencing some physical d is­
ab ility  (whom I ’ll ca ll the “sick” group for ease of 
discussion) and those who were not (the “w e ll” 
group). (People were placed in the “s ick” group if

they had m issed work because of some illness, were 
physica lly im paired in some way, or had physical 
problems that lim ited  their activ ities.) W ith  m u lt i­
variate analysis, I s ta tistica lly  tested for possible 
relationships between the belief, practice, and ex­
perience of sym bolic healing and measures of w e ll­

being for both groups.
O ne cu rio u s s ta t is t ic  

em erged: those in  the sick 
group were more lik e ly  to 
claim  they had received a 
physical healing in the past 
than those in the w ell group. 
In other words, those who 
were in some way “d isab led” 
were more lik e ly  to claim  a 
past healing than those who 
were w ell! (For the statistical 
analysis and discussion see 
P o lo m a  and  P e n d le to n  
1991: chap. 4 .) M any people 
from the w ell group had par­
ticipated in healing rituals. 

Some of them  claim ed to have received healing in 
the past. However, because I d id not have data 
collected over a span of years, I was unable to deter­
m ine which respondents in  the w ell group had been 
in poor physical health , had experienced a healing, 
and thus were now appearing in the w ell group. 
People in the sick group also alleged healings, but—  
as their very placem ent in the sick group indicates—  
they continued to experience health problems.

Prayer for hea ling  appears to contribute to 
greater life satisfaction and existential w ell-being for 
those who are in poorer health , but not for those in 
good health. (The healing rituals did not have an 
effect on happiness or negative affect.) Attendance 
at healing rituals contributes to feelings of satisfac­
tion w ith  life and a sense of m eaning and purpose in 
life for persons who are physica lly  lim ited  in  some 
way.

Prayer for healing also had an im pact on the 
reported satisfaction w ith  health. Those in poorer 
health  who attended healing rituals reported a

Participation in a relationship 
with the divine is the strongest 

correlate for three of four 
measures of well-being, 

surpassing in strength such 
usually potent predictors as 
race, sex, income, age, and 

marital status.
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greater satisfaction w ith  their health status than 
those in this group who did not attend healing 
rituals. Once again , members of the w ell group did 
not report increased satisfaction w ith  the ir health 
status.

These findings suggest that the sick seem to 
benefit from sp iritua l healing practices and ex­
perience some m ental health benefits from partic ipa­
tion in com munal prayer for healing. These benefits 
include a greater sense of overall life satisfaction, a 
greater sense of m eaning and purpose in life, and a 
greater satisfaction w ith  their health status (despite 
their physical or m edical im pairm ents).

Prayer in the 
Contemporary World

PRAYER, AS I HAVE TRIED TO SHOW, m erits more 
attention than it has been given by modern social 
scientists. On the infrequent occasions that religion 
has been part of research models dealing  w ith  m ental 
health , the focus has tended to rest on in stitu tiona l 
and attitud in a l religious measures. This focus needs 
to shift to include religious experience and the prac­
tices that foster them . From the findings presented 
in this article, I would suggest strongly that relation ­
sh ip , not religion, is the im portant religious factor in 
m ental w ell-being.

Over 90 years has passed since W illiam  Jam es 
quoted the lib e ra l French theo logian  A uguste 
Sabatier in The Varieties o f  R eligious Experience:

Religion is an intercourse, a conscious and 
voluntary relation, entered into by a soul in 
distress with the mysterious power upon which 
it feels itself to depend, and upon which its fate 
is contingent. This intercourse with God is 
realized by prayer. . . . This act is prayer, by 
which term I understand no vain exercise of 
words, no mere repetition of certain sacred 
formulae, but the very movement itself of the 
m ysterious power of which it feels the 
presence—it may be even before it has a name 
by which to call it. Wherever this interior 
prayer is lacking, there is no religion; wherever, 
on the other hand, this prayer rises and stirs the 
soul, even in the absence of forms or of 
doctrines, we have living religion. (James 
[ 1902] 1961 :361 )

The m editative pray-ers depicted in this article 
experienced th is “liv in g  re lig io n ” described by 
Sabatier. They were common folk who walked and 
talked w ith  a God who appeared to them eager to 
interact w ith  people. This communion w ith  God 
made a decided difference in their attitudes and 
th ink ing. A lthough doctrine and ritual m ay have 
predisposed some respondents to p ray, neither 
religious beliefs nor public religious practices in ­
fluenced the ir perceptions of w e ll-being. W hat 
made the difference in subjective reports of w e ll­
being for participants in both the AAS and the 
G allup survey was the degree to which they were 
able to participate in m editative prayer, to be s till 
and know that God is God. @

NOTES

1. Both the Akron Area Survey (with 5 60 respondents) and the Gallup Poll (with 1,030 respondents) were random samples, one 
representing the greater Akron, Ohio, area and the other the United States. Details on the sampling and methodology of the 
studies are given in Poloma and Pendleton 1991 and Poloma and Gallup 1991. Although the studies had common items, the 
Akron Area Survey (A A S ), a longer survey, contained many more questions on prayer and well-being. The Gallup Poll, however, 
offered nationwide representation and some questions not found in the AAS. The two surveys are complementary and are used 
in tandem as resources for this article.

2 . Greeley’s figures for weekly prayer by Americans are comparable to findings in Gallup Reports and the AA S. For example, 77 
percent of the respondents engaged in private prayer at least weekly. Greeley’s figure for those praying at least once a day (57 
percent) is higher than the AAS figure (45 percent). This difference may be due to the fact that the AAS question excluded ritual 
prayer before and after meals.
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3. Although Greeley does not provide figures for the percentage of Canadians who pray, Canadian prayer patterns seem to resemble 
those of the British. Sociologist Reginald Bibby (1987:68) reports that 39 percent of Canadians say they pray once a week or 
more; 23 percent say they never engage in private prayer.

4. This figure excludes ritual prayer before and after meals. Four percent prayed with family or friends monthly, and another 25 
percent prayed with others on occasion. The majority (62 percent) of AAS respondents, however, never prayed informally with 
others.

5. Fourteen percent of evangelicals say they read from a book of prayers, compared with 25 percent of the non-evangelicals. 
Similarly, 55 percent of the non-evangelicals recite prayers they have memorized, but only 38 percent of the evangelicals do 
so.

6 .  Twelve percent of the pray-ers in the AA S did not employ any of the meditative practices, while 5 percent used all five on a 
regular basis. The mean for the five-item meditative prayer scale for the AAS sample was 2 . 5 ;  the median, 2 . 6 ;  the standard 
deviation, 1.

7. An r  of 1 is, statistically speaking, a perfect correlation. Theoretically, correlations can range from .01 to .99, but most 
relationships in social science are far from the perfect r = 1. Statistical tests are routinely run to determine whether a correlation 
is strong enough to warrant being reported as a research finding. All correlations reported here are statistically significant at 
the .01 level, indicating that the finding is due to more than some random occurrence.

8. This line of reasoning receives additional support when we look at the relationship between prayer and negative affect. In the 
AAS, no type of prayer (not even meditative prayer) was associated with decreased feelings of sadness, loneliness, tension, 
depression, or fear. In fact, ritual pray-ers actually scored higher on negative affect than those who did not engage in this prayer 
form. In my judgment, it is not that ritual prayer causes these feelings but rather that persons who are emotionally afflicted may 
be more likely to turn to this prayer form.
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“Sixty percent of Americans say they go 
to church every week, and yet we’ve 
sold out completely. In the prophets 
Jeremiah and Amos you’ll find almost 
exactly the same situation in Israel then 
that we have in the U.S. right now—  
the wealthy oppressing the poor in this 
country and everywhere else. Unless we 
Christians raise up some prophets who 
say, ‘This is not the kind of world God 
had in mind, and we are responsible to 
do something,’ then ultimately the 
whole system will just collapse.”
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Global Health and 
the Limits o f Medicine

An Interview with Dave Hilton

Now working as a consultant in international and congregation-based health 
programs for Ecumenical Health Ministries (in Atlanta), Dave Hilton brings to that 
position his experience as associate director of the Christian Medical Commission at 
the W orld Council of Churches for 6 years and more than 17 years of working in 
health care in Nigeria (including 10 years specializing in tropical medicine and 
surgery at Guinter Memorial United Methodist Hospital in remote, rural north­
eastern Nigeria). In the U.S. he has worked in family practice at a Wisconsin clinic, 
and he served for 7 years as clinical director for the Seminole Tribe of Florida Health 
Program. In his years of service to others as a physician, Hilton has discovered how 
deeply health problems are rooted in the prevailing materialist worldview. As he 
noted in his address to the American Public Health Association in 1989, “health is 
not primarily medical. . . . While medical education trains ever more expert ‘body 
mechanics,’ it is becoming clear that health is to be found elsewhere. I propose that 
we consider here four major nonmedical aspects of health. They are justice, peace, 
integrity of creation, and spirituality.” In July 1992 Dr. Hilton spoke with Second 
Opinion, expanding on these themes and calling on Christians to become healing 
communities and speak up for human values.
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S e c o n d  O p in io n :  You noted in 
your address to the A m erican  
P u b lic  H ea lth  A sso c ia tio n  in 
1989 that “the problem s posed by 
in ternational i l l  health are rooted 
in  th e  e t h ic a l  s y s te m  now  
dom inatin g  centers of national 
and w o rld  d ec is io n  m a k in g .” 
Could you explain  that?

Hilton: The number-one cause of 
illness in the world is poverty. I 
don’t th in k  anyone would argue 
w ith  that. A t this m om ent, and 
for the last 20  years, the net flow 
of cap ita l has been from Africa, 
Latin A m erica, and Asia to the 
U nited  States and Europe. In spite 
of a ll the so-called a id , the net flow 
of cap ita l has been to us, which 
means that th ey ’ve been gettin g  
poorer w h ile w e’ve been gettin g  
r ic h e r . T h e ir  g e t t in g  poorer 
means that th ey ’re g e ttin g  sicker. 
Sending people over there to im ­
m unize the children or to build  
clin ics often looks ludicrous to 
them . They say, “Y ou’re doing 
th is to us, and then you ’re throw­
ing  us a few pennies to keep us 
q u ie t.”

I f  w e ’re r e a l ly  concerned  
about health  am ong the people of 
the w orld , we first have to stop 
robbing those people. T hat’s basi­
ca lly  what Third  W orld  people 
are saying: “W e appreciate your 
try in g  to help us, but first w e’d 
lik e  for you to stop robbing us.” 
Brazil is a good exam ple, w ith  12 
m illio n  ch ild ren  liv in g  on the

For citation: Hilton, Dave. 1993. “Global Health and the 
Limits of Medicine: An Interview with Dave Hilton.” 
Second Opinion 18, no. 3 (January): 52-68.

streets, 12 million. W h y are there 
so m any hom eless ch ild ren  in 
Brazil? Because backin  the 1970s, 
when money was cheap, Brazil 
borrowed for developm ent, for 
bu ild ing  roads and bridges and 
th ings like  that, and suddenly in ­
terest rates went skyward. Now 
Brazil has paid the principal on 
that debt nine tim es, and even 
today, 75 percent of their GNP 
goes to pay the interest on the 
rem ain ing debt. They don’t have 
any m oney for social services! 
They don’t have any money for 
anyth ing! T hey’re using all their 
resources to pay us. Y et we sent a 
team  down there to vaccinate the 
children.

This just doesn’t make sense. 
W e need a restructuring of the 
world economic order. The rich 
countries have to stop using their 
po litical and economic power to 
keep other countries down. Some­
how we have to reorganize and let 
countries use their resources for 
their own development instead of 
for ours.

S e c o n d  O p in io n :  T h a t ’s a b ig  
agenda. Do you see ways to bring 
th is about?

Hilton: W hen enough people be­
come empowered, institutions are 
go ing  to change, and this is just 
as true in the U .S. as in places like 
In d ia  or R om an ia . Everyone’s 
ta lk in g  about health care reform, 
but I’m not expecting any s ig ­
nificant change to come out of 
W ashington . W ashington is con­
trolled by corporations, and i t ’s 
not in the interests of the corpora­

tions— includ ing  the Am erican 
M edical Association— to change 
anyth ing. I ’m p u ttin g  m y per­
sonal efforts in to  em pow ering 
people to take their lives and their 
health into their own hands.

T h a t ’s b a s ic a lly  w h at the 
A ro le s  d id  in  I n d ia . T w o 
Am erican-trained Indian doctors 
went back to this com m unity and 
said , “W e don’t have any money, 
we don’t have any m edicine, we 
don’t have anyth ing, but w e’re 
here to help you .” They used par­
ticipatory learn ing methods w ith 
the people and transformed the 
whole d istrict of Jankhed— and 
not just in the area of health. The 
whole society changed. W omen 
were no longer required to cover 
their faces and look down when 
there were men around and be 
subservient. People of a ll castes sat 
down together to plan. A w ealthy 
lan d lo rd  d iv id ed  h is land up 
among his laborers.

Another example is Romania. 
Ceausescu was determ ined to in ­
crease the population. Abortion 
and fam ily p lanning were forbid­
den. A t the same tim e, Romania 
was isolated from the W est. Not 
even the doctors had the oppor­
tun ity  to read m edical journals or 
to learn anyth ing about fam ily 
p lanning. Doctors told me that 
they hadn’t seen a medical journal 
for 40  years. As soon as Ceausescu 
was k icked  ou t, abortion  was 
legalized . Nobody knew anyth ing 
about other methods of fam ily 
p lann ing, so abortion became a 
m ethod of fam ily p lanning. And 
now th a t kn ow ledge  of other 
fam ily p lanning methods is avail-
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able, there’s no hard currency to 
buy it . Contraceptives are very 
scarce and also very expensive. 
Doctors in Rom ania are poorly 
paid , so abortion is not very ex­
pensive. I t ’s not uncommon to 
find women who have had five, 
six, seven, e igh t abortions. I found 
a lot of g u ilt , especially in devout­
ly  re lig io u s  people. B u t w hat 
could they do? Rom ania has as 
m any orphanages as it does be­
cause wom en had bab ies they 
couldn’t care for. W hole fam ilies 
live in one-room apartm ents. If a 
fam ily already has five k ids and 
another one comes along, what 
can they do? They take the baby 
to an orphanage, which is already 
filled .

I asked some leaders of the 
O rthodox  ch u rch , b y far the 
largest church, what they were 
doing about it. They said, “Oh, we 
have issued a statem ent saying 
that abortion is a s in .” W hen I 
asked what suggestions they had 
made as alternatives, I was told, 
“Oh, we don’t believe in fam ily 
p lanning e ith er.” I rep lied, “Then 
yo u ’re condem ning wom en to 
have children they can’t afford and 
don’t have the ab ility  to raise.” 
W e talked for a long tim e, and out 
o f th a t  d is c u s s io n  cam e a 
w o rk sh o p  b r in g in g  to g e th e r  
people from many congregations. 
I brought to that workshop m y 
background from working as a 
fa c ilita to r , u s in g  p artic ip a to ry  
learn ing instead of lecturing  and 
“p ro v id in g  in fo rm a tio n .” W e 
t r ie d  to g e t  p eo p le  t a lk in g  
ecum enically about their own is­
sues. I was very apprehensive at

“Health is not 
primarily medical. 
The number-one 

cause of illness in the 
world is poverty.

The second is 
probably violence. 
Third would be 
environmental 

causes.”

the beg inn ing  because I knew 
Romanians had been taugh t for 
40 years not to trust anybody and 
not to te ll anybody anyth ing. But 
the method we call “tra in ing  for 
transform ation” was very effec­
tive. W ith in  a very short tim e 
people were exchanging informa­
tion. They were saying, “This is 
ju st what Rom ania needs. W e 
need to learn to do th ings for our­
selves; w e’ve had the Com m unist 
party doing everything for us for 
the past 40  years. W e need to 
learn to com municate w ith  each 
other. W e need ecum enical shar­
in g .”

“T rain ing for transform ation” 
is based on Paolo Freire’s P edagogy  
o f  the Oppressed. Freire is a B razilian  
educator; he used these methods 
in Brazil but had to flee for his life 
and was in exile from Brazil for 10 
or 15 years. He sees two kinds of 
education. D omesticating education, 
the kind that we are a ll taugh t, is 
designed to fit a student into the 
world the way it is so that the 
world can use that student for its 
purposes— whatever they m igh t 
be. T hat’s what we g ive students 
in grade school, h igh  school, col­
lege, m edical school, sem inary.

L iberating education, on th e  
other hand, is designed to help the 
student to analyze the w orld , to 
see what i t ’s like  and decide what 
he or she likes and doesn’t like  
about it , and to change what he or 
she doesn’t like  about it. Freire 
used  lib e ra t in g  educatio n  for 
literacy tra in ing a ll over B razil, 
and I th in k  th a t’s p a rtly  w hy 
Brazil has gotten rid of a m ilita ry  
dictatorship and produced a new
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constitu tion  designed from the 
grass roots up.

Two Sisters of the G rail in 
East A frica took Paolo Freire’s 
ideas and put them  into action in 
several countries in East Africa 
and, after 15 years, saw the com­
m un ity  transformed. On the basis 
of that experience, they wrote a set 
of three workbooks called Train­
in g  f o r  Transformation. The first 
explains the theory and process, 
the second describes specific ac­
tiv itie s , and the th ird  te lls how to 
g e t a m ovem ent started.

For Freire, the issue comes 
down to em powering people who 
have no power. Instead of going 
in to  a place and saying th is is 
w h at’s wrong and this is how to 
fix it  (w hich is basica lly w hat I did 
for 10 years in  a h o sp ita l in 
N ig e r ia— h and ing  out p il ls  to 
sick people and changing noth­
ing), you go in  and listen  for what 
Freire ca lled  “generative them es.” 
These are them es that generate 
feelings in people, that people get 
upset about or have strong feel­
ings about. You spend a lot of 
tim e (three months to three years) 
ju s t  l i s t e n in g  for g e n e ra t iv e  
them es in  a com m unity. W hen 
you hear what people’s generative 
them es are, you find  w ays to 
reflect those back to people so that 
th e y  can  d is c u s s  th e m  in  a 
detached manner. This m ay be ac­
com plished through a story, a p ic­
ture, a drama, a riddle, anything 
that gets people th inking and talk­
ing about these generative themes.

The role of the facilitato r is 
not to g ive  answers but to keep 
ask ing  questions, to keep people

“Doctors are paid 
when people are 

sick: the more people 
are sick, the more 

doctors make.
It’s the market 

orientation, where 
there’s money to be 

had for sickness, 
not for health. 

Coronary bypass 
surgery is passed off 

as high-quality 
health care, but 

that’s poppycock. 
It’s not necessary for 

anybody to get 
coronary artery 

disease.”

m oving toward a solution to the 
problem . They reach a stage Freire 
calls “critica l awareness.” I t ’s real­
ly  uncanny when you see that hap­
pen. W ith in  a group, people start 
looking at each other and saying, 
W h y  d o n ’t we do som eth ing  
about this? And that’s the stage of 
critical awareness. No m atter how 
apathetic people are, no m atter 
how long they ’ve been oppressed 
or in poverty, when they reach 
that stage they just take off and 
start doing som ething about their 
problems. T hat’s the T rain ing for 
Transformation process.

W h at I ’ve done in Rom ania 
and elsewhere is to say, “W e ’re 
g o in g  to h av e  a o n e -w e e k  
workshop.” People ask, “W here ’s 
the agenda?” W hen I say, “Y ou’re 
go in g  to m ake the agenda,” I 
u sually  get a lot of flak: “Oh, you 
can ’t do that, you have to have a 
s c h e d u le ,  yo u  c a n ’ t h ave  a 
workshop w ithout a schedule.” 
But I ’d stick  to it, ask ing people 
about their expectations for the 
workshop, and that would be the 
a g e n d a  for th e  w e e k . T h e  
fac ilita to r s im p ly  helps people 
deal w ith  their agenda. Our hope 
in Rom ania, of course, was that 
th e need for fam ily  p lan n in g  
w o u ld  com e o u t in  th e se  
workshops.

Second Opinion: Did it?

H ilto n : T angen tia lly  it  d id , but 
the people never reached a consen­
sus that they wanted to deal w ith  
it. W e had to let it go. And this is 
one of the cardinal principles of 
lib erating  education. I th ink , for
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exam ple, of the story of Carroll 
Behrhorst, who used these ideas in 
G uatem ala. He asked the people, 
W h at are your issues? They d id n ’t 
come up w ith  any health or m edi­
cal issues for a long tim e. They 
wanted a football field , and they 
wanted ligh ts on their football 
fie ld— these kinds of th ings. He 
just stuck w ith  them , in spite of 
a l l  h is  m ed ica l t r a in in g , and 
helped them get a football field 
and ligh ts for the field. After a 
long tim e they got around to 
health-related issues. But by then, 
you see, they were empowered. 
They had discovered that they 
could do som ething together. So 
when they came to health, they 
weren’t ask ing, W hat can you  do 
for us? They were saying, W hat 
can we do for ourselves? T hat’s 
rea lly  where health comes from, 
and th at’s the kind of program  I 
was w orking w ith  in Africa.

S e co n d  O p in io n :  Could you apply 
th is  app roach  in  the U n ited  
States?

Hilton: I t ’s c le a r  th a t  w e 
desperate ly  need the same ap­
proach in  th is country. W e have a 
health crisis here because w e’re 
try ing  to bring health by curing 
sick people, and th a t’s not where 
health comes from. H ealth comes 
from em powering people to take 
r e s p o n s ib i l it y  for th e ir  own 
health. T hat’s what I ’m working 
on now.

For years the surgeon general 
has been saying that 85 percent of 
the d isease in  th is  country is 
p reven tab le . Doctors are paid

when people are sick: the more 
people are sick, the more doctors 
make. I t ’s the m arket orientation, 
where there’s money to be had for 
sickness, not for health. A good 
e x a m p le  is  c o ro n a ry  b yp a ss  
surgery. This is passed off as h igh- 
q u a lity  health  care, but th a t’s 
poppycock. I t ’s not necessary for 
anybody to get coronary artery 
disease. If we had a really good 
health care system  that was help­
ing us know how to live and how 
to avoid coronary artery disease, 
there w ouldn ’t be any need for 
co ronary  bypass su rg e ry . B u t 
th at’s not the kind of system  we 
have. So we need to em power 
people to find out for themselves 
how to stay w ell; then they won’t 
need to depend on doctors and 
hospitals for their health. That’s the 
solution to “the health care crisis.”

S e c o n d  O p in io n :  Do you see a role 
for the churches in that effort?

H ilto n : No question. Churches 
are one of the few rem aining com­
m unities in this country, and if  we 
can get a health promoter in  every 
congregation, as we d id  in m any 
v illages in  N igeria , w e’l l  have the 
solution to the health care crisis. 
M any churches are moving in  this 
direction, and I’m working w ith  
several denominations to develop 
program s for the congregational 
level.

S e c o n d  O p in io n :  How can con­
gregations be a resource and a 
health-prom oting center w ithout 
offending the people they want to 
welcome?
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Hilton: This is where the p ar­
t ic ip a to ry  le a rn in g  process is 
cruc ia l. W e know that te llin g  
people th ings doesn’t change be­
havior. An artic le  in  a m ed ical 
jo u rn a l w ith in  the la s t  y e a r  
noted that desp ite the p lethora 
of in fo rm atio n  about h ea lth y  
life -s ty le s  av a ilab le  to A m er­
icans on te lev is io n , in  new s­
papers, in  m agazines, less than 
14 percent of Am ericans have 
changed the ir life -sty le s . T h is 
confirm s what w e ’ve known and 
w hat I learned in  A frica: s im p ly  
g iv in g  lectures to people, or d is ­
p en s in g  in fo rm a tio n , do esn ’t 
change behavior. Behavior chan­
ges w hen  people d iscover for 
them selves what th ey ’re do ing 
to them selves. The lig h t  bu lb  
goes on and th ey  say , “A ha! 
T h a t’s w h a t’s h ap p en in g !” Then 
people change th e ir  life -sty le s , 
or co m m u n itie s  change th e ir  
codes of behavior. It has to be on 
a com m un ity scale.

For exam ple, I attended  an 
a lum n i association breakfast in  
Ind ianapo lis last m onth, where 
w e w ere served  bacon , e g g s , 
s au sag e , b ak in g  p o w d er b is ­
cu its , a ll th a t stuff. If the com ­
m u n ity  doesn’t change, th e re ’s 
trem endous pressure on me to 
co n fo rm  to th e  c o m m u n ity  
rather than for the com m unity 
to conform to me. And if  we go 
on serv ing  M cN u gge ts , when 
w ill th in gs change? N ot u n til 
enough people say, “W e don’t 
w ant to do this to ourselves.” 
Life is too im portant for us to be 
p o l lu t in g  our b o d ies a l l  the 
tim e .
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S e c o n d  O p in io n :  C an  you  say 
more specifically what the church 
as a healing  com m unity m igh t 
look like?

Hilton: For me, the model of a 
p lace that welcom es people as 
th e y  are is A lco h o lic s  A non­
ym ous. Everybody who goes says 
“I ’ve blown i t ,” and everyone else 
sm iles and says, “Yeah, we know 
what th a t’s like . Come on in and 
jo in u s.” Nobody te lls anybody 
what to do; they just share what 
th e ir  s t r u g g le s  are and  w h a t 
th e y ’ve found th a t helps and 
doesn’t help. Everybody’s open 
a b o u t th e ir  b ro k e n n e ss  and  
f a i lu r e ,  and  th e y  h ea l. T h a t 
process is the only th ing  I know of 
that heals addictions. W h at hap­
pens in most of our churches is 
ju s t the opposite . W e  a ll g et 
dressed up on Sunday, and we go 
there and we say, Isn’t it  g reat, all 
these good people! So I don’t dare 
share m y pain and m y brokenness 
w ith  you because you m igh t reject 
me. W e sit there w ith  our pain 
and our brokenness, and we never 
share it  and we don’t heal. Our 
churches are just the opposite of a 
healing com m unity. For me the 
church ’s real challenge in  the next 
decade or two is to find out how 
we can change from being con­
gregations of pretense to being 
healing  com m unities; we have to 
work toward becoming the kind 
of com m unities where i t ’s safe to 
te ll your life story. If there are any 
good th ings about AIDS, one is 
that i t ’s b ring ing  churches to the 
point where people have to begin 
to share their brokenness w ith

each other— they can’t hide it  any 
longer.

A t an AIDS m eeting in Brazil 
last m onth, I m et a pastor’s wife 
from a church in the U .S. She and 
her husband had two sons w ith  
AIDS, and at first they could not 
te ll their congregation. They were 
afraid  of w hat would happen. 
F inally , one of the sons d ied , and 
then the other one. They had to 
s ta rt te ll in g  people w hat was 
go ing on. They found that the 
pretense in that church m elted 
away, and the whole church be­
cam e a h e a lin g  c o m m u n ity . 
W hen people began adm itting  to 
each other their brokenness and 
te llin g  their life stories, it trans­
formed that church. So how can 
we facilitate that transformation 
w itho ut having to go through 
such a crisis? That to me is the 
key.

O f course we have Jesus for a 
model. Jesus approached people, 
he listened to people, he respected 
people— the prostitutes, the tax 
collectors, no m atter who they 
were and no m atter how bad the 
com m unity thought they were. 
He accepted a ll human beings, 
and he helped them to deal w ith  
th e ir  b ro k en n ess . W h en  the 
church finds out how to do that, 
th e re  w i l l  be renew al in  the 
church, and the church w ill grow 
again . And that w ill be the solu­
tion to the health care crisis in this 
country: people w ill be tak ing  
r e s p o n s ib i l it y  for th e ir  ow n 
health , and the core of the health 
care system  w ill be com m unities 
of people em powering each other 
to stay well. Hospitals and doctors
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w ill be on the periphery to catch 
the ones that fall through the 
cracks. R igh t now doctors and 
hospitals are the core of the sys­
tem , and everyth ing else is tacked 
on.

S e c o n d  O p in io n :  A re you op­
tim istic? W ho ’s go ing to spark 
this change?

Hilton: I t ’s already moving so fast 
that I can’t keep up w ith  it.

S e c o n d  O p in io n :  You refer in 
your w ritin g  to the model of the 
N ew Testam ent church. W h at 
does that model look like?

Hilton: People in the New Testa­
m e n t c h u rc h  w ere  g e t t in g  
together and sharing their lives 
in tim a te ly  w ith  each other. A 
more recent example is the base 
Christian  com m unities in  Latin 
Am erica and in East Africa. After 
Vatican II, Roman Catholics were 
su d d en ly  a llow ed  to read the 
B ib le, and there weren’t always 
priests at hand to te ll them what 
i t  m e an t. G roups of R om an  
C a th o lic s  b eg an  re ad in g  th e 
B ib le, and they asked each other, 
“W hat is the Scripture doing in 
your life?” and shared what it said 
to them  in the ir lives. In the 
process, they were transformed. 
These groups grew  by leaps and 
bounds all over Latin Am erica and 
East Africa and Asia, and s im ilar 
th in g s  are h ap p en in g  in  th is  
country in groups like AA. To me, 
AA is the real church. The real 
church is not the people who are 
gathering  for an hour on Sunday

m orning. The question now is, 
How can denom inations facilitate 
this process of sharing? If they 
in s t itu t io n a liz e  i t ,  of cou rse , 
they’ll k ill it. Part of the genius of 
AA is that it has no superstructure 
whatsoever, no organization. The 
church would do w ell to learn 
from A A.

S e c o n d  O p in io n :  Can you be more 
exp lic it about how this sharing of 
their life stories affects peoples’ 
health?

Hilton: M edical studies on the 
im m une system  are again  and 
again  confirm ing the connections 
th a t fee lings and relationsh ips 
have w ith  h ea lth . In J a n u a ry  
1992, for example, I ran a com­
puter search on m edical literature 
u s in g  th e  te rm  psychoneuroim­
munology; 61 articles had appeared 
in nine months, whereas in the 
preced ing year there had been 
only 15 or 20. Psychoneuroim­
m unology has of course become a 
leg itim ate  subspecialty now, and 
they’re discovering that a lot of 
th ings besides AIDS suppress the 
im m une system , and some of 
them as much or more than AIDS. 
A couple of good studies done in 
this country showed that most of 
the people who got AIDS already 
had suppressed im m une systems.

S e c o n d  O p in io n :  C au se d  by  
what?

Hilton: T hey’re s till working to 
identify the causes, but th ey ’ve 
found that a major suppressor of 
the im m une system  is feelings—

unresolved anger, g u ilt , resent­
m ent, m eaninglessness. S tudies 
also show that the im m une system 
is  s t r e n g th e n e d  b y  lo v in g  
relationships and com m unity. I 
contend that in the laboratory 
th e y ’re a ff irm in g  the g o sp e l, 
which deals w ith unresolved feel­
in gs  and re la tio n sh ip s . A n to ­
novsky’s “sense of coherence” is 
relevant to these findings. A n­
tonovsky is a Jew ish  sociologist on 
the faculty at Ben Gurion M edical 
School in Israel. About 20 years 
ago he examined studies showing 
that about 75 percent of disease 
occurs in only about 25 percent of 
the population. If disease is really 
caused by germ s, he thought, it 
would be evenly d istributed  in the 
population, so there had to be 
another factor. After years of re­
search, he came up w ith  that other 
factor, what he called the “sense of 
coherence.” That sense is a feeling 
th a t so m eth in g  ties  a ll of us 
together and that a ll the parts of 
one’s life are connected. Connected­
ness is another word he used. 
People who feel connected tend to 
be the ones who stay w ell. People 
whose lives are fragm ented, who 
don’t have a sense of m eaning, 
who don’t have som ething that 
ties them together seem to con­
s t itu te  the 25 percen t of the 
population that gets 7 5 percent of 
the illness. W hat seems to help is 
the idea that i t ’s not me alone 
against the world: I ’m a part of 
som ething that began centuries 
ago and w ill go on for centuries, 
and I ’m a part of som ething th a t’s 
m ov ing  th rough  h isto ry . A n­
tonovsky doesn’t make a sp iritual
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poin t, but one seems obvious to 
me: the word religion  comes from 
the Latin  words re and lig io , mean­
ing  “to bind together.” R elig ion  
tends to m ake people health ier.

Second Opinion: Do you th ink 
that increased acceptance of these 
find ings w ill m ake the m edical 
estab lishm ent a lit t le  more open 
to the im portance of sp ir itu a lity?

Hilton: I’m not optim istic .

Second O pinion: Do yo u  see 
m edical education as being an­
tagon istic to this approach?

Hilton: D efin itely. Not only is it 
very conservative, expending a 
great deal of its energy m ain ta in ­
ing  the status quo, but it also 
idolizes science, or what it th inks 
is sc ien ce . M ed ica l educato rs 
w on ’t take a look at anyth ing  
th a t’s not proven. Add to that the 
m arket-system  factor in  m ed i­
c in e , n am e ly , th a t th e re  s no 
money in staying  w ell or in pur­
su ing  sp ir itu a lity .

I w o u ldn ’t put any energy 
into try in g  to convince the m edi­
cal estab lishm ent that they’re on 
the wrong track. I’m go ing to the 
people, and I th ink  the people w ill 
u ltim ate ly  drag the m edical es­
tab lish m en t along w ith  them . 
There are notable exceptions, of 
course, like  Bernie S iegel and Paul 
Pearsall and Deepak Chopra and 
some others who have w ritten  
books along these lines.

W hen  the H ungarian  obste­
tric ian  Ignaz Sem m elweis came 
up w ith  the germ  theory of disease

around 1850, he was laughed out 
of his hospital and forced to resign 
from the obstetrics departm ent. It 
was a hundred years before m edi­
cal science accepted the germ  
theory. T hat’s the way m edical 
science is; it claim s to be scien­
tific , but it starts out try ing  to 
p ro v e  o n ly  w h a t i t  a lr e a d y  
knows and th row ing out an y ­
th in g  that doesn’t fa ll w ith in  
th a t param eter.

Second Opinion: W ould  you say, 
th en , th a t the proposals now 
being put forth in W ashington for 
reform ing our health care system  
are m issing the point?

Hilton: I ’m no t s a y in g  w e 
shouldn’t reform the system . If 
some people want to spend their 
energy try in g  to get access for 
everybody to the system we have, 
th a t ’s OK. But le t ’s recognize 
th a t g e tt in g  un iversal access to 
a disease-cure system is not going 
to bring health to this country. 
W e should be pu tting  some ef­
forts toward developing a true 
health  care system  in th is country.

Second Opinion: You th ink  this 
begins w ith  sm all groups in the 
churches w hen they em pow er 
people?

Hilton: Yes. And a number of 
churches are ge tting  involved—  
the Lutherans, the Brethren, the 
M ennon ites . The Seven th -day 
Adventists, of course, have been 
involved for years, and the U nited 
M ethodists are m oving in  that 
direction.

Second Opinion: In the denom­
inations is the interest com ing 
from the top or from the bottom?

Hilton: There are some notable 
exceptions, but I’d say more from 
th e  b o tto m . I ’ve t a lk e d  to 
denom inational executives and 
educators at theological schools. 
T hey’re a ll excited about the idea, 
but when they get back to work 
on M onday morning they’ve got 
so much on their desks that the 
idea just gets lost in the shuffle. 
At the local level, wherever I go 
people say to me, “W e know this. 
This is just common sense. W hat 
we w ant to know is what we can 
do. How do we put this into prac­
tice ?” T hat’s our real challenge—  
to develop some models and some 
methods that we can put into 
practice.

Second Opinion: If people from a 
m id d le -c la s s  N orth  A m erican  
church or synagogue asked you 
what they should do, what would 
you say?

Hilton: To be true to the p rin ­
ciples of participatory learn ing, I 
w ouldn ’t want to te ll them what 
to do. I would say get involved in 
some process where you can be 
empowered, where you can be as­
sisted in discovering what your 
problems are and what you can do 
abou t them . I ’m h e lp in g  the 
C h u rch  o f th e  B re th ren  p u t 
to geth er a w orkbook for con­
gregations, but I often say to in­
d iv id u a ls ,  J u s t  go  to an AA 
m e e tin g  and see the process. 
Y o u ’l l  be convinced th at th is
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process is what we all need. Then 
go home and start an AA group or 
a 1 2 -step  group  for w hatever 
reason or for no reason at a ll except 
that you just want to do it. I th ink 
a group th a t’s brought together 
around B ible study can be even 
more effective. I don’t mean the 
k ind  of B ib le study where the 
leader points to a Greek word and 
tells what it  means. I mean groups 
w here peop le ask each o ther, 
“W hat does this verse say to you?” 
In sharing what a B ible verse says 
to me, I ’m sharing m y life, and 
that requires trust. Developing 
that trust is an im portant part of 
the process.

W hen I was in fam ily prac­
tice, every day, and sometimes 
two or three tim es a day, someone 
w o u ld  s a y , “I ’ve n ev er to ld  
anybody this in m y life ,” and they 
would b lu rt out some terrib le  
sto ry . A fter 15 m in u tes  they 
would say, “Oh, thank you. I feel 
so much better. You’re wonderful. 
You really helped me a lo t.” And 
a ll I d id was sit there and listen. I 
thought, why do people have to 
come to sit in m y w a itin g  room 
and pay m y fee just to have some­
one to listen  to them? If we can 
develop com m un ities for each 
other where we can find that trust 
and openness, we can te ll our life 
stories, we can heal, and we can 
stay w ell. And that to me is the 
key. W e don’t need to profes­
sionalize it. W e ’re tra in ing  pas­
to ra l counselors and p sych o l­
ogists, and these people can help 
in some of the more d ifficu lt cases. 
But what we really need is to be­
come healing com m unities. One

“For me the church’s 
real challenge in the 
next decade or two is 
to find out how we 

can change from 
being congregations 

of pretense to 
being healing 

communities.”

problem I have w ith  the parish 
nurse program is that it  puts a 
burden on one person to be the 
healer in the congregation. A ll of 
us need to be healers, and a ll of us 
need to be healed. Studies show 
that people who have had a death 
in the fam ily have a g reatly  in ­
creased chance of g e tt in g  cancer 
w ith in  the next few years. I’m 
convinced that if  people are part 
of a sm all, caring support group 
that can help them express their 
g r ie f  and ge t th e ir  lives reor­
g an ized , those cancers can be 
prevented.

S e c o n d  O p in io n :  T h a t  seem s 
p lausib le, but what about the fair­
ly  common tendency to blam e the 
il l  person for being sick?

Hilton: That must be avoided at 
a ll costs. But that risk  doesn’t 
mean we should throw out the 
baby w ith  the bath water. The 
idea is not at all to blame people 
for their illness but to help them 
deal w ith  it.

I th ink of it this way: illness 
is not something the patien t is 
doing to h im self or herself; th is is 
the way our bodies work. If you 
meet a th ief in the dark, your heart 
starts pounding in your chest, but 
you don’t go to the heart doctor 
and say, “I want a cardiogram . 
There’s som ething wrong w ith  
m y heart.” You know th a t’s just 
the way our bodies respond to fear. 
If somebody says som ething that 
embarrasses you, your face turns 
red, but you don’t go to a der­
m a to lo g is t  and  say , “T h e re ’s 
som ething wrong w ith  m y skin ; I
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need some m ed ic ine .” You know 
th a t’s the w ay your body responds 
to em barrassm ent. And so if  you 
ge t cancer, th is doesn’t mean you 
d id  it  to yourself. Rather, th is is 
the w ay your body responded to 
whatever life situation  you hap­
pened to be in. The im m une sys­
tem  was suppressed , and that 
allowed the cancer to grow. One 
now w id e ly  accepted theory of 
cancer is that we a ll g et cancer 
cells every day, cells that are ab­
norm al, but our im m une system 
destroys th em  as fast as they 
develop. If som ething suppresses 
the im m une system , those cells 
grow . AIDS patients get Kaposi’s 
sarcoma, a form of cancer, because 
th e ir  im m une system s are not 
ea ting  up the cancer. W hatever it 
m igh t be th a t’s suppressing your 
im m une system — whether you’re 
w ork ing 70 hours a week and not 
g e t t in g  enough rest or yo u ’re 
liv in g  in the slum s and don’t have 
enough to eat— allows you to get 
ill.

W estern  m edicine deals very 
superfic ia lly w ith  illness. Let’s say 
you come to me w ith  pneum onia. 
I g ive  you an an tib io tic  to k ill  the 
germ s in  your lun g , your fever 
goes down, you stop coughing, 
and I say, “Another trium ph for 
scientific m ed ic ine .” But I have 
never asked you the most im por­
tan t question: “W h y  did you get 
p n eu m o n ia ?” A ll your friends 
have the sam e germ s in  th e ir 
body. W h a t’s different about you? 
M aybe your spouse is im possible 
to live w ith , or your son is in jail 
for using  drugs. T hat’s what you 
rea lly  need help w ith . I have cured

you, but what you need is to be 
healed.

S e c o n d  O p in io n :  Do you believe 
that other, non-W estern m edical 
systems take th is need for healing 
into account?

H ilto n : A ll the trad itional heal­
ing  systems that I ’ve run across 
deal w ith  healing. W hen I was 
w orking for the Seminole tribe in 
Florida, for exam ple, one patient 
was a young boy who had fallen 
from his b icycle and broken his 
ankle. O f course I put him  in the 
hospital, took an X ray, set his 
ankle and put a cast on it , and 
when the sw elling  had gone down 
after a few days, I sent him home. 
Later I w ent to ta lk  w ith  the 
m edicine m an— I did this every 
chance I got. He said, “You know 
that boy w ith  the broken ankle? I 
w ent to see h im  when he got 
home, and I asked him  why he had 
broken his ankle. He answered 
that he had fallen off his bike. I 
said , ‘No, I mean w hat’s the reason 
you broke your ank le?’ And the 
boy said , ‘I don’t know.’ So we sat 
down and started ta lk in g , and 
after aw hile I asked, ‘By the way, 
how are you gettin g  along w ith  
your m other?’ The boy started to 
cry and said , ‘I ’m not g e ttin g  
along w ith  m y mother at a ll. In 
fact, w e’re not even speaking to 
each other.’ I picked the boy up 
and carried him  to his mother, and 
they sat and ta lked  about the 
p ro b le m  u n t i l  th e y  g o t  i t  
resolved.” Then the m edicine man 
said to me, “T hat’s why the boy 
broke his ank le .” I asked, “How
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did you know it was his m other?” 
And he replied, “In the Indian 
w o r ld v ie w  ev ery  p a r t of the 
universe is represented by a part of 
the body, and the left ankle is the 
fem ale.”

T hat’s not logical, it doesn’t 
make any “sense,” and w e’re raised 
to th ink  that logic is the only 
thought form. But the fact is that 
a lthough  I cured the boy, the 
m edicine man healed him . And 
what we really need is healing.

S e c o n d  O p in io n :  How can we get 
beyond curing to healing? And do 
you th ink  there’s more receptivity 
to that d istinction among nurses?

H ilto n : D efin itely, much more so 
than among doctors. Most doctors 
don’t listen , and people don’t ta lk  
to somebody who won’t listen. 
W hen I was in fam ily practice, the 
m anagem ent consultant always 
told me, “Y ou’ve got to generate 
more income here. Y ou’re not 
seeing enough patien ts.” W hen I 
told him  that some of the patients 
needed somebody to ta lk  to, he’d 
reply, “If they need a shrink, send 
them  to a shrink. You don’t have 
tim e to do that. You have to 
generate more incom e.” F inally , I 
just qu it. I said life is too short to 
spend it generating income. Yet 
even nonprofit hospitals m ust be 
m arket oriented to survive. A t a 
recent Carter Center conference 
one of the bishops stood up and 
said , “W e ’re doing th ings every 
day in our church hospitals that 
are eth ica lly  questionable in  order 
to m ake the bottom  line. W e 
desperately need help w ith  th is .”
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After about 15 seconds of silence, 
somebody got up and changed the 
subject.

S e c o n d  O p in io n :  How can those 
hospitals survive in  our health 
care system?

Hilton: There are no easy answers 
for those kinds of hospitals as long 
as we have a m arket-oriented sys­
tem . Personally I’m convinced 
th at Am ericans w ill never get 
good health care un til doctors are 
put on salary. The m edical lite ra ­
ture offers abundant proof, for ex­
am ple: a physician who owns his 
own lab is six tim es as lik e ly  to 
order laboratory tests as one who 
doesn’t. And a doctor who owns 
her own X -ray m achine is four 
tim es as lik e ly  to order X  rays as 
one who doesn’t. And these aren ’t 
even doctors who are out to m ilk  
the public; th a t’s just the way the 
system  works.

S e c o n d  O p in io n :  W h at do you 
see as the m ajor hea lth  issues 
today, both in  th is country and 
abroad?

Hilton: W hen you say “hea lth ,” a 
m ed ical person, even a p ub lic  
health person, w ill start ta lk ing  
about disease. But health is not 
p rim arily  m edical. The number- 
one cause of illness in the world is 
poverty. The second is probably 
violence. M ilitarism  on a global 
and a local scale displaces m illions 
of people from their homes to 
refugee camps or whatever place 
they can find— there’s no way 
those people can be w ell even if

“When I was in 
family practice, the 

management 
consultant always 

told me, ‘You’ve got 
to generate more 

income here.’ 
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needed somebody to 
talk to, he’d reply, 

‘If they need a 
shrink, send them to 

a shrink. You 
don’t have time 

to do that.’”

you provide all the m edical ser­
vices they need. And abuse in  the 
home is also part of violence: child 
abuse, spouse abuse, and so on. 
Third  would be environm ental 
causes— not only the way we pol­
lu te rivers and lakes and the sky 
but also the way we pollu te our 
own bodies w ith  sugar water and 
caffeine and tobacco smoke. The 
illness caused by pollution is best 
addressed not by m edicine and 
hospitals but by changes to the 
situation.

H aving said all that, I should 
add that diseases like  m alaria are 
obviously s t i l l  a m ajor hea lth  
issue. In Africa alone there are 
nearly a m illion  deaths a year from 
m alaria, and something lik e  10 or 
15 m illion  people in the world 
have m alaria a ll the tim e.

S e co n d  O p in io n :  Does the poten­
tia l to control that disease exist?

Hilton: The potential has been 
there for a long tim e, and Third 
W o rld  people are ra is in g  th is  
failure to act as a justice issue. In 
Asia, Africa, and Latin Am erica, 
huge numbers of people have been 
dying  of m alaria for over a cen­
tu r y ,  and  the in d u s t r ia l iz e d  
societies can’t seem to find the 
money to fund the research and do 
som ething about it. M any Third 
W orld people are saying this is an 
issue of racism , an issue of power. 
M alaria could have been erad i­
cated a long tim e ago had there 
been the w ill to do it.

But the problem of poverty 
figures in here, too. M alaria was 
w idespread in the U .S. in the
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1800s, as far north as Ohio and 
Indiana, but it  disappeared long 
before there was any treatm ent 
s im p ly  because the standard of 
liv in g  rose. You hear about the 
ep id em ic s  o f cho lera in  Latin  
A m erica, but i t ’s m ostly the poor 
who are d y in g  of cholera. If you or 
I w ent down there and drank a 
g lass of w ater contam inated w ith 
cholera bac illu s, i t ’s not lik e ly  we 
w ould g e t cholera. W e would get 
some abdom inal cram ps, develop 
a l it t le  d iarrhea, and the illness 
w ould be gone w ith in  24 hours 
because w e’re healthy. O ur im ­
m une system s are m uch stronger. 
The im m une system s of people 
who are in poverty and under 
g rea t stress don’t have the resis­
tan ce , so those peop le d ie  of 
cholera. F ly ing  in  vaccines and 
p rov id ing  w ells is a leg itim ate  
part of the response, but le t ’s do 
som eth ing about the poverty.

R ig h t here in our own country 
th e re ’s a resu rgen ce of tu b er­
culosis, and i t ’s d irectly  related to 
the increase in  poverty. Y et how 
is the pub lic  health com m unity 
respond ing? T h ey ’re say ing  we 
n ee d  m o re  f u n d in g ,  m ore 
m ed ic ine , more places for these 
people to be treated ; nobody’s 
say ing  w e ’ve got to do som ething 
about the poverty.

W orldw ide , som ething clear­
ly  has to be done about population 
grow th , but th a t’s also d irectly 
related  to poverty. W hen  people 
b eg in  to have the standard of 
liv in g  that they need to survive 
co m fo rtab ly , pop u latio n  slows 
down autom atica lly .

“The old comment 
that the church 
ought to stay 

out of politics—
I can’t buy that at all. 
If we’re going to pray 
‘thy kingdom come, 
thy will be done on 

earth as it is in 
heaven,’ we clearly 

have an obligation to 
be involved and to 

work for it as well.”

S e c o n d  O p in io n :  Do you see a 
w illingness among Am ericans to 
g ive up anyth ing to deal w ith 
these problems?

Hilton: Superficially Americans 
are generous, but when it  comes 
to g e ttin g  below the surface, as a 
rule th ey ’re not. Even their g iv in g  
often is very selfish; I know people 
who won't g ive money for m is­
sions, for exam ple, unless they 
know exactly what i t ’s go ing  to be 
u sed  fo r, w h o ’s g o in g  to be 
benefiting. In the average trad i­
tional African com m unity or the 
trad itional N ative Am erican com­
m un ity , people are openly and free­
ly  generous. W e desperately need to 
recover the value of generosity, espe­
cially in Christian communities. 
That’s a Christian value.

S e c o n d  O p in io n :  Is it  because of 
the va lue A m ericans p lace on 
m oney that they part w ith  it 
much differently than do people 
who are not obsessed w ith  the bot­
tom line?

Hilton: I ’m not sure. I th in k  
money is very seductive. Jesus said 
that it would be harder for a rich 
m an to enter the k ingdom  of 
heaven than anybody, and I th ink  
Jesus knew what he was ta lk ing  
about. Money can hoodwink us 
into th ink ing  that w e’re generous, 
into th ink ing  a ll k inds of th ings 
that aren’t true. And th a t’s why 
i t ’s an enemy that we need to be 
on guard  against at a ll times.

S ix ty  percent of Am ericans 
say they go to church every week, 
and yet w e’ve sold out com pletely.
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In the prophets Je rem iah  and 
Amos, you’ll find alm ost exactly 
the same situation in Israel then 
that we have in the U .S. righ t 
now— the w ealthy oppressing the 
p o o r in  th is  c o u n tr y  and  
everywhere else in the world. U n­
less we Christians raise up some 
prophets who say, “This is not the 
kind of world God had in m ind, 
and we are responsible to do some­
th in g ,” then I th ink  w e’re go ing 
to go the way Israel went. If we 
Christian people don’t raise justice 
issues and speak out for human 
values, then ultim ately I th ink the 
whole system w ill just collapse.

Second Opinion: How?

H ilton : I t’s hard to say, but it 
seems that the enem y is us and 
that our society is ro tting from the 
core. It w ill go the same way 
Rome w ent, and a ll the other 
societies that became affluent, be­
came greedy, and u ltim ate ly  col­
lapsed. T hat’s why I th ink  i t ’s 
im portant to be a citizen of the 
kingdom  of God, and not spend 
your life try ing  to preserve the 
U nited States or Great B rita in  or 
any other earth ly kingdom . To be 
obedient to God and to live each 
day serving God, try ing  to create 
the k ind of world that God wants. 
And then leave the rest up to him .

Second Opinion: Y ou’ve observed 
that in Norway and other socialist 
countries people have reached a 
c e rta in  su ff ic ien t lev e l of af­
fluence, and now the next genera­
tion  is m a tu r in g  and a sk in g , 
“W h at’s a ll this for?” And that

sense of meaninglessness is b ring­
ing them back into the churches. 
But that doesn’t seem to be hap­
pening here in the U .S.

H ilton : P e o p le  can  see  th e  
hypocrisy and the shallowness in 
the churches, and they’re looking 
e lsew h ere . I th in k  th a t ’s the 
reason for the phenomenal success 
of AA and the o ther 12-step  
groups. I th ink  th at’s the reason 
for the rapid spread of the New 
A ge m ovem ent: people have a 
sp iritual hunger, and our chur­
ches are not help ing people deal 
w ith  sp ir itu a lity . Our churches 
are peddling religion.

Second Opinion: Could you ex­
p la in  th e  d is t in c t io n  y o u ’re 
m ak in g  betw een  re lig io n  and 
sp iritu a lity?

H ilto n : I haven’t had any formal 
tra in ing in sp ir itu a lity , but m y 
own understanding of sp ir itu a lity  
is that as human beings we have 
the ab ility  to know. W e know 
that we were born, that w e’re 
a live, that w e’re go ing to die. And 
th at leaves us w ith  in ev itab le  
questions: W hy were we born? 
W h y are we go ing to die? W h a t’s 
go ing to happen to us when we 
die? W h at is the m eaning of life? 
Those are the basic sp iritual ques­
tions th at every hum an being 
deals w ith , and they un ite people 
around the world.

R elig ion  is the way that we 
express our sp ir itu a lity , the way 
we institu tionalize and concretize 
i t .  U n f o r tu n a te ly ,  r e l ig io n  
divides, because as we in stitu tion ­

alize and concretize, we begin to 
say ours is the r igh t way and theirs 
is the wrong way. W e close our­
selves off from sp iritua l grow th. 
T hat’s what I see as the difference 
between religion and sp iritu a lity .

W h at do I th ink  is wrong 
w ith  the churches today? T hey’re 
not help ing people find answers to 
the sp iritual questions in their 
lives; they ’re dispensing religion. 
W hat may have been very mean- 
in g f u l  for m y fa th e r  or m y 
grandfather in w orking out his 
sp ir itu a lity  m ay be to ta lly  ir ­
relevant to me.

Second Opinion: Do you th ink  
any of the New Age beliefs have 
core values that could transform 
people?

H ilton : There are many truths in 
New Age and Eastern religions, 
the same truths we find in  Chris­
tian  gospel if  we search carefully. 
None of us has a ll the answers to 
all the sp iritual questions in life. 
W e need to be w a lk ing  beside 
each  o th e r  an d  s h a r in g  o u r 
sp iritua l questions and help ing 
each other find the answers rather 
than condemning those who have 
different answers. W e Americans 
or we C hristians don ’t have a 
corner on truth.

Second Opinion: Y ou’ve worked 
in  cu ltu res where C h ris tian ity  
isn ’t the dom inant religion . How 
do you reconcile the language that 
you use for yourself—  “Christ is 
the answer, we m ust serve God”—  
w ith  your statem ent that there are 
m u ltip le  tru th s? How do you
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work out your own faith  w hile 
s im u ltan e o u s ly  b e lie v in g  th at 
other people can be justified  in 
ho ld ing to other faiths?

Hilton: For m e, the gospel story 
is the story that em bodies the 
tru ths of life. I keep referring back 
to that story to keep me on track; 
I need it  to keep me looking for 
answers in the r igh t places. There 
are other stories, m any stories, 
that em body the same truths. If I 
share m y story w ith  somebody 
else and listen  to his story, we may 
both learn som eth ing from each 
other. I don’t th ink  i t ’s true that 
“it  doesn’t m ake any difference 
w hat you believe as long as you 
believe som eth ing .” I ’m p icturing  
in s te a d  b e in g  ab le  to have a 
d ia logue w ith , say, a M uslim  and 
ask h im , “W h at are the questions 
in your life , and what are the 
resources you ’re find ing to help 
you deal w ith  those questions?” 
W hen  I treat that M uslim  as a 
fellow  hum an being, treat him 
w ith  respect, he begins to see me 
in  the same lig h t and to respect 
m e and ask me questions. Then 
together we can share th ings that 
have been helpful and m eaningful 
to us in  find ing  answers to our 
sp ir itu a l questions.

Because w e ’re a ll d ifferent 
people, we have different ques­
tions and different perspectives. 
The B ib le g ives a good example: 
we have the four Gospels, a ll w rit­
ten by people who knew Jesus 
either d irectly  or ind irectly , and 
yet they g ive four very different 
accounts of what Jesus was about. 
Now is one of them “r ig h t” and

“This age desperately 
needs prophets to be 
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to ourselves.
At the same time, 

we should not 
feel that we’re 
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to change the world; 

we’re responsible 
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obedient to God’s 
call, allowing God to 
use whatever means 
to change the world 
that God sees fit.”

the other three “w rong”? Or does 
it  mean that people had different 
concerns in their lives and saw 
som ething different in Jesus? I 
th ink  i t ’s the latter.

S e c o n d  O p in io n :  Earlier you said 
th a t ch an ge  w i l l  com e w hen 
Christians become healing com­
m unities and speak up for human 
values. O bviously everybody can’t 
have the work experiences you’ve 
had, but what can one person do? 
W h at w ould  you recommend to 
p eo p le  w ho w ish  to in crease  
th e ir  own awareness and effec­
tiveness?

Hilton: I th ink mission is what a 
Christian  does w ith  his or her life, 
wherever that person is. W e ’re a ll 
called to mission. But first we 
have to be transformed by the 
gospel. Then we have to be re­
transformed and re-transformed 
— every day we have to be trans­
formed by the gospel as we grow 
and experience and learn. Out of 
th a t  tran s fo rm a tio n  com es a 
heartfelt desire to be in mission, 
to share this powerful transform­
ing experience w ith  others. I t ’s 
not about g e ttin g  everybody on 
your side. I t ’s about sharing this 
wonderful transform ing love of 
God w ith  others, whether you ’re 
a letter carrier or a grocery store 
clerk or a pastor. T hat’s what life 
is about— sharing God’s love w ith  
others.

S e c o n d  O p in io n :  But even if  you 
believe and are aware and treat 
your everyday life as a m ission, 
what does that mean? How can a
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person possibly express that sense 
of m ission?

H ilto n : F irst, by acting. By recy­
c lin g , by not po llu ting  your body, 
and by doing a ll that you can to 
respect creation and other human 
beings. W hat we do, of course, 
speaks much louder than what we 
say. Second, by speak ing  out. 
Those who have g ifts of speaking 
and w riting  need to be prophets. 
Every age has had its prophets, 
and th is age desperately needs 
prophets to be ca llin g  attention to 
what kind of society w e’ve created 
and what w e’re doing to ourselves. 
A t the same tim e, we should not 
feel that w e’re responsible, as in ­
d iv iduals, to change the world; 
w e’re responsible s im p ly to be 
obedient to God’s ca ll, allow ing 
God to use whatever means to 
change the world that God sees 
fit.

S e c o n d  O p in io n :  Do you th ink 
that churches have the obligation 
to take on economic and po litical 
issues?

H ilto n : I th ink  the church has a 
responsib ility to be sensitive to 
those issues. There very often are 
not easy answers to those ques­
tions. For exam ple, w h ile v is it in g  
Christian health institu tions in 
Korea I saw the terrib le condi­
tions under w hich the Korean 
workers were liv ing  and w orking, 
so when I came back to Geneva, I 
raised questions w ith  the com­
m unications departm ent at the 
W o r ld  C o u n c il of C h u rch es . 
“W h y are you sending your books

to Korea to be prin ted , where i t ’s 
m u ch  ch e ap e r  th a n  i t  is  in  
Europe? You’re only supporting 
slave labor.” Their answer was 
that if  we d idn ’t send our books 
there to be printed , the Korean 
workers would have less work. At 
least th ey  w ere g e t t in g  some 
money from this. Economics is 
very com plicated, but we have to 
do the best we can to have a con­
science. W e have to do what we 
th in k  is r ig h t  and speak out 
against what we th ink  is wrong. 
The old comment that the church 
ought to stay out of po litics— I 
can’t buy that at all. If w e’re go ing 
to pray “thy kingdom  come, thy 
w ill be done on earth as it  is in 
h e a v e n ,” w e c le a r ly  h ave an 
obligation to be involved and to 
work for it as well.

S e co n d  O p in io n :  W h a t’s next for 
you? How are you go ing to use a ll 
your energies and knowledge?

H ilto n : I’ ve acquired a peace that 
allows me just to w ait and see 
what happens rather than try  to 
orchestrate everyth ing. A t this 
point it seems to me that every­
th ing I’ve done before is preparing 
me for now. And what I ’m doing 
now is preparing me for later. So 
I don’t really have any aspirations 
now for achieving som ething or 
gettin g  somewhere; I sim ply want 
to serve God w ith  what God has 
given me, and see what that turns 
out to be.

I do feel a need to put people 
in  to u c h  w ith  each  o th e r . 
Everywhere I go I find people 
w o rk in g  in  iso la tio n . For ex-
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am p le , the Lutherans and the 
M ethodists and the Presbyterians 
are a ll sen d in g  m e d ic a l m is ­
sionaries to Zaire, but none of 
them has any idea what the others 
are doing or even where they are. 
I ’ve been try in g  to g e t people 
together, especially ecum enically, 
because I’ve seen in action what 
Jesus was ta lk ing  about in  John 
17— when he prayed five tim es 
that his followers m igh t be one so 
that the world would believe. I ’ve 
been many places in the world 
where non-Christians say, “You 
know, those Christians don’t even 
get along w ith  each other! W h y  in 
the world would I w ant to be a 
part of som ething like  th a t?” The 
fragm entation and com petition 
and  a n im o s ity  th a t  w e have 
among each other as Christians are 
trem en d o u s  im p e d im e n ts  to 
having people see the truths of the 
gospel. There’s a desperate need 
for us not to form one huge church 
but to work together and love each 
other and share inform ation w ith  
each other.

Another task I can work at is 
somehow to help Am ericans real­
ize that we have som ething to 
learn. I ’ve had many Third W orld  
people te ll me that they charac­
terize Americans in general and 
m issionaries in particu lar as being 
arrogant. Americans don’t realize 
the rich treasure that people in 
other cultures and other countries 
have to share w ith  us and how 
desperately we need that in this 
country. For exam ple, Am erican 
doctors are go ing to Russia and 
re tu rn in g  w ith  h o rr ib le  ta le s  
about how bad the health care
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system  is there. They v is it the 
h o s p ita ls ,  w h ich  are u n q u es­
t io n a b ly  in  t e r r ib le  sh ap e—  
th ey ’re s t i l l  u sing  rubber tub ing 
for intravenous drips, for example, 
as we were doing 40  or 50 years 
ago. In m any places they don’t 
even have equ ipm ent, much less 
drugs.

B ut in a sm all v illage  in Rus­
sia 4 0 0  or 500 m iles from Mos­
cow, i f  you ask people w hat they 
do when they get sick , they say, 
“W e ll, we go to the p o ly-c lin ic .” 
T hey took me to see a po ly-clin ic , 
and I found out that those people 
a re  g e t t i n g  excellent p r im a r y  
h e a lth  ca re . T he nu rse  p rac ­
t i t io n e r s  k n e w  e v e ry  s in g le  
wom an in the ir d is tr ic t— which 
ones were on the p il l ,  w hich ones 
were p regnan t, when the preg­
nant wom en were due to deliver, 
w hen  the k id s  had th e ir  im ­
m unizations, a ll that. They were 
responsible for the health  of the 
people in  th e ir com m unities. I 
asked them , “W h at do you do if  
somebody doesn’t come in for an 
im m un iza tio n ?” And they said, 
“Oh, we go out to the house to see 
w h at’s w rong .” If  they learn , for 
exam ple, that the husband has lost 
his job, they help h im  find a job. 
If th ey  find that the m other’s 
a rth ritis  prevents her from taking 
care of the k id s, they find someone 
to take care of the k ids. T hat’s 
com prehensive p r im ary  health  
care.

W e have noth ing lik e  that in 
th is country, and we desperately 
need it. But instead w e’re go ing 
over there and say ing , “Oh, this is 
t e r r ib l e .  W e  n eed  to ru sh

“That’s heaviest on 
my heart—how to 

tell Americans how 
much we have to 

learn. Yes, we have 
some things that 

other people need, 
but let’s not make 
everybody in the 

world our subjects.”

Am erican teams over here to fix 
this for you” instead of saying, 
“H ey, w e’ve go t som eth ing to 
learn from these people.” There’s 
a s im ilar story w ith  evangelism . 
T h o u san d s o f A m eric an s  are 
go ing out to evangelize the former 
Soviet Union. Yet many Soviet 
citizens survived terrib le persecu­
tion for 70 years. W h at a profound 
sp ir itu a lity  those people have, and 
w hat a trem endous story they 
h av e  to  t e l l  us a b o u t w h a t 
sp ir itu a lity  is. They need to be 
com ing over here and evangeliz­
ing  us! Say ing , hey, wake up! 
T hat’s heaviest on m y heart— how 
to te ll Americans how much we 
have to learn. Yes, we have some 
th ings that other people need, but 
le t ’s not m ake everybody in the 
world our subjects. Let’s see how 
they can help us, and together we 
can grow. @
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Giving and Caring in the 1990s
Robert W uthnow

In  STUDYING CARING AND COMPASSION, I have 
found over and over again  that stories are the most 
valuable means of com m unication we have. Stories 
provide us w ith  models of good behavior, they te ll 
us why we should be caring people, and they allow 
us to explain  our behavior to others and to ourselves. 
So let me begin w ith  a sto ry .1

Ellen M ontgom ery, a b lack woman in  her seven­
ties, lives in a neat but badly run-down duplex in 
Philadelphia. She has lived here a ll her life. Her 
grandm other, freed at age six after the C iv il W ar, 
purchased the house in 1920. After her grand­
m other’s death, Ellen and two sisters kept the house, 
eventually raising six children in its tin y  rooms. The 
neighborhood surrounds the house about five blocks 
in  each d irection . A large wom an whose very 
presence is com m anding, Ellen has always been 
active in the com m unity. Despite long hours work­
ing as a m aid in the suburbs and tim e devoted to her 
children and grandchildren, help ing others has been 
her way of life. “It’s normal; just natu ra l,” she says.

Robert Wuthnow is the Gerhard R. Andlinger Professor o f  Social Sciences and 
director o f the Center fo r the Study o f American Religion at Princeton University, 
Princeton, New Jersey.

For citation: Wuthnow, Robert. 1993- “Giving and Caring in the 1990s." Second 
Opinion 18, no. 3 (January): 69—80.

“If I know you ’re sick over there, I ’ll go over and see 
i f  there’s anyth ing I can do for you. If I saw you 
com ing down the p ike or w a itin g  on a bus or 
som ething, I’d p ick  you up. Or w e’d call each other 
if  we needed to go to the doctor.” Stressing what a 
beautifu l com m unity it  is, she emphasizes again  that 
caring is just “the normal th in g .”2

Because of people like  Ellen M ontgom ery, it 
seems reasonable to be cautiously optim istic about 
our society. Despite a ll the greed and selfishness we 
see enacted d a ily , an eth ic of caring  is s t i l l  very 
m uch a part of A m erica in the 1990s. Consider 
b riefly  w hat we know about the extent of vo lun ­
tarism , p h ilan th ropy , and a ltru is t ic  values in  our 
society:

• Seventy-five percent of all Am erican households
donate money to charity. The average amount 
donated has risen in recent years, both in ab­
solute terms and as a percentage of household 
incom e. The ty p ic a l A m erican  household  
donates approxim ately 2 percent of its d is­
posable income to charity (Hodgkinson and 
W eitzm an 1990:1).

• Fifty-four percent of adults in our society do
volunteer work. The average amount of time 
each volunteer puts in is 4 hours a week. Collec-
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tiv e ly , volunteers contribute more than 20 b il­
lion hours of tim e each year. This tim e has been 
v a lu e d  a t  a p p r o x im a te ly  $ 1 7 0  b i l l io n  
(H odgkinson and W eitzm an  1990:2).

• M em bership in relig ious organizations is one of
the strongest predictors of g iv in g  and volunteer- 
in g  in  A m e r ic an  so c ie ty  (W u th n o w  and 
H odgkinson 1990). Recent figures indicate that 
both m em bership and attendance at religious 
services rem ain at h igh  levels in our society 
(G allup  1992).

• An overw helm ing m ajo r ity  of the Am erican
pub lic  (81 percent) say that charities are needed 
more today than five years ago (H odgkinson and 
W eitzm an  1990:9).

• A part from organized charities, ind iv idual acts of
kindness are widespread in our society: w ith in  
the previous 12 m onths, for exam ple, 30 percent 
of the pub lic in a recent survey said they had 
stopped to help someone who was having car 
trouble, 24 percent had cared for someone who 
was very sick , 23 percent had g iven  money to a 
beggar, 10 percent had taken care of an elderly 
relative in  th e ir home, and 62 percent had 
v is ited  someone in the hosp ital (W uthnow  
1991a:8).

• C om m itm ent to the va lu e  of caring also remains
very h igh  in our society: in one survey, 73 
percent said “help ing people in need” was ab­
so lutely essential or very im portant to them 
personally (W uthnow  1991a: 13).

• W e  also know that m any people m anifest caring
in the ir everyday lives, includ ing w ith in  their 
fam ilies and in the ir work. In fact, 39 percent of 
the pub lic say that the best way to contribute to 
m ak ing our society a better place is “by doing 
the best I can in m y job ,” w hile 57 percent say 
“con tributing  through activ ities outside of m y 
job .”3

Figures lik e  these g ive  am ple basis for optim ism . 
G iv ing and caring rem ain v ibrant in the lives of

m any Am ericans. As a people, we believe deeply in 
the importance of help ing others.4 W e have been 
conditioned to g ive money to charitable causes, to 
devote free tim e to volunteer efforts, and to regard 
our work as a means of caring for others. Indeed, 
although some observers disagree, the most rap id ly 
grow ing sector of our economy over the past century 
appears to have been the professions and semiprofes­
sions, m any of which are specifically concerned w ith  
providing care— m edical care, education, legal ser­
vices, therapeutic advice, vocational counseling. 
Questions of what it  means to be genu inely con­
cerned about hum an need, about ethics, about ser­
vice, and about the common good are very much a 
part of these occupations. Yet if  we are to m aintain  
the com m itm ent to caring and compassion that has 
been so v ita l to Am erican culture in the past, we face 
several challenges in the years ahead.

Restoring Public Trust 
in Charities

A m b ivale n c e  t o w a r d  the c h a r it a b l e  sector  
in our society abounds, as we know. The recent 
troubles of the U nited W ay, resu lting from a llega­
tions that director W illiam  Aram ony had m isused 
funds and received an extravagantly h igh  salary, are 
but one exam ple. Indeed, one reason for the outcry 
over this particu lar case is that public skepticism  
toward charities is already very h igh . In the national 
survey I conducted for m y book Acts o f  Compassion 
(1991a), 75 percent of the respondents agreed w ith  
the statem ent “M any charities fatten the pockets of 
their adm inistrators instead of really help ing the 
needy.”

Pub lic confidence in nonprofit organizations is 
h igher than it is in  many other institutions. For 
exam ple, 46  percent of the public say they have a 
great deal of confidence in “charities providing 
health or social services,” compared w ith  only 28 
percent who have this much confidence in the Con­
gress or 21 percent who say the same about business.
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Thou Shalt Not Stand Idly By. Photo-offset on Iyo glazed paper by Ben Shahn, 1965.
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In d irect com parisons, the voluntary sector usually 
comes out looking much better than governm ent. 
For exam ple, 72 percent of the pub lic I surveyed 
agreed w ith  the statem ent “Private charities are 
g e n e r a l l y  m o re  e f fe c t iv e  th an  g o v e rn m e n t  
p rogram s.”

B ut it  is d ifficu lt to derive very much solace from 
such figures. They often te ll us more about the 
p u b lic ’s dislik e of governm ent than about its lik ing 
of charities. Indeed, the pub lic  is considerably cyn i­
cal about charities and charitable g iv in g . For ex­
am ple, 70  percent of the pub lic agrees that “a lot of 
the m oney g iven  to charity  is really g iven for tax 
reasons.” S ixty-tw o  percent agree that “g iv in g  to 
charities is a w ay of m ak ing yourself feel good 
w ithout rea lly  g e tt in g  involved.” And 57 percent 
agree that “charities provide ‘Band-A ids’ instead of 
rea lly  so lv ing our problem s.”

It is easy, of course, for people who are un in ­
volved to sit back and take potshots at those who are 
involved. But frontline volunteers themselves are 
often the most cyn ical of a ll. Debbie Carson, a 
wom an in  her late th irties who is now doing volun­
teer work in Africa, remembers becoming jaded the 
year she spent after college as a volunteer in  N ewark: 
“W hen  I worked in the inner city , the people on our 
board of directors were m ostly w ealthy people who 
lived out in the suburbs, and they felt they were 
do ing som eth ing good by being on the board. But 
they would never ac tua lly  come and even have a 
m eeting  where we lived . They were afraid to death 
the ir car m igh t g e t smashed. People like  that have 
a g u ilt  com plex. They want to do som ething. W hat 
they do m ay be helpful, but they aren’t w illin g  to 
rea lly  g e t invo lved .”5

The reason for this am bivalence is that nonprofit 
organizations do more than just provide services. 
They also p lay  an im portant sym bolic role in our 
society. W e  w ant them  to be good, not just get the 
job done. W e  w ant them  to make our society better, 
not just keep it  from g e ttin g  worse. They symbolize 
hope, love, caring , a w illingness to get involved.

In the survey, people who were involved in 
caring  activ ities ac tually  were more hopeful about

Second O pinion

the future of our society. They were also more con­
cerned about the threat of m ateria lism , the break­
down of fam ilies, and corruption in pub lic life. They 
saw voluntarism  as a w ay not only of help ing the 
needy but of m ain ta in ing  h igh  standards— basic 
values— in Am erican society.

“Even the sm all th ings provide som ething for 
people to look a t ,” one volunteer rem arked. “Some­
th ing to raise people’s values. V olunteering is a 
rem inder that life is more than just self-seeking 
endeavors.”

Keeping the im age of charitab le ac tiv ity  from 
being tarnished is thus a sign ificant challenge ahead. 
Y et im age itse lf is often misunderstood: the word 
suggests som ething M adison Avenue m igh t try to 
m anipulate. Charities have been particu larly  con­
cerned w ith  dem onstrating that they are run effi­
c ien tly , th a t they “d e liv e r ,” and that they are 
effective in m eeting the needs of our society. W hat 
their leaders often do not seem to recognize is that 
charity has deeper m eanings as w ell. M other Teresa’s 
work among the poor of C alcutta has often been 
criticized for being ineffective. But the public ad­
m ires her far more deep ly than they do large-scale 
nonprofit organizations because she provides a more 
genuine, tangib le sym bol of love.

Motivating Volunteers: 
Distinguishing between 

Feeling Good and Doing Good
A SECOND CHALLENGE IS THE NEED TO MOTIVATE 
both new and continu ing volunteers. But here, the 
“feel good” appeals that have been so w idely used in 
recent years need to be exam ined closely. “Send in 
your check; i t ’ll m ake you feel good.” Or “Spend an 
evening help ing the homeless; you’ll feel good if  you 
do .”

At one level, such appeals make sense. Asked 
about their motives, most of the volunteers I studied 
said it made them feel good to help others. They
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enjoyed what they were doing. As one of m y students 
put it  th is past semester: “Am I supposed to go out 
and do som ething I ba te?” In m y survey, 63 percent 
of those who were currently involved in charitable 
or social service activ ities said “doing th ings for 
people” gave them a great deal of personal fu lf ill­
ment.

So w hat’s wrong w ith  the “feel good” approach? 
For one th ing , it  actually  doesn’t work very w ell. 
U sing data from m y survey, 
w e d id  som e s t a t i s t i c a l  
analysis to see how much the 
fu lfillm ent people got from 
h e lp in g  th e  n e e d y  co n ­
tributed  to their overall sense 
of h ap p in ess  in  life . W e 
figured it  would make a great 
deal of difference. W rong. Of 
the various sources of per­
sonal happiness, it was one of 
the weakest. Most of us can 
find easier ways of m aking 
o u rse lv es  feel good th an  
doing volunteer work.

But even if  "feel good” appeals worked, a prob­
lem  would remain. W e may expect to get som ething 
from our g iv in g  and volunteering, but we worry if  
good feelings p lay too b ig  a role. Our society has not 
yet succumbed entirely to the logic of self-interest: 
we want there to be genuine caring, a true com m it­
m ent to the needy. And we would feel safe in 
assum ing that such caring was strongly linked w ith  
an in d iv id ua l’s overall sense of m eaning in life.

In fact, much of the research done on the topic 
of fu lfillm ent as a motive for caring does consider the 
deeper k ind of reward that is better expressed as 
m eaning in  life. One study, for exam ple, asked 
respondents how m uch various ac tiv it ie s  con­
tributed  to their “basic sense of worth as a person.” 
A m ajority said that doing th ings for other people 
contributed a lot. But when respondents were com­
pared w ith  each other to see who actually  had a 
stronger sense of self-worth, th is particu lar ac tiv ity  
proved not to be much of a factor.6

If the point is that the activ ity  itse lf m ust be 
m eaningful for people to keep doing it, no one is 
like ly  to disagree. But this raises the more fun­
dam ental question of what m eaning is and what 
makes th ings m eaningful. M uch has been w ritten 
about the m eaning of m eaning. The most helpful 
idea, though, is a sim ple one: the m eaning of any­
th ing depends on its context.7 Acts of kindness may 
serve the recipient just as w ell, no m atter how they 

are understood, but it  is the 
framework in which they are 
understood that g ives them 
m eaning.

A n o th er  o b se rv a tio n  
follows from this point. If 
the s e lf— the in d iv id u a l 
caregiver— is the only (or 
m a in ) co n tex t in  w h ich  
caring is understood, then 
the m e an in g  o f bo th  is 
d im in ish e d . C a r in g  w i l l  
cease to be an end in  itse lf 
and become instead a means 
of realizing the ind iv idua l’s 

goals in life. Caring w ill be sustained only when it 
fits into a u tilita r ian  calculation of what is beneficial 
for the caregiver. The self, deprived of a w ider 
context, w ill be d im in ished as w ell. A self that is 
integrated into some larger com m unity, some larger 
sense of what life is about, is surely a richer self than 
one on the lookout only for its own happiness.

Addressing Unmet 
Social Needs

T he f a c t  t h a t  th e  n eed s o f  v a s t  se g m e n t s  of 
our society are not being addressed by the voluntary 
sector presents a th ird  challenge. Even a short lis t of 
the social ills  facing Am erica in  the 1990s is daunt­
ing. M any w riters have expressed concern about the 
substandard education offered by m any of our 
nation’s schools. D uring the past 15 years, the con-

Sometimes empathy is nothing 
more than an ability to share a 
small piece of another’s pain. 
Often it has less to do with 

feelings than with a sense of 
common human destiny, 

shared fate, or basic humanity.
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d ition  of the poor has stead ily  deteriorated. Home­
lessness and joblessness have added to the seriousness 
of these prob lem s, as has the AIDS ep idem ic. 
Economists point out that the standard of liv in g  of 
the average Am erican— m iddle-class and working- 
class a like— has not improved s ign ifican tly  in the 
last decade and a half, causing more fam ilies to face 
re t irem e n t w ith o u t ad equate  resources, to be 
w ithout reliab le health insurance, and to overwork 
and run up huge credit-card debts.

Surveys again  g ive evidence of the extent of these 
social needs. W hen  asked in m y survey about the 
help availab le to them  if  someone in their fam ily 
became i l l ,  for exam ple, h a l f  of the Am erican public 
said they could not count on volunteers. As govern­
m ent program s for the needy have been cut, the 
p ub lic  has turned increasingly to churches and 
synagogues to fill the gap. And though people who 
attend relig ious services regu larly  are more lik e ly  to 
v is it the sick and g ive m oney to certain kinds of 
charities, they are no more lik ely  than anyone else to 
lend a help ing hand to beggars on the street, to 
people suffering from addictions, or even to people 
experiencing em otional crises, apparently because 
m any churches have not defined these as leg itim ate  
needs or as leg it im ate  ways of help ing.

Volunteers can  m ake a difference. In the Trenton 
area, local newspapers recently carried the story of 
an unem ployed, homeless woman w ith  two sm all 
ch ildren . She was a Phi Beta Kappa. Her life had 
gone bad because she had m ade a princip led decision 
not to have an abortion and had devoted her energies 
to caring  for her ch ildren . W ith in  days, volunteers 
offered her free housing and help in find ing a job. A 
local dentist offered to clean her teeth. Readers felt 
good about it. B u t, of course, the problems for others 
in sim ila r p ligh ts rem ain.

V olunteers, m y research shows, are often pain ­
fu lly  aware of the larger picture. Their efforts have 
exposed them  to in justices in our society. They 
recognize the need for governm ent action or legal 
intervention. One young man— a hum ble person 
who lives sim p ly , g ives aw ay most of his money, and 
spends nearly a ll his spare tim e doing volunteer

work— observed: “It’s the role of governm ent to be 
the conscience of society. The governm ent should 
lead as w ell as just be a caretaker of day-to-day 
activ ities. It has to lead in social areas. It has to have 
more foresight than the average ind iv idual c itizen .”

But most of the volunteers I talked to are m em ­
bers of a “postwelfare” generation. A t one tim e, they 
may have been hopeful about reform ing our society. 
They no longer are. They s till feel it  needs reform­
ing, but they doubt whether it can be. Most people, 
they believe, are too self-interested to g ive up any­
th ing. Politic ians are too corrupt. Businesspeople 
are too greedy. And large institutions are too ineffi­
cient.

These volunteers do not throw up their hands 
and do nothing. They stay involved, doing what they 
can as ind ividuals. They recognize that doing a litt le  
is better than g iv in g  up, that at least one ind iv idual 
may be helped. They themselves feel better for what 
they have done. But they need guidance in seeing 
the larger picture.

Ted Garvey, a former Peace Corps volunteer who 
now works w ith  the m entally handicapped home­
less, is one of the few who senses clearly th is need for 
the larger p icture: “I th ink there has to be more 
awareness across the different levels of society of how 
the others live, of how bad it is, and what makes it 
that w ay .” He adds: “You need to speed up the 
changing awareness that bums aren’t just bums 
because it was th e ir  choice or because th ey ’re 
deviants; they are people who worked for 30 years 
and then lost the ir jobs m ak ing cars in  F lin t, 
M ich igan , and are unem ployed now.”

B u t how does one h e lp  w ith  im m e d ia te  
problems w hile also retain ing an interest in the 
larger issues? The tension between the two in the 
voluntary sector is alm ost endemic. Become too 
activ ist, and the support of government and business 
dries up; avoid activism  entirely , and the structural 
problems rem ain unaddressed.

In addition to find ing the r igh t balance between 
ind iv idual action and structural reform, we must 
balance the needs of recipient groups and the needs 
of caregivers themselves. On the one hand, long

Second O pinion • J anuary 1993

74



Volunteers (from top): The 
D etroit S im m er P roject; clean-up  
efforts a fter the 1992 rio tin g in 
South C entral Los Angeles; 
prepa rin g sandw iches f o r  P roject 
Open Hand, San Francisco, which  
delivers meals to people w ith  AIDS.

Photos courtesy Impact Visuals.
Photographers (from top):
J im  W est, Ted Soqui, Rick Gerharter.
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trad itions of heroism have associated caregiv ing 
w ith  self-sacrifice; on the other hand, much contem ­
porary th in k in g  places the caregiver squarely ahead 
of the recip ient. W riters on the phenomenon of 
co-dependency, for exam ple, worry that v irtu a lly  
any k ind  of caregiv ing  can be a self-dem eaning 
obsession. They worry that people must care for them­
selves first before caring for others (Beattie 1989).

I was brought up short on this subject not long 
ago in  conducting a panel discussion on a ltru ism  for 
a group of students. After listen ing to a moving 
presentation by a m an who worked w ith  the home­
less in New York C ity  and an equally m oving 
presentation by a woman who directed a tu toring 
program  for inner-c ity  ch ildren, most of the stu­
dents in  the room were eager to learn more. They 
p lied  the panelists w ith  questions about how to 
become involved, what m otivations m igh t be most 
laudab le, and how to th ink  of such com m itm ents in 
relation to other career options. But one young 
woman rem ained qu iet. I knew she had done a great 
deal of volunteer work herself and was puzzled by 
her silence. F ina lly , she b lurted out, “M y best friend 
was raped and k illed  last n ig h t.” Valuable as it  was 
to be th in k in g  about the needs of the poor, at that 
m om ent our first responsib ility was clearly to care 
for the needs of th is caregiver in our m idst. Not to 
do so would have proven we d idn ’t know the first 
th ing  about compassion.

In m y own research, and in much of the pub­
lished literatu re on the subject, empathy surfaces as 
the factor that m otivates people most effectively to 
reach out to others in need.8 Sometimes em pathy is 
nothing more than an ab ility  to share a sm all piece 
of another’s pain. Often it  has less to do w ith  feelings 
than w ith  a sense of common human destiny, shared 
fate, or basic hum an ity. In either case, it  is g reatly  
encouraged by having experienced needs in one’s 
personal life— and by having had those needs met 
in  some way.

T h is, then, is the v ita l connection between 
tak in g  care of ourselves (or other caregivers) and 
being concerned about other people who m ay be in 
need. Though it  m ay sound crass, volunteers m ust

help each other if  they are go ing to be of any service 
to the w ider com m unity. M embers of relig ious or­
ganizations m ust do the same. The large variety of 
self-help and support groups that have em erged in 
local com m unities and among the help ing profes­
sions themselves suggests that the need for a net­
work of m utual support is widespread.

Avoiding the Excesses of 
Individualism

T h e  f o u r t h  c h a l l e n g e  t o  a l t r u i s m  is 
presented by the ind iv idualistic  sp irit of our cu lture. 
Jack  Casey, a man I profiled in  Acts o f  Compassion, is 
a rugged ind iv idualist. H is heroes are Davy Crockett 
and the Lone Ranger, and like  them , he tries to be 
of service to his com m unity. He is a member of the 
rescue squad and a volunteer firefighter. He has 
lite ra lly  risked his life to save the lives of others. Yet 
Casey describes h im self as “the ice m an .” He doesn’t 
want to be dependent on anyone else; he has trouble 
m ain ta in ing  relationships. And when the suffering 
he sometimes witnesses firsthand becomes too great, 
he finds it easier to get drunk than to seek support.

M any of m y students at Princeton are like  Jack  
Casey. They sincerely want to do som ething benefi­
cial for society. But they argue strenuously that their 
own careers and their own interests must come first. 
They see nothing wrong w ith  self-interest. Indeed, 
they believe self-interest is tru ly  the only basis on 
which to be a caring person. They would say of 
someone like  Mother Teresa that she is really self- 
interested, that she helps others only because it 
makes her happy or because it fu lfills some curious 
need she has to please God.

But is th is really the attitude we wish to cu l­
tivate? Perhaps the nonprofit sector can recru it 
vo lunteers by appealing  to young peop le’s self- 
interest. Perhaps the nation’s education system  can 
encourage “com m unity service” by requ iring it  of a ll 
h igh  school students. But in the process the m eaning 
of compassion is fundam entally corrupted.
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Political scientist Kristen Monroe and her col­
leagues have been studying rescuers of Jew s in 
Europe during  W orld W ar II (Monroe et al. 1990). 
They describe these rescuers as “John Donne’s 
people” because they acted out of a common sense of 
hum an ity, believ ing in tu itiv e ly  that “no man is an 
is land .” Self-interest was not enough to m otivate 
these people; indeed, they endangered  their own in ­
terests. Nor m ay it be enough for us, especially when 
serious sacrifices are required.

A ristotle argued that a m ixture of egoism  and 
a ltru ism  was the most laudab le m otivation for 
hum an behavior (see Kekes 1988 ). The more 
thoughtful volunteers I have studied m ake a sim ilar 
argum ent. If an act of kindness helps a stranger, it 
can scarcely be fau lted ; i f  it  also benefits the 
caregiver, so much the better. W h at they worry 
about is the tendency for everyth ing to be reduced 
to self-interest. Caring behavior, they point out, 
m ust be genu inely concerned w ith  the recip ien t’s 
needs— and w ith  the recipient as a person.

Two points about ind iv idualism  thus em erge 
w ith  stark clarity . First, the benefits that an in ­
d iv idual receives from help ing others should be 
considered as a means of grow ing and becoming 
better able to serve in the future. W h at I learn today 
benefits me so that I am a stronger and more com­
passionate person tomorrow. Second, ind ividuals 
m ust not be allowed to forget the importance of 
social institutions. A lthough the deep skepticism  in 
our society toward large-scale institutions is probab­
ly  healthy insofar as it  makes us reluctant to trust 
b lin d ly  in  the authority of abstract social entities, 
we know in tu itiv e ly  that life cannot exist w ithout 
institu tions. H elp ing one person in need m ay be 
better than doing nothing, but such help is even 
more effective if  it  leads to the cu ltivation  of leader­
ship sk ills  and the formation of organizations that 
bring together the resources necessary to tackle 
large-scale problems.9

Rebuilding a Sense of 
Community

A FINAL CHALLENGE IS PRESENTED by the break­
do w n  o f c o m m u n ity  in  ou r s o c ie t y . E llen  
M ontgom ery, we recall, said that help ing her neigh ­
bors in Philadelph ia was “natural, just the normal 
th ing to do.” And throughout most of our nation ’s 
history, that was the way th ings were. Doing th ings 
for the com m unity shaved the sharp edges off the 
questions about volunteer work that have arisen so 
abruptly in recent years: Am I doing it for someone 
else or for me? How can I find tim e to be a volunteer 
when m y work and m y fam ily take a ll m y energy? 
Questions of th is kind made no sense when the 
recipient was one’s com m unity: sure, someone other 
than yourself benefited, but so did you, because you 
were a part of this larger entity . Caring for others 
was neither a ltru istic  nor egoistic; it was m utua lly  
beneficial. Favors done for others became an im p lic it 
bond; you could count on them (or their fam ily) to 
return the favor when you were in need.

But now, for increasing numbers of us, help ing 
our neighbors has been replaced by doing volunteer 
work for strangers in some other part of the city . 
T hat’s where the need is. But caring ceases to be 
“natu ra l.” It takes more effort, more soul-searching, 
and it  can more easily lead to cynicism  and burnout, 
or at least to a decision that the effort is not worth 
it.

Consider the experience of Tom Larson, a M in ­
neapolis businessman. H aving been raised in a sm all 
town, Tom always thought fostering com m unity 
sp irit was a good th ing  to do. W hen he first moved 
to suburban M inneapolis, he joined K iwanis and 
Rotary; he even served a stin t as president of the 
League of W om en Voters. But after a few years he 
dropped out. Nobody in the com m unity knew him  
personally. They d id n ’t understand why he was so 
interested in volunteer organizations. Instead of as­
sum ing he was interested in the good of the com­
m u n i t y ,  th e y  to ld  each  o th e r  he m u s t  be 
power-hungry, doing these th ings to make h im self
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feel stronger. Tom eventually decided he d id n ’t need 
th is k ind  of suspicion. He s t ill believes he is a good, 
o ther-regard ing person. But he has more questions 
about his values, his com m itm ents, and balancing 
his own interests w ith  those of his com m unity than 
he d id  before.

It is doubtful that m any of us can reconstruct 
the close-kn it com m unity life that once existed in 
sm all towns and in rural v illages— and doubtful that 
m any of us would want to do so. But there is perhaps 
a greater sense of com m unity 
le f t  in  o u r so c ie ty  th an  
n a y sa y e rs  are  w i l l in g  to 
recognize. M ost people s till 
h ave c lo se  f r ien d s . M ost 
p e o p le  fe e l th e y  h av e  
coworkers who care genu ine­
ly  for them  as persons. The 
vast m ajo rity  of Am ericans 
are s t ill involved in churches 
and synagogues that provide 
some sense of com m unity.
W e even gain  some feeling of 
com m unity— of being in it 
together— when we watch 
the evening news or when we 
partic ipate in national rituals 
like  elections and holidays.

The challenge is to th ink  
creatively about these m ean­
ings of com m unity, to rediscover the links w ith  our 
ways of caring and show ing compassion. Volunteer 
work that takes place in one’s own com m unity— ac­
tiv ities performed at the local school or fire depart­
m ent or church— strengthen  those links. M any 
volunteers report experiencing a deep sense of com­
m un ity  am ong fellow volunteers. B ut there must 
also be new th ink ing  about the common bonds that 
are needed to un ite us in sp ite of economic, racial, 
and national differences.

Meeting the Challenges
T he v o l u n t a r y  se c t o r  REMAINS ONE of the 
m ainstays of Am erican democracy; it  is w ell or­
ganized and has the capacity to mobilize vast resour­
ces. It m ust u tilize  these resources w isely , not only 
to provide goods and services but also to m aintain  
the ideals on which democracy itse lf is based. Caring 
is part of the Judeo-C hristian  tradition. It is fun­
dam ental to any notion of hum anitarianism .

Charities and volunteer 
efforts, however, are only 
one way in which values of 
g iv in g  and caring are trans­
m itted  in our society. Chur­
ches and syn ago g u es , of 
course, p lay  an im portant 
role in keeping these ideals 
alive. Fam ilies are perhaps 
even more fundam ental, for 
i f  children do not learn to 
help others at home, they 
m ay find it unth inkab le to 
help anyone else. Schools, 
and even businesses, m ust 
also shoulder the burden of 
exem plifying what it means 
to be caring and compas­
sionate.

It is w ell w ith in  the pur­
view of churches and synagogues to encourage help­
ing behavior. But religious organizations are them ­
selves undergo ing a tim e of rad ical reshap ing. 
Despite the fact that most Americans s till claim  
some affin ity w ith  trad itional religious beliefs and 
organizations, a pervasive decline in the authority of 
these trad itions is also w ell under way in our society. 
Rather than accepting the teachings of these trad i­
tions, vast numbers of people seem more inclined to 
question them , treating  them as curiosities to be 
debated and debunked. Ask students to w rite about 
th e ir  re lig io u s  b e lie fs , one co lleague  o f m ine 
reported, and they are like ly  to list some standard 
ideas about God, C hrist, and the B ible— and then

Helping one person in need 
may be better than 

doing nothing, but such help 
is even more effective if it 
leads to the cultivation of 
leadership skills and the 

formation of organizations that 
bring together the resources 

necessary to tackle 
large-scale problems.
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proceed to show how their own ideas represent 
improvements on these various tenets.

Such dem onstrations may be the fruit of our 
efforts to cu ltivate critica l th ink ing  in our students 
and children, but they m ay not be conducive to the 
d iscip lined com m itm ent that has led people of faith 
in the past to devote themselves sacrific ia lly to 
caring for the needy. Indeed, m y research showed 
that people had to be active members of a religious 
com m unity for their beliefs to generate actual help­
ing  behavior. Those who were less involved were 
often deeply sp iritu a l, but their sp ir itu a lity  did not 
translate into action (W uthnow  1991a: 154-56 ). 
R eligious organizations, then, m ust encourage par­
ticipation in com m unities of faith rather than sim ­
p ly hope that their ideals w ill somehow find roots 
in  the lives of ind iv idual believers.

Fam ilies can help meet the challenges we face by 
providing role models for children. M any of the 
caregivers I talked to had learned compassion by 
seeing it in the lives of their mothers and fathers. 
W ith  the stresses that modern life places on many 
fam ilies, the likelihood of young people learning 
compassion from their parents may be seriously 
d im inished. It is thus even more im portant for role 
models to be availab le in other settings. Teachers, 
pastors, Scout leaders, neighbors— all these m ay be 
instrum ents through which values of caring and 
compassion are transm itted .

Schools have become increasingly active in this 
arena in recent years, often requ iring “vo luntary” 
service as part of junior h igh  or h igh  school curricula. 
Such programs can encourage otherwise reluctant 
students to engage in com m unity service. But 
coerced voluntarism  is not voluntarism . The mean­
in g  of service is fun d am en ta lly  changed from 
altru ism  into som ething one does for self-interest. It 
can be argued in defense of these activ ities that they 
at least benefit the com m unity. But caring is more 
than service. Throughout the centuries it  has always

involved notions of honor, v irtue, sacrifice, and per­
sonal relationships as well.

Businesses are perhaps in the most curious posi­
tion of a ll. On the one hand, they exist for no other 
reason than to turn a profit. On the other hand, m any 
businesses have found that service enhances profits. 
They cu ltivate an im age of caring , of com m unity 
involvem ent, and of social responsib ility. S till , the 
public remains skeptical; most people believe that 
being a good businessperson requires a th ick  skin 
and a w illingness to put self-interest first. They see 
caring as the antithesis of bureaucracy, commerce, 
and m aterialism . The challenge for business is to 
recognize that caring has these cu ltural m eanings, 
in c lud in g  trad itiona l connotations suggested in 
words like  compassion and love. Efforts to promote 
caring for str ic tly  instrum ental purposes are lik e ly  
to lead only to deeper cynicism . But caring activ ities 
clearly cannot succeed w ithout the support of busi­
ness. Its leaders must become involved, perhaps even 
at a sacrifice to their personal advancement and 
m aterial success.

The Am erican public fundam entally adm ires 
the sh in ing examples of compassion that occasional­
ly  appear in our world— a Mother Teresa, people 
who risk their lives in combat, Peace Corps volun­
teers. They do not believe it  is possible for everyone 
to be like  th is, but they do want sm all ways in which 
they themselves can be good, decent, caring in­
d iv iduals. O pportunities m ust rem ain availab le for 
a ll of us to act out these desires— for our own good 
and for the good of our society. As we face the 
challenges ahead, we have good reasons to be op­
tim istic  but also to be cautious.

Caring is a part of our cu ltural heritage, and it 
is needed badly to help alleviate the pain and suffer­
ing in our world. Fortunately, m any Am ericans s till 
g ive generously of their tim e. But we m ust also face 
squarely the challenges that are w orking against this 
sp irit.®
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NOTES

1. The results of my research on giving and caring in the United States are presented in Wuthnow 1991a; further discussion of 
the role of stories is provided in Wuthnow 1993.

2. Ellen Montgomery (a fictitious name) is one of 150 people interviewed by my research team as part of a new study concerned 
with the relationships among faith, work, money, and caring.

3. These figures are from a national survey of the U.S. that I conducted in 1989; details of the survey are presented in Wuthnow 
1991a.

4. Comparative statistics are not exact because of different wordings of questions and different definitions of voluntarism, but 
studies generally show higher rates of voluntarism in the U.S. than in other advanced industrial societies (see Wuthnow 1991b).

5. Debbie Carson was one of the 100 volunteers interviewed for the compassion study; she is profiled in greater detail in Wuthnow 
1991a:121-56.

6. This example is based on results from a Gallup survey examining the correlates of self-esteem; the data analysis is my own and 
is reported in Wuthnow 1991a, chapter 4.

7. Among those who have stressed this argument, see Langer 1951 and Berger and Luckmann 1966.

8. Much of this literature is reviewed in Batson 1987 and in Batson et al. 1986.

9. On institutions, see Bellah et al. 1991; and for background on individualism, see Bellah et al. 1985.
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Reflection

Reflection
R ig h t e o u s  A n g e r , H e a l t h , a n d  W e l l - B e i n g

Bernie S. Siegel

T h e  o n c o l o g y  n u r s e  c a lle d  m y  o ffice  o n e  d a y  
and said, “W e have a man up here threatening to k ill 
the intern. Can you come up and help us? You’ll love 
him .” I did go, and I did grow to love him. I listened 
to his life story. I learned about his stored-up rage, 
which had led him to carry a gun. He used it to 
threaten people if they didn’t “behave” as he felt they 
should. I explained to him that k illing the intern 
wouldn’t improve his chances of being cured of 
leukemia but that I felt he could use the energy to help 
fight his disease. Ultimately, he did change his view 
of life and found spiritual peace. This man was more 
than angry. He could have become a murderer. He 
hated and resented the world and how life had treated 
him.

It is important to make a distinction between 
anger, resentment, and hatred— to understand that 
anger can be healthy. It contains an energy that can be 
used to heal, protect, or defend one’s self. To define 
this healthy anger, let me share some personal ex­
periences. Several years ago, I was upset because 
numerous changes in the operating room schedule 
were creating a difficult situation for me, my office, 
and my patients. I expressed my anger to the O.R. 
secretary when she called my office. A few hours later 
when I went to the O.R. to operate, she saw me coming 
and crouched behind the desk. I said, “Why are you 
hiding?” She asked, “Aren’t you going to yell at me?”

Bernie S. S iegel is a  surgeon, an  author, a n d  a  lecturer. He is the found er o f  
Exceptional Cancer Patients.

I said, “I did yell. If you want a hug right now, I’ll be 
happy to give you one.” She came out and we embraced 
and she said, “The others yell for days.” In a similar 
manner, a friend of our daughter who accompanied us 
on vacation said to me, “Your family doesn’t know 
how to be angry. You get angry and then talk to each 
other a half hour later. In my family we don’t talk for 
weeks.” I laughed and accepted it as a compliment.

When we can express our anger in a healthy way 
and have someone listen, healing can occur. It is the 
stored-up anger, never expressed, that leads to 
destructive conflict. This is no longer anger but a 
resentment and hatred that leads to violence and 
sickness. On a larger scale I see the Los Angeles riots 
as a manifestation of this same pent-up rage.

I have attended workshops and worked on my 
anger. I used to feel, as many do, that anger was always 
unhealthy, that I should be in control of my feelings. 
I have learned that I have needs too and that the anger 
protected me when people wanted more from me than 
I could provide or when they were not treating me 
with respect.

The word patient means a submissive sufferer. A 
patient who is a fighter is often seen as difficult, 
uncooperative, a character. Yet when I see these words 
in a medical record, I know that the person is more 
likely to be a survivor. This person is saying, “I am an 
individual, not a disease or statistic.” She speaks up 
and asserts herself. She has a feeling of self-worth.

Dr. George Solomon, a psychiatrist at Stanford 
who has worked in the field of psychoneuroimmunol­
ogy, detects an immune-competent personality by 
asking several questions. Two of the most significant 
are these: “Am I able to express anger in defense of
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myself?” and “Am I able to say no to someone when I 
do not want to do what is asked?” W hat I ask people 
to do is to decide how they want to love the world, so 
that each day in our work and relationships we are 
serving out of love. More people have heart attacks at 
9 A.M. Monday than at any other time. This is no 
coincidence. When our work has meaning and is an 
opportunity to express love, this changes. Barbers 
work an average of 28 years, physicians 10. So become 
a barber, elevator operator, bus driver, school cus­
todian, or driving education instructor. W hy? In order 
to have a trapped audience for 
your love. A bus driver in 
Denver bought muffins and 
donuts for all the people on 
his bus at 6 A.M. Monday.
W hy? He said, “I never saw 
so many m iserable people 
before. I had to do some­
th ing .” In Santa Monica, a 
bus driver said, “I love you,” 
and sang “You Are My Sun­
shine” to two men on his bus 
pointing guns at each other.
They put their guns away and 
now ride his bus as monitors, 
to be sure everyone is loving.

T h is  g iv e s  your life  
meaning. You no longer just 
play a role, earn a living, make this marriage work if 
it k ills you, or pay the bills— you are contributing love 
to the world in your unique way. Your love heals both 
you and the people who receive it.

When we are pressured to deviate from our choice 
of how to live, we can get angry and say no. I am not 
saying “be selfish” but rather “act out of love.” The 
immune system is enhanced by this activity; you may 
get tired, but you’ll never burn out. It is also crucial 
to define your way of loving so that you know what to 
surrender to, what it is not worth being angry about. 
The serenity prayer conveys this message. W e are to 
decide what we have the courage to fight and what to 
accept or leave to God.

Say you are a patient in the hospital. You learn 
that at 8 A.M. you w ill have a CAT scan and be

discharged. By 11 A.M. no scan. I enter your room on 
rounds, and you tell me what has happened— no scan 
and no discharge. You are angry and I say, “Thank 
God.”

“What do you mean, thank God?”
“W ell, the cable broke on the hospital elevator, 

and it crashed to the ground at 8:00 this morning.”
“Wow, really?”
“No, I was just trying to make a point. You may 

get to X ray at 11:30 and sit next to someone who 
gives you great advice and you’ll say, ‘Thank God I 

was here at 11:30 and met 
you. ’ Or you can get up and go 
to the nurses’ station and sign 
out and tell them to call you 
when the CAT scanner is 
repaired.”

These are the decisions 
we must make in our lives. 
W hat is worth getting angry 
about and fighting for? Our 
dignity, our value as human 
beings, certainly. Our desire 
to be cared for, absolutely. As 
a surgeon I get angry at the 
American College of Surgeons 
pledge, which states, “I w ill 
deal with my patients as I 
would wish to be dealt w ith.” 

If I am a patient I don’t want to be dealt with, I want 
to be cared for and cared about.

I have also learned that the universe has a schedule 
and that if I get on it there are fewer things to be angry 
about. I think I am improving. Recently I was work­
ing outdoors with our son Jeff, and he asked, “Dad, 
are you happy?” I said, “Yes.” That night I began to 
wonder why he had asked. What was he concerned 
about? I called him and asked why he had questioned 
me. He said, “W ell, I haven’t seen you angry at Mom 
or Grandma lately, and I wondered if you were okay.” 
I laughed, because our family is used to having things 
be expressed. I told him I was learning to love more 
and leave more to God. But there are still many days 
I reassure him by being my old self and expressing 
healthy anger and righteous indignation.

A patient who is a fighter is 

often seen as difficult, 
uncooperative, a character. 

Yet when I see these words 

in a medical record,
I know that the person 

is more likely 

to be a survivor.
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Issues & Currents
Speaking of God: Must Theology Remain Silent in Bioethics and Public Debate?

Ron Hamel

B io e t h ic s  a n d  it s  p r a c t it io n e r s  h a v e  n o t  been  
terribly hospitable to religion and theology over the 
past 20 or so years. This is ironic since bioethics had 
its beginnings in theological ethics (especially Roman 
Catholic and Jewish), and theologians were prominent 
among the first scholars in the field as it emerged and 
began to take shape in the m id-1960s and early 1970s. 
Before long, however, the voice of theology was not 
only drowned out by the voices of philosophy and law 
but was, in fact, muted. Theology was essentially 
barred from the playing field.

Newcomers to b ioeth ics, esp ec ia lly  some 
philosophers, argued that religion and theology had 
no place in the public forum, which is characterized 
by secularity and pluralism. Both were legitimate in 
the private domain, in the private lives of individual 
citizens, but not in the sphere of public discourse and 
in the formation of public policy. How could society 
achieve any consensus on the pressing and complex 
issues in bioethics if arguments were made on the basis 
of convictions held by diverse religious communities? 
Allowing religion and theology a voice in public 
debate would only lead to a modern-day “tower of 
Babel.” And even if this didn’t occur, religion and 
theology were still inappropriate in public discourse 
because of the secularity of American society and the 
separation of church and state. W ithin such a context, 
religious arguments for social policy or religious jus­
tifications for state activity had no legitimacy. What 
was needed instead was a common language, a lan­
guage that transcended the particularity of various 
groups and that was based on commonly accepted 
values and beliefs. The language of public discourse 
and public policy had to be accessible to all.

Theologians, unfortunately, demurred. W anting 
to maintain some role in the field of bioethics and to 
participate in public discourse on the issues, they left 
their religious language and convictions at the door 
and adopted the common tongue. They began to speak 
the language of autonomy, beneficence, nonmaleficence, and 
justice as these terms (particularly the first and last) had 
come to be defined by the tradition ofliberalism. W ith 
this development, religion and theology were effec­
tively shut out from bioethics, particularly in the 
public domain.

This situation may be changing, however. W e 
may be witnessing a shift in current. Over the past two 
or three years, there has been more and more talk about 
the legitimate, and even significant, role of religion 
and theology in bioethics. This is evidenced by con­
versations among scholars and practitioners in the 
field; papers at conferences; the start-up of a book 
series in theology and medicine edited by Earl Shelp 
of the Houston-based Foundation for Interfaith 
Resources and Ministry; a biannual collection of essays 
titled Theological Developments in Bioethics, published by 
the Center for Ethics, Medicine, and Public Policy 
Issues in Houston; and by special focuses on the sub­
ject in two of the leading journals in the field. The 
Hastings Center Report published a special supplement 
in its July/August 1990 issue (“Theology, Religious 
Traditions, and Bioethics”), and theJournal o f  Medicine 
and Philosophy devoted its entire June 1992 issue to 
“theology and bioethics.” An article titled “Religious 
Ethics and Active Euthanasia in a Pluralistic Society” 
appeared in the September 1992 issue of the Kennedy 
Institute o f  EthicsJournal. Whether these developments 
merely reflect the personal interests of a few in­
dividuals or the beginnings of a new current in 
bioethics is yet to be seen. Whatever the case, it is
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worth considering what is being said about the role of 
religion and theology in bioethics. The special issues 
and article referred to above are wide-ranging, but the 
discussion that follows w ill focus exclusively on the 
relation of theology to bioethics in the public arena, 
and, specifically, on three questions: W hy has theol­
ogy been silenced? How is the problem being ad­
dressed? and W hat could theology contribute to 
bioethics and to the formation of public policy?

W hy the attempt to silence religion and theology 
in public discourse about bioethics issues (or any other 
issues for that matter)? There are several reasons, some 
of which have already been mentioned, and most of 
which are acknowledged in one way or another by the 
contributors to the discussions mentioned above. 
Some of the concerns about the public role of religion 
and theology come from w ithin religious com­
munities themselves, while others arise from the 
secular, pluralistic context in which they exist. First, 
we live in a society that is pluralistic in its beliefs and 
in which freedom of religion is highly cherished. Many 
fear that if  religion were allowed into public policy 
debates, a particular religious vision would be im­
posed upon the larger society. Second, we live in a 
society in which there is a constitutional separation of 
church and state. As a result, all public policy and 
legislation must be justified on a secular, rational 
basis. Religious rationales are seen as infringing on 
this constitutional requirement. Third, religious com­
munities that seek to shape the culture as well as 
themselves w ill be involved in compromise. This 
means that “the church w ill be left with the continual 
problem of being a party to, and perhaps an exponent 
of, policies, laws and programs which do not conform 
to the fullness of its moral p rincip les” (Hehir 
1992:355). For some within the churches, this is 
unacceptable. Fourth, when religious bodies speak to 
the whole society, they are likely to “lose the edge” of 
their convictions. They forfeit “the opportunity to use 
the richer, sharper, more demanding language and 
ideas of the prophets, the Sermon on the Mount and 
the haunting societal judgments found in Matthew 
25. The church loses the edge of biblical imagery and 
inspiration, and it loses the moral appeal which the 
revealed word holds for the human heart and mind” 
(Hehir 1992:355). In “translating” theological lan­
guage into the neutral language of public discourse, 
there is the danger that theologians and others betray

the integrity of their religious convictions and cease 
speaking theologically. Hence, as Louis Newman ob­
serves, “by bringing theology into our common dis­
cussion of moral problems, we threaten either the 
religious neutrality of our society or the theological 
commitments of the religious ethicist, or both” 
(1992:321).

Of course, the public role of religion and theology 
is a problem only for those religious bodies that believe 
they have a public mission. Some religious thinkers 
maintain that the responsibility of the church is to 
itself and not to society. The responsibility of the 
church is to be the church. That is, the church should 
be concerned with its own religious and moral forma­
tion, and with faithfulness to its own religious convic­
tions. When this occurs, there is no need for religious 
communities to “translate” their distinctive convic­
tions into terms accessible to those outside their com­
munities. It is not the responsibility of the church to 
change society or to affect social policy. If this occurs 
at all, it w ill occur because the church is faithful'to 
what it is meant to be. What is operative here is “an 
ethic of an exemplary community that witnesses to the 
integrity of its religious convictions primarily in prac­
tice rather than discourse” (Campbell 1990:6).

Other religious communities, however (and 
probably the majority), believe that they do have a 
mission not only to members of their own community 
but also to society. Their “pastoral responsibility ex­
tends beyond the ecclesial community to the civil 
society” (Hehir 1992:354). The degree of respon­
sibility and involvement varies, depending on the 
particular religious community’s self-understanding 
(its ecclesiology) and other fundamental theological 
tenets.

In the articles cited above, all of the authors, 
Jewish and Christian alike, maintain to a greater or 
lesser degree the appropriateness of relig ious 
communities’ having a voice in the public forum. 
None suggests that religious bodies abandon the 
struggle to affect social policy, nor does any condone 
the abandonment of theological convictions and lan­
guage, pure and simple, for the language of public 
discourse. Most, however, do see the need for some 
form of “translation.”

W hat are the proposals for doing this? How 
might religion and theology speak publicly? Two 
approaches emerge, each different, yet trying to forge
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a middle way between a withdrawing from social 
involvement on the one hand, and abandoning 
religious convictions on the other. Lisa Cahill, in her 
essay, gives the most sustained attention to the issue. 
She views public discourse as a meeting ground of the 
diverse moral traditions that make up American 
society, some of which are religiously grounded. The 
contributions of religiously based moral traditions to 
public discourse, she believes, “w ill be appropriate and 
effective to the extent that they can be articulated in 
terms with a broad if not universal appeal.”

In other words, faith language that offers a par­
ticular tradition’s beliefs about God as the sole 
warrant for moral conclusions w ill convince only 
members of that tradition. But faith commitments 
can legitim ately motivate participants in public 
discussion to seek a moral consensus consistent 
with their faith while at the same time be congenial 
to members of other moral traditions, the per­
suasion of whom may be the object of religious 
groups and theologians who argue and act for social 
change. (1990:11)

Therefore, religious ethicists trying to influence 
the development of public policy need to speak out o f  
their traditions but also beyond them. In order to speak 
beyond, they will need to employ language that is 
“appropriate and communicative” to people from a 
variety of traditions who are trying to achieve consen­
sus on some issue. The aim would be to achieve 
consensus around a common course of action consis­
tent with one’s religious convictions—in spite of dis­
agreement about the underlying beliefs that might 
ground those convictions. In order to be able to 
engage in this discourse, Cahill believes it is necessary 
to “construct a language of principles’” (1990:11).

Louis Newman shares a similar position. He con­
tends that certain “principles, values or rules” that 
have a religious grounding can appeal to nonreligious 
persons, or religious persons from other traditions, 
independent of their theological source. They are prin­
ciples, rules, or values that “people find compelling,” 
that resonate with people’s basic moral intuitions, and 
that are “intelligible outside of a strictly theological 
context” (1992:323). Some of these would be the 
sacredness of human life, the obligation to preserve 
life, and the equality of all human beings.

In taking this position, are Cahill and Newman 
actually advocating adoption of some universal lan­

guage that is tradition free? Does Cahill, in fact, 
believe that religious ethicists should leave their 
theological convictions behind and instead speak the 
dominant language of bioethics, namely, the language 
of autonomy, beneficence, nonmaleficence, and jus­
tice? She claims that this is not the case:

To speak of distinctly secular language and argu­
ments also implies that to be intelligible, religious 
or theological language must undergo some sort of 
“translation” into the lingua franca— into some 
different vocabulary universally understood. But 
this is a distorted understanding both o f  religious tradi­
tions and their theologies, and o f  what happens in 
“public” discourse about bioethics. ( 1990:11, emphasis 
added)

C ah ill believes it  is a m istake to expect 
theologians to adopt some sort of “pidgin,” some 
neutral, objective, dominant language that rises above 
particular traditions, commitments, and points of 
view. Theologians do not participate in the process of 
forging social existence “via an objective, tradition­
less, secular version of philosophical reasoning.” 

Rather, she maintains that

it is best to construe “public discourse” not as a 
separate realm  into which we can and ought to 
enter tradition free, but as embodying a commitment 
to civil exchanges among traditions. . . . The 
language of “secular” and “publicly accessible” 
serves exactly to exhort persons from traditions to 
adopt a stance of dialogue and openness, of mutual 
critique, of commitment to consensus and to ham­
mering out institutions and policies that w ill affect 
the common life “for the better,” as defined on the 
broadest consensus we can achieve. It is a commit­
ment to the dialogic and consensual mode of dis­
course, or perspective, or attitude, or stance, that is 
indicated by the expectation that religious and 
other traditions w ill make public rather than par­
ticularistic appeals in addressing civil society or the 
body politic. (1990:12)

W hat does all this entail? Cahill believes that 
religious ethicists, if they hope to be influential in 
shaping a public consensus that can support public 
policy, must speak in a manner that is “intelligible and 
persuasive” (and not necessarily universal), that 
“strikes a responsive chord” in people from a plurality 
of moral and religious traditions. Theologians w ill 
need to speak “on the basis of moral quandaries, moral
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sensibilities, moral images, and moral vocabulary 
shared among other religious and moral traditions” 
(1990:13). This for Cahill does not mean sacrificing 
the moral truth of religious convictions but rather 
communicating that truth in nonreligious language.

But as Courtney Campbell points out, the com­
promises in language required to gain broader hearing 
may well exact a price in substance “since the common 
discourse of bioethics may not be sufficiently rich to 
convey the full meaning of relevant religious lan­
guage” (e.g., imago Dei is not adequately conveyed by 
autonomy, nor covenant by contract, nor neighbor love by 
beneficence[1990:5]). Addressing a public audience on 
generally accessible grounds “may compromise not 
only a vocational responsibility to speak out o f  & par­
ticular religious tradition, but also responsibility to 
speak to the tradition embodied in an identifiable 
community of believers” (1990:6). In other words, a 
community’s theologians may in effect become its 
philosophers. “The costs of conformity to public dis­
course requirements may be the loss of meaning and 
content about ultimate concerns embedded in a par­
ticular tradition” (1990:5).

Cahill seems to want to avoid this. She endorses 
James Gustafson’s claim that theology has a critical 
function in public discourse “if the edge of religious 
commitment can be sharpened so as to cut through 
cultural assumptions” (1990:11). The civil com­
munity can be introduced to the insights of various 
religious traditions provided that there is some pos­
sib ility of communication and intelligib ility. In fact, 
according to Cahill, “recognizing and retaining the 
countercultural edge of such [religious] commitments 
is the first task of the theologian” and one of the major 
contributions of theology to the development of 
public policy (1990:12). “Theology can influence 
policy through a prophetic function that challenges 
the civil community to consider more seriously values 
and alternatives which other traditions and estab­
lished forms of life may have neglected” (1990:14). 
This prophetic function is also at the heart of the 
relevance of theology to bioethics. That relevance lies 
not in a distinct contribution to the process of ar­
gumentation nor to identifying particular behaviors 
justifiable only on the basis of revelation, faith, or 
church authority, but rather in the formation of radical 
communities “that challenge dominant values and 
patterns of social relationship . . .  by participating in

. . . [society] in challenging and even subversive ways” 
(1990:12). Hence, there is in Cahill’s understanding 
some notion of theology forming the identity and way 
of life of the faith community.

This is precisely the emphasis in the second ap­
proach. Of the religious thinkers who contributed to 
the discussions cited above, it is Allen Verhey who is 
most emphatic that theologians may and must talk 
about God, and do so theologically. First and foremost 
they speak to the community of faith where talk of 
God is viewed as central and not marginal.

In communities of faith, by some grace there is an 
effort to attend to God and to respond appropriate­
ly to God, to attend to all things as related to God 
and to respond to all things in ways appropriate to 
their relations to God. There the tradition exists 
. . .  as that which continues to evoke and to shape 
the loyalties and the identities of the community 
and its members, even as they make use of science 
and reason. There faithful people orient themselves 
in their worship— and in their living and their 
dying and their suffering and their caring for the 
suffering— to God and to the cause of God. There 
people transfigure questions of conduct and char­
acter into questions of the deeds and dispositions 
worthy of the story they love to tell and long to 
live. There people ask how religious convictions 
can guide and lim it new medical powers. There in 
the middle of the struggles with infertility and in 
the muddle of the technological apparatus that 
surrounds the dying, people ask about the resour­
ces and requirements of their religious convictions 
and commitments. (1990:22)

For Verhey, the community of believers is a true 
public, a place for moral discourse, deliberation, and 
d iscernm en t to occur in the context of the 
community’s religious traditions and loyalties. The 
theologian’s task is to nurture and sustain such ac­
tivities and to help congregations renew their loyalty 
to God, their commitment to the cause of God, and 
to form their identities accordingly. W ithin com­
munities of faith, theologians are able to speak of God 
and medical ethics at the same time.

But Verhey also acknowledges other publics. A 
second consists of those who do not belong to a 
community of faith or do not identify with any 
religious tradition but who w ill listen to talk about 
God nonetheless. Among these are physicians, nurses, 
and patients who are keenly attuned to aspects of their
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experience that open up to an “inscrutable power” or 
perhaps even have a sense of an unnamed transcendent 
other.

Finally, “moral theologians may talk of God, and 
sometimes must, in the presence of those who would 
rather not and in the presence of those who may not” 
(1990:23). Verhey acknowledges that at times it may 
be necessary to employ arguments not tied to one’s 
religious convictions or to be silent about one’s 
religious convictions (e.g., in speaking with public- 
policy makers). “In such settings arguments based 
candidly on Christian convictions may be regarded as 
at least insufficient, and perhaps as irrelevant” 
(1990:23). But in these contexts, Verhey calls for 
theological candor.

This seems to mean several things for him. When 
society has a minimalist understanding of the moral 
life and employs a minimalist ethic, then what theol­
ogy has to say about the broader and more fundamen­
tal dimensions of human life takes on increased 
importance. Religious persons and communities “can 
speak more eloquently in their own moral languages 
about medicine and morals, and more candidly 
theological talk about medical ethics may at least 
remind a pluralistic culture of the minimal character 
of the standards it presumes are universal and rational” 
(1990:24). Furthermore, there are situations when 
moral theologians w ill not be able to work toward 
consensus. Rather they will need to make it clear that 
their assumptions are different; they will need to take 
on the “ineliminable conflict.” It could happen that 
raising a theologically articulate voice in protest 
might make a difference.

Regardless of how they speak, do theologians have 
anything to contribute to public moral discourse? 
There is some agreement in this regard among the 
various contributors. Newman, for example, main­
tains that there is a very constructive role for religious 
ethicists and thinkers to play with regard to public 
policy, and it is a role that does not entail abandoning 
their theological convictions. That role is “doing what 
theologians have always done—directing our atten­
tion to dimensions of the human situation that may 
have escaped our notice. By expanding our vision of 
who we are and what kind of world we live in, they 
can deepen our appreciation of the moral dilemmas we 
face and of the options available to us for responding 
to them ” (1992:325). In doing th is, however,

theologians must realize that what they have to say 
w ill have varying degrees of relevance to different 
audiences, “depending upon the degree to which those 
aud iences share th e ir  th eo lo g ica l p rem ises” 
(1992:325). He concludes:

R e lig io u s  e th ic is ts  (no m atte r w hat th e ir  
denominational affiliation) should not feel they 
have compromised their integrity just because 
their message to outsiders is more lim ited than to 
members of their own religious communities. In 
the broader “marketplace of ideas” their view w ill 
be only one among many, and frequently in the 
minority. But this does not diminish the impor­
tance of the distinctive contribution they make, 
nor the possibility that others who hear them 
might just be led to see their moral lives different­
ly. (1992:325)

David Novak, another Jewish thinker, recom­
mends that Christians and Jews first speak to one 
another before speaking in the public domain to 
develop a “common ethical stance” toward many is­
sues. This in turn might “demonstrate to the larger 
world that their common approach offers a more 
coherent means for dealing with specific ethical ques­
tions than secular methods” (e.g., the notion of imago 
Dei offers a more comprehensive understanding of the 
person than individual autonomy).

Campbell contends that beneath the answers to 
the questions that bioethics usually asks (e.g., what 
should be done or who should decide) are “fundamen­
tal issues that require a substantive account of the 
purpose of human life and destiny. These are common 
questions of meaning that religious communities have 
devoted considerable attention to in their theologies, 
rituals, and practical ethics” (1990:6). Hence, a major 
contribution of theology to bioethics may be to raise 
basic human questions that are generally left unad­
dressed by bioethics, thereby broadening our moral 
vision. These questions are about “the nature and 
purpose of life, and the place of health, medicine, 
suffering, and death within a vision of human nature 
and destiny” (1990:8).

In a recent article in the Kennedy Institute o f  Ethics 
Journal, Campbell asks: “W hat, if any, significance 
does such re lig ious discourse have for public 
policy about active euthanasia?” He answers this 
way:
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At stake . . .  in the legalization of active euthanasia 
are the profound issues of human meaning and 
purpose, of identity and destiny. Such questions 
strike to the very core of our being and integrity as 
persons and as a moral community. . . .

. . . The most visible locus of engagement with 
such issues has historically been within religious 
traditions and their embodiment most identifiable 
in the caring practices of religious communities.
The prophetic witness of these communities to the 
society involves bringing to public consciousness 
the ultim ate dimensions of the euthanasia question 
and [functioning] as social critic if a society is 
reticent about accommodating such concerns in 
public moral discourse. (1992:275)

In addition to providing interpretations of fun­
damental human questions and serving a prophetic 
function, religious traditions and their theologies have 
at least two other roles. Religious discourse about 
virtues and dispositions can assist bioethics in placing 
particular decisions “within the context of a fuller 
account of purpose and meaning in life” and move our 
moral vision beyond the narrow preoccupation with 
decision making to a concern for the kinds of moral 
agents and communities we become. Furthermore, 
religious traditions may be helpful in reminding 
people of the limitations of an ethic of principles. 
W hile affirming what is true in a principle, they can 
also challenge its adequacy (e.g., though beneficence 
does convey a sense of moral obligation to and respon­
sib ility for the welfare of others, it appears minimalis- 
tic in comparison to the norm of neighbor love).

As Martin E. Marty observes from a historian’s 
perspective

the overall trend has been toward at least some 
modest recovery of religion in the “bio-realm”; 
some reassertion of theology in bioethics; some 
resolution that churches have a part to play in 
providing health care; and, more, in interpreting 
illness and wellness or advocating and embodying 
measures of justice in delivery of care. (1992:288)

These recent forays into the relationship of theology 
and bioethics and the role of theology in public dis­
course about bioethics issues are heartening. The cur­
rent formulation and language of bioethics— crafted 
largely by philosophers and lawyers intent on making 
them acceptable to a pluralistic, secular society—has 
been costly to both bioethics and theology (and, per­

haps, even to public policy). Bioethics as we know it 
today is seriously impoverished. Though it may do 
well what it does—provide principles for analysis and 
resolution of complex dilemmas— there is much that 
it does not do. It tends to lack both breadth and depth. 
Its vision of the moral life is constricted, and, in 
focusing so much on principles and actions, it fails to 
account for the interpretive frameworks people bring 
to their experience of illness, their search for health, 
and their struggle with death. Theology as it relates 
to bioethics is also impoverished. It has not adequately 
addressed how it is that people of faith might deal with 
the issues of bioethics out of the context of their 
religious convictions. Nor has it sufficiently developed 
interpretations of those human (and religious) ex­
periences that are at the core of bioethics. Theology 
may yet regain its voice in the field, and it may yet be 
recognized as a legitimate voice in public discourse. It 
must first, however, find its voice. And here there is 
much work yet to be done.
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An unusual new course at Chilton Memorial Hospital 
in Pompton Plains, New Jersey, is aimed at sensitizing 
nurses to the feelings, needs, and fears of elderly 
patients. Reporter Andrew H. Malcolm describes one 
exercise:

There they were, a roomful of nurses feeding each 
other crackers that crumbled on their chest, juice 
that dribbled down their chin, and spoons laden 
with orange Jell-O  that tasted like grandma’s 
punishment for sassing.

The women g igg led  at the awkward ex­
perience of being a dependent adult. It’s silly  at 
first, then strange, frighteningly confining and, 
well, downright demeaning after decades of inde­
pendence.

You try it tonight too. Get in some pajamas 
with no back. Turn the heat down. Remove your 
glasses. And have someone feed you on their 
schedule, not yours. See if  you pull back as un­
familiar fingers near your face. See if  they place 
proper portions in your mouth when you want, in 
the order you want, without you feeling like an 
infant. Try to capture the moving straw with your 
mouth before it catches on your nose.

For atmosphere, line the room with linoleum 
and spritz blasts of bleach. Turn on two or three 
loud TV’s nearby, each to a different program (but 
one must be “Jeopardy”). Have the children ring 
the d o o rb e ll and run around w ith  paper 
megaphones paging people. Experience the need 
to request everything, even a bedpan. Sip tepid tea.
See how good the institutional life is. See how long 
you’re interested in eating. Oh, don’t forget your 
pills in that dinky paper cup.

And imagine your reply to the cheery query, 
“W ell, how are we today?”

(New York Times, 20 October 1992)

A combination of effective lobbying and growing 
congressional interest in issues of special concern to 
women has resulted in the most generous federal 
financing yet for research into breast cancer.

Before Congress adjourned in early October, it 
approved a budget of more than $400 million for 
breast cancer research for the fiscal year that began in 
October. This is an almost threefold increase from the 
$ 15 8 million budgeted last year for the disease, which 
strikes one in every eight American women and kills 
46,000 a year.

Breast cancer research will receive more federal 
funds than research into any other kind of cancer; in 
second place is prostate cancer research, at $39 m il­
lion. By comparison, the federal budget for A I D S  re­
search is about $1.2 billion in 1993.

(New York Times, 19 October 1992)

U.S. life expectancy at birth has risen steadily this 
century, to 75.4 in 1990 from 73.7 in 1980 and 47.3 
in 1900. But life expectancy has been increasing in 
other countries, too, and the U.S. still ranks 11th out 
of 15 countries with traditionally low mortality rates,
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according to Metropolitan Life Insurance analyst Stan­
ley Kranczer. That’s just about where the U.S. ranked 
a decade ago.

Japan has the highest life expectancy at birth in 
1990 (78.9 years), followed by Iceland (78), Sweden 
(77.6), and Switzerland (77.4). Also ahead of the U.S. 
were the Netherlands, Australia, Norway, Canada, 
France, and the former W est Germany. Trailing the 
U.S. slightly were Finland, Denmark, the United 
Kingdom, and New Zealand.

( W all Street Journal, 19 August 1992)

Stephen Turner believes he has discovered the latest 
advance in eye surgery: 83-year-old Margaret Pick- 
ford.

Each Monday morning, Mrs. Pickford chats with 
patients on whom Dr. Turner w ill be performing 
cataract surgery. Then she dons her operating room 
clothes, slips off her rings, and holds each patient’s 
hand during the operation. Two other hand-holders 
work on different days.

Patients, who are under local anesthesia, can’t see 
during the operation and aren’t supposed to move or 
talk. Having a hand to hold helps them to relax and

patients. She adds: “I know I’d want someone to hold 
my hand during surgery . . .  maybe we should give out 
teddy bears, too.”

Though Dr. Turner says he “wouldn’t want to 
perform the surgery” without hand-holders, he 
doesn’tpay them. Jokes Mrs. Pickford, “I’m just doing 
my part to keep medical costs down.”

(W all Street Journal, 6 August 1992)

In a recent survey of physicians regarding health care 
reform, 14 percent of respondents favored implement­
ing a federally financed national health insurance pro­
g ram , 81 percent favored reform through a 
combination of government and private programs, 
while 3 percent of physicians would resist any sig­
nificant change in the U.S. health care system.

(AMA News, 27 Ju ly  1992)

According to a new study, women who smoke two or 
more packs of cigarettes a day during pregnancy are

lowers their blood pressure and heart rate, the oph­
thalmologist says.

“Some people, particularly men, don’t want the 
support at first,” says Mrs. Pickford. “But they usually 
end up squeezing so tightly I think my hand is going 
to come off at the wrist.” Since taking on the job in 
1987, she has held the hands of about 1,400 patients. 
She recalls only three refusals, including “a very pom­
pous tax collector” who later apologized.

Hand-holding “is nurturing and a distraction,” 
says Eileen Moore, administrative nurse at the Univer­
sity of California’s Pain Management Center in San 
Francisco, where staffers sometimes hold the hands of

twice as likely as nonsmoking moms to have children 
with behavioral problems.

“No one has clearly explained the link between 
maternal smoking and behavioral problems, but I can 
tell you there are more than 2,000 chemicals in 
cigarette smoke,” says Michael Weitzman, M.D., of 
Rochester University, who conducted the survey of 
2,577 mothers and their 4- to 15-year-old children. 
“W e know that nicotine contracts blood vessels in the 
placenta, it increases the amount of carbon monoxide 
in the mother’s milk, and it reduces the oxygen supply.” 

(Chicago Life Magazine, Ju ly  1992)
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In an effort to test the importance of good looks, 
scientists at Philadelphia’s Temple University painted 
a large purple birthmark on the face of a woman and 
sent her to ride the subway. She was instructed to fake 
an epileptic seizure, throwing herself down on the 
subway car floor.

“We wanted to see how long it would take before 
a Good Samaritan helped her,” said Albert Klingman, 
professor of dermatology at the University of Pennsyl­
vania. “Instead, the car emptied out right over her. We 
tried it three different times and no one even helped 
her.” But when the same act was performed minus the 
“b ir th m ark ,” help  was read ily  offered. Adds 
K lingm an, “Appearance is so important to our 
opinions of other people, it's almost disgusting.”

The bias starts early. In an equally disturbing 
study, conducted by Judith Langlois, a psychologist 
at the University of Texas, mothers were shown to 
interact more with their newborns if the babies were 
cute. The good news, according to Langlois, is that “no

mother treated her baby unkindly. The bad news is 
the more attractive ones got a lot more attention.” 
Langlois also videotaped three- and six-month-old 
infants looking at pictures of pretty and plain women. 
The infants consistently turned away from the plain 
faces and stared longer at the pretty ones.

(San Francisco Chronicle, Ju ly  1992)

The National Medical Association ( N M A ) ,  the nation’s 
principal black physicians’ group, advocates a play-or- 
pay model for health care reform. In its August na­
tional meeting, the N M A  House of Delegates adopted 
the proposal that would change Medicaid into a source 
of funds for all individuals whose jobs do not provide 
health care coverage. Hoping to get their idea out into

the public debate, the N M A  plans to arrange a discus­
sion among groups such as the Urban League and the 
N A A C P  to refine the proposal further.

(American M edical News, 24 August 1992)

A survey conducted by the National Association of 
People with A I D S  ( N A P W A )  reports that more than 
one-fourth of their 800 respondents cited difficulty in 
obtaining health care services even when payment was 
available. The N A P W A ’ s  executive director, W illiam  
J. Freeman, noted that education of physicians, par­
ticularly in their residency year, would reduce the 
problem.

(American M edical News, 24 August 1992)

A recent Harvard study has shown that

• every $1 spent by the federal government on the
Women, Infants, and Children prenatal program 
saves up to $3 in hospital costs for low-birth- 
weight babies.

• every $1 spent on childhood immunizations saves
$10 in later medical costs

• every $1 spent on comprehensive prenatal care
through Medicaid saves $3.38 in later health care 
costs

• every $1 spent on early childhood education saves
$6 in later special education, crime, and welfare 
costs.

(Moices f o r  Illinois Children, Fall 1992)

Efforts to prosecute pregnant women who expose their 
fetuses to narcotics have recently been rejected. Two 
state supreme courts have ruled that criminal penalties 
are inappropriate in such cases.

In Florida, the state’s highest court ruled unani­
mously that a law aimed at drug dealers could not be 
applied to pregnant women. A mother had been con­
victed in a lower court of drug trafficking by deliver­
ing narcotics to the fetus through the umbilical cord. 
Her defense had been supported by the A M A  and by 
other medical and civil rights groups, which con­
tended that treatment, not prosecution, was the most

S e c o n d  O p i n i o n  •  J a n u a r y  1993

91



Notebook

effective way to deal with drug-addicted mothers and 
to protect their children. Connecticut’s supreme 
court, in a similar case, held that authorities had acted 
improperly in taking a baby away from its mother 
because the mother had used cocaine shortly before 
going into labor.

Both cases cut across complex legal, emotional, 
and ethical issues, but it has become clear that 
criminal prosecution is inappropriate. The decisions 
are part of a growing number reflecting this view. The 
Center for Reproductive Law and Policy reports that 
at least 165 women across the country have been 
criminally charged for exposing their fetuses or infants 
to controlled substances. Many of the charges were 
dismissed, and some mothers pleaded guilty, but in 
all of the 19 cases that have gone to appellate courts 
the convictions were overturned.

Evidence continues to accumulate indicating that 
threatening a pregnant, drug-abusing woman with 
prosecution will not protect the health of the fetus. 
Fear of prosecution is unlikely to influence a woman 
to discontinue drug use early enough to reduce sig­
n ifican tly  the hazards to the fetus. Moreover, 
withdrawal has the potential to complicate pregnancy 
and threaten fetal health. Also, a state-mandated 
policy of prosecution would discourage women from 
contacting health care professionals. Finally, many 
physicians have noted that if no risk of prosecution is 
involved, pregnant women are one of the most recep­
tive groups for drug abuse therapy, primarily because 
of their concern for their unborn children.

(AMA News, 17 September 1992)

W ar has a clearly detrimental effect on health, but it 
has seldom been a topic addressed by health care 
givers, especially nurses. But Joanne M. Hall and 
Patricia E. Stevens believe that the nursing profession

has an obligation to “encourage nurses’ visible involve­
ment in public policy about war and its health conse­
quences.” Looking back at the Gulf W ar a year later, 
they note the United Nations and World Health 
Organization’s prediction that “deaths from infectious 
diseases in Iraq w ill outnumber the civilian and 
military deaths from allied bombing.” They continue:

T h e  i n f r a s t r u c t u r e  o f  I r a q  w a s  t o t a l l y  d e c i m a t e d .  

I m m o b i l i t y ,  i s o l a t i o n ,  i n a d e q u a t e  t r e a t m e n t  o f  

s e w a g e ,  a n d  s h o r t a g e s  o f  w a t e r ,  f o o d ,  s h e l t e r ,  

e l e c t r i c i t y ,  h e a t ,  d r u g s ,  a n d  m e d i c a l  s u p p l i e s  m a d e  

e p i d e m i c s ,  m a l n u t r i t i o n ,  e x p o s u r e - r e l a t e d  t r a u m a ,  

a n d  m e n t a l  d e c o m p e n s a t i o n  i n e v i t a b l e  f o r  I r a q i  

c i v i l i a n s .  C h o l e r a ,  t y p h o i d ,  a n d  m e n i n g i t i s  t h r i v e  

i n  s u c h  c o n d i t i o n s .  .  .  .  t h e  d e a d l i e s t  e f f e c t s  a p p e a r  

a f t e r  g l o b a l  a t t e n t i o n  h a s  m o v e d  e l s e w h e r e ;  t h u s  

m o r a l  r e s p o n s i b i l i t y  c a n  b e  d e n i e d  a n d  p o p u l a r  

r e v u l s i o n  a v o i d e d .

And there are consequences both for American 
combatants and their families and for the larger 
society: “The aftermath of this war is likely to have an 
impact on psychosocial health in the United States 
into the next century. Nurses must not settle only for 
m ilitary and media explanation that obscures the 
human costs of war.”

(Nursing Outlook, May/June 1992)

Experts are predicting that by the year 2000 manag­
ing the A I D S  epidemic w ill have become one of the 
world’s largest economic and social concerns. By that 
time, the pandemic w ill have moved out of the cities, 
where it is largely concentrated now, and into more 
rural and remote areas. Rates of transmission in places 
like Southeast Asia will have grown to match those 
seen in Africa. The vast majority of cases (probably 
over 97 percent) w ill involve transmission via 
heterosexual intercourse. Younger and younger people 
w ill be exposed to the virus. Women will constitute 
50 percent of the infected population. In total, W H O  

expects 30^10 million adults will be infected with 
H I V  by the end of this decade. The Harvard-based 
Global A I D S  Policy Coalition is even more pessimistic, 
anticipating at least 38 million adult cases and per­
haps as many as 100 million. Both agencies estimate 
the number of children infected with H I V  will have 
swelled to over 10 million.
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A recent study by leading economist Nariman 
Behravesh published in U.S. News and World Report 
predicted that if  the higher estimate is correct, the 
worldwide cost of the pandemic could reach $356— 
$514 billion by 2000. The worst-case scenario projects 
that by the end of the decade the annual cost of the 
H I V  pandemic could equal 14 percent of the world’s 
total gross domestic product. This would be the finan­
cial equivalent of removing both Australia and India 
from the world economy. In the United States alone, 
the pandemic could drain $81—$107 billion from the 
economy.

(NewsJournal o f the Physicians Association fo r  AIDS Care,
July/August 1992)

The effects on a woman’s mental health of having an 
abortion have long been disputed. According to Dr. 
Nada Stotland, a University of Chicago psychiatrist, 
claims that women who undergo legal abortions suffer 
severe and lasting psychological damage are not sup­
ported by scientific evidence.

After an extensive search of the psychiatric and 
psychological literature, Dr. Stotland concludes that 
the so-called abortion trauma syndrome—unex­
p lained  depression, “hardening of the sp ir it ,” 
thwarted maternal instincts, intense feelings of gu ilt, 
and thoughts of suicide—may be fictional.

Stotland found in her research that although there 
is evidence that some women suffer temporary feelings 
of stress, gu ilt, and sadness after abortions, such emo­
tions normally diminish over time. The bulk of the 
research, however, overwhelmingly contradicted the 
existence of a postabortion syndrome, she said.

In one study of 360 women interviewed just 
before they had abortions and 18 months afterward, 
researchers found that the majority expressed feelings 
of relief and demonstrated significant improvement in 
personal relationships and psychiatric symptoms. In 
a sim ilar study of 207 women, 94 percent reported 
that their mental health improved or remained the 
same after they terminated their unwanted pregnan­
cies.

A British study found the incidence of diagnosed 
psychiatric illness and hospitalization is considerably 
lower after abortion than after childbirth. The British 
researchers found that psychosis occurred in an average

of 1.7 cases per 1,000 after delivery and in 0.3 cases 
out of 1,000 after abortion.

A similar investigation was undertaken by Dr. C. 
Everett Koop in the late 1980s when he was surgeon 
general under Ronald Reagan. “What he discovered,” 
Stotland said, “is that the available scientific evidence 
does not demonstrate significant mental health effects, 
negative or positive, of abortion.”

Dr. Wanda Franz, a developmental psychologist 
and president of the National Right to Life Committee 
in W ashington, challenged studies that she said 
“reflected a pro-choice bias,” adding, “We need more 
studies that are long-term and grief-sensitive.”

(Chicago Tribune, 23 October 1992)

If you treat a patient like a person rather than an 
illness, will they get better faster? That is the question 
behind a $2 million experiment being conducted on 
the sixth floor of Beth Israel Medical Center in New 
York City.

An entire hospital floor has been completely 
renovated so it looks warm and welcoming to patients, 
and a staff of 54 is being retrained to make hospital 
stays more comfortable and less stressful. Across the 
U.S., four other hospitals, one small, one rural, one 
midsized, and one exclusive, are trying out the same 
so-called Planetree units in a study that, its sponsors 
hope, will scientifically determine whether there is a 
benefit to being nice to people.

“In a way, it ’s unfortunate that we have to call 
something that’s so intuitively correct an experi­
ment,” said Dr. Steven F. Horowitz, chief of the 
cardiology division of Beth Israel and medical director 
of the Planetree unit there. “W hat we are really asking 
here is, ‘When do patients heal?’ I’m not sure. But I 
can tell you when they don’t heal. When they’re sleep 
deprived. When they’re agitated, trying to get another 
blanket. When they’re afraid, because no one explains 
things to them.”

Studies of patients at the original Planetree unit, 
created seven years ago at what is now Pacific Medical 
Center, showed that they were more satisfied with 
their hospital stay than patients on other wards, 
understood their illnesses and medical needs better, 
and were less likely to require rehospitalization. 
Similar studies of staff members have found higher
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levels of satisfaction and lower turnover rates among 
those working in the Planetree unit.

In addition to using questionnaires to measure 
levels of satisfaction among patients and staff mem­
bers, Beth Israel is developing ways of comparing such 
things as depression levels, immune-system strength, 
rates of rehospitalization, and the need for pain 
medication in Planetree patients with those elsewhere 
in the hospital.

Added touches to the Planetree unit include fresh 
muffins, baked daily by the floor nutritionist, piano 
music coming over the hallway speakers, and overhead 
light fixtures designed to be easy on the eyes of the 
patients lying on their backs on stretchers. Medical 
equipment such as resuscitation carts and spare wheel­
chairs is stored out of sight. Doctors, nurses, and 
therapists who work in these wards are taught to 
include patients as much as possible in daily care— 
providing and explaining medical books, for instance, 
so that patients can make informed decisions.

“This is where I want to be from now on,” said 
Howard Wheeler, a 31-year-old patient with kidney

disease who has been hospitalized 10 times this year.
Several doors away, 80-year-old Maggie Mattox, 

hospitalized for shortness of breath, also raved about 
the new floor—particularly the food. “The food on this 
floor is wonderful,” she said. “So much better. On the 
other floor I couldn’t eat anything, I just sent it all 
back. Here I eat everything.”

Mattox’s appetite, Dr. Horowitz said, is perhaps 
the best evidence of the power of ambience to heal. 
The food on the Planetree unit, he said, is exactly the 
same as elsewhere in the hospital.

Dr. Horowitz is aware that some in the hospital 
believe that nearly $2 million is a lot to spend to coax 
an elderly patient to eat her dinner, but he believes the 
cost is an investment. If Planetree units can be proven 
to work, he said, then the lessons learned can be 
applied to all new hospitals as they are built.

“The whole hospital should work this way,” he 
said. “If this works I can see administrators all over the 
country with cartoon light bulbs over their heads 
saying 'Caring. What a concept!”’

(New York Times, 26 September 1992)
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Feminist Ethics

Karen Lebacqz

Susan Sherwin. No Longer Patient: Feminist Ethics and  
Health Care. Philadelphia: Temple University Press, 
1992.

Fe m in ist  c r it ic ism s  of m e d ical  pr a c t ic e  a b o u n d .
So do feminist texts in philosophy. But to date there 
has been no single, sustained effort to connect feminist 
analysis with the mainstream of bioethics. Into this 
hiatus Susan Sherwin steps, with happy results. Sher­
win offers a feminist approach to health care that 
provides an introduction to feminist methodology in 
ethics, applies that methodology to several traditional 
bioethics issues such as abortion, medical research, and 
paternalism, and then suggests new agendas for 
bioethical investigation. Here at last is the book we 
have been waiting for: one that w ill move feminism 
into the vanguard of bioethical discourse. As a 
feminist working in the field of bioethics, I welcome 
Sherwin’s contribution as a possible classic in the field 
and as the beginning for an ongoing dialogue.

Although feminism does not provide a single, 
comprehensive theory, Sherwin nonetheless argues 
that its strands contain a common core: the perception 
that women are systematically oppressed, that the 
personal is therefore political, and that the political is

Karen Lebacqz is professor o f  Christian ethics, Pacific School o f Religion, 
Graduate Theological Union, Berkeley, California.

also personal. What happens to a woman cannot be 
separated from larger social, economic, and political 
structures, and particularly from the arrangements of 
power in society. Our reality is socially constructed, 
and it is the task of feminist analysis to unmask that 
construction and to suggest new constructions.

In a world permeated by sexism, argues Sherwin, 
it is necessary to illuminate the oppressions inherent 
in the arrangements of women’s diverse lives. “In a 
world where women are oppressed, an adequate ethics 
must address that oppression” (p. 57). Thus any true 
ethical analysis, in bioethics as elsewhere, must begin 
with the concrete realities of oppression for women. 
Since feminism is “the recognition of the pattern that 
runs across these diverse social arrangements and con­
nects the various manifestations of sexism” (p. 19), 
Sherwin operates from a feminist perspective.

Sherwin’s approach to feminism is eclectic. She 
draws from liberal, Marxist, and radical feminism and 
attem pts as w ell to incorporate critic ism s of 
“womanists” (feminists of color) and of other schools 
of thought. For those not familiar with the developing 
schools of feminist thought, her review of these posi­
tions is cursory but illuminating.

Sherwin distinguishes feminist ethics from both 
traditional and “feminine” ethics. Traditional ethical 
theories—deontological, consequentialist, and con­
tractarian— all put autonomy in a central role. His­
torically, they all also denigrate women. For example, 
they identify male patterns of thinking as constituting 
rationality and deny rationality to women’s ways of 
knowing. “Feminine” ethics (such as Noddings’s early 
book Caring and Gilligan’s In a Different Voice) therefore 
attempt to lift up the particular gifts and experiences of
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women as new ways of knowing and propose that 
women bring a moral point of view different from that 
brought by men but equally valid.

Feminist ethics is yet again different. “It derives 
from the explicitly political perspective of feminism, 
wherein the oppression of women is seen to be morally 
and politically unacceptable” (p. 49). Hence, feminist 
ethics rests not simply in recognition of women’s 
distinctive practices and experiences but precisely in 
a political critique of oppressive practices. W hile both 
feminine and feminist ethics reject the paradigm of 
moral subjects as autonomous, stressing instead our 
embeddedness in social context, feminist ethics always 
asks how the particular issue under consideration re­
lates to patterns of oppression of women.

Feminist ethics is contextual. “To speak meaning­
fully about justice,” proposes Sherwin, “it is necessary 
to examine the actual forces that undermine it, as well 
as those that support it” (p. 55). There can be no 
abstract principles apart from consideration of actual 
circumstances.

To argue for such a contextual approach, however, 
is to run the risk of moral relativism. Sherwin’s at­
tempt (in chapter 3) to draw on epistemological theory 
in order to find an alternative to either ethical 
relativism or ethical absolutism is one of the most 
helpful aspects of her book. Since feminists want to 
criticize social arrangements, including the arrange­
ments of medical practice, it will not do for them to 
assume that everything is merely contextual. To do so 
would be to forgo the right to criticize another context 
or culture and its practices. For example, feminists 
would not be in a position to criticize clitoridectomy 
or foot binding in spite of their appalling impact on 
women’s health. How are we to get around this prob­
lem without adopting the ethical absolutism that has 
characterized so much of Western ethics?

Sherwin proposes that simply adopting com­
munity standards w ill not do. We must ask not only 
what community standards are in place but how they 
were reached, whose interests they serve, and what 
procedures are in place that allow for discussion and 
change. Not all moral standards are acceptable. If we 
look at how they developed, we often find a history of 
oppression. The standards cannot be judged apart 
from the history of the community, but from a 
feminist perspective, that history is often not reliable. 
Such a historical approach allows not only for tolerance

of differing community values but also for criticism of 
a community’s practices.

W ith this introduction to feminism in mind, 
Sherwin turns to the question of bioethics. Here, she 
notes that on the surface traditional bioethics and 
feminism appear to have much in common: both have 
and use principles such as not harming or nonoppres­
sion, and both focus on concrete cases, lifting up 
certain aspects of the context and rejecting any simple 
focus on principles alone. Nonetheless, Sherwin argues 
that traditional bioethics has not been feminist. 
“Political analyses of the unequal power of women and 
men, of white people and people of color, of First 
World and Third World people, of the rich and poor, 
of the healthy and the disabled, and so forth are central 
to feminist ethics. To date, that sort of analysis has 
been almost entirely absent from the literature of 
mainstream medical ethics” (p. 84). Concern about the 
political role of medicine— its part in unjust power 
arrangements in society— is central to feminist 
bioethics and almost entirely lacking in other ap­
proaches to bioethics.

W hile both feminist bioethics and mainstream 
bioethics urge a focus on context, then, they differ in 
how they define the important context. For feminists, 
the context that matters is the interlocking system of 
oppressive practices. It is these, above all, that must 
be lifted up if we are to have an adequate biomedical 
ethics.

This is the task Sherwin takes on in the second 
and third parts of her book. She turns first to some 
troubling questions that have received considerable 
ethical analysis in the bioethics literature—abortion, 
in vitro fertilization, paternalism, scientific research. 
In each case she attempts to show how a feminist 
perspective brings new insights and prompts new 
questions. “From a feminist perspective,” for example, 
“the central moral feature of pregnancy is that it takes 
place in women’s bodies and has profound effects on 
women’s lives” (p. 104). Thus a feminist looking at 
abortion can never settle the matter by asking whether 
the fetus is “human.” Rather, a feminist asks about the 
social and political conditions under which women 
become pregnant and under which women will live 
following abortion or live birth.

Feminists also note that anti-abortion campaigns 
tend historically to arise in direct correlation with 
movements toward women’s increased freedom, thus
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suggesting a hidden agenda of keeping control over 
women by denying access to abortion. These larger 
political and social patterns must be taken into ac­
count when assessing the morality of abortion. From 
a feminist perspective, the appeal to reproductive 
freedom for women is not simply a reiteration of 
traditional values of autonomy. It is rather “the 
freedom for women to choose their status as 
childbearers, which is especially important in the face 
of the social, economic, and political significance that 
is associated with reproduction for women” (p. 133).

Finally, Sherwin suggests that if we take this 
political agenda seriously, there w ill be new questions 
to be asked that have not been addressed well in the 
bioethics literature. The “medicalization” of reality 
(the social construction of rea lity  as m edical 
phenomena) has already received considerable atten­
tion from feminists, who decry the tendency for the 
medical profession to control women by declaring 
normal bodily functions to be diseases. Feminists are 
also skeptical about how the medical profession con­
tributes to power arrangements in the sexual arena by 
declaring sexual orientations or habits to be medically 
“normal” or “healthy” or otherwise. And finally, 
feminists, especially feminists of color, have pointed 
out the serious connections between ill health and 
oppression. This calls for a new paradigm for medical 
ethics: “once we recognize the need to include oppres­
sion as a factor in health, we can no longer maintain 
the authoritarian medical model, in which physicians 
are the experts” (p. 239). To spell out this paradigm 
in detail w ill require, says Sherwin, the democratizing 
of the entire enterprise of bioethics. It is to that agenda 
that she invites her readers.

N O  LONGER PATIENT  D E S E R V E S  T O  B E  " M U S T ”  R E A D I N G  

for everyone in the field of bioethics—ethicists, health 
care providers, and policymakers. Those not familiar 
with feminist approaches to ethical issues w ill find 
here a clear and cogent introduction to feminist 
thought. Disputes within feminism are noted (for 
example, Marxist feminists make economic agendas 
central, while radical feminists believe that differen­
tiation along gender lines is central to oppression), but 
the common core of feminist affirmation is given 
voice. Most important, Sherwin makes clear what 
difference it makes to be a feminist by showing how a 
feminist approach to several traditional questions in

bioethics differs from the standard approaches in 
bioethics.

One of the genuine strengths of the book is 
Sherwin’s discussion of ethical relativism. Here not 
only does she challenge feminists to do significant 
work in ethical theory, but she goes beyond the tradi­
tional literature in ethics as well. In a day of cultural 
pluralism and cross-cultural dialogue, Sherwin’s dis­
cussion of ethical relativism is salutary.

Sherwin is also to be commended for holding 
justice and caring together as important norms in 
feminist thought. Like Noddings (1984) and Gilligan 
(1982), most feminists have lifted up values of caring 
and relationality as central to feminist thought. But 
such a focus runs the risk of becoming a double bind, 
in which women are seen as more “caring” than men 
and therefore continue to be confined to socially con­
structed caregiving roles. Sherwin’s emphasis on social 
justice provides an important corrective. She keeps 
feminism from becoming care oriented by always 
pushing for the criticism of patterns of oppression. 
And yet, as Sherwin indicates, an important agenda 
lies ahead if bioethics is to be permeated with feminist 
thought and practice.

First, there are the internal debates w ithin 
feminism. Does eclectic feminism work? Can one 
avoid the weaknesses of particular schools of feminism 
by choosing selectively the strength of each? Or does 
the eclectic approach simply leave one without a clear 
theoretical foundation? W hile my own approach to 
feminism is also largely eclectic, there are unresolved 
questions here about the feminist base from which 
bioethics is to be done. For instance, whether we take 
economics or gender to be central to women’s oppres­
sion may have serious implications for feminist ap­
proaches to health care.

Second, Sherwin argues for historical and political 
analysis of patterns of oppression. In her review of 
traditional problems and her proposal for new foci 
within the field of bioethics, she attempts to provide 
such analysis. But her reviews are often rather general, 
not punctuated with the statistics and evidence 
needed to convince some. Those not familiar with the 
feminist literature may not know that such evidence 
does in fact exist. There is a need in the feminist 
literature to bring together social analysis and ethical 
theorizing. Sherwin’s eminently sensible approach to 
the issues may, ironically, blunt some of the force of
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her arguments. The reader is lulled into saying “yes” 
but fails to realize how radical a response that “yes” is.

Third, there are unresolved ethical issues that 
must be confronted within feminism in order for 
feminists to contribute to debates in bioethics. If 
“reproductive freedom” for women is not to be taken 
as synonymous with autonomy, traditionally defined, 
then what does it mean? Is reproductive freedom 
always compatible with justice, or are there places 
where freedom might have to be curtailed in the 
interest of justice? If everything is distorted by social 
constructions of reality, then do we even know what 
it would mean to be “caring” or how to fit caring into 
a feminist ethic?

F ourth , Sherw in  works from a p r im ar ily  
philosophical base. Does feminist theology have some­
thing to contribute here that might again open up the 
discussion? Philosophical ethics itself needs to be 
“deconstructed” and “reconstructed” from a feminist 
perspective. Theological feminism might have some­
thing to contribute to this task.

Fifth, and a related concern: if feminist ethics is 
truly to combine a concern with context and a focus 
on principles, then attention will be needed to the 
princip les that m ight emerge from a fem inist 
standpoint. Sherwin proposes a principle of non­
exploitation or nonoppression. She also notes that 
most feminists argue strongly for women’s control 
over their own reproductive capacities. But other prin­
ciples might be important as well. For example, if 
relationality and caring are central to feminist ethics, 
then some principles drawn from covenant traditions 
might be applicable. There is much work to do to 
elaborate what a feminist bioethic would truly be.

It is to such future agendas that Sherwin invites 
us all. If we do not answer the invitation, the field of 
bioethics promises to stagnate. If we do answer it, we 
have the hope of a new approach to bioethics that 
genuinely addresses patterns of oppression in our 
world.
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Caplan Essays

Dennis Brodeur

Arthur Caplan. I f  l  Were a Rich Man Could I Buy a 
Pancreas? and Other Essays on the Ethics o f  Health Care. 
Bloomington: Indiana University Press, 1992.

A r t h u r  c a p l a n  h a s  c o m p i l e d  a  n u m b e r  of pre­
viously published articles and two new additions into 
a book. The reprinted articles reflect his work through 
the 1980s. As he states in his introduction, no over­
arching ethical methodology ties together this dis­
parate group of articles, but there is continued interest 
in the topics covered and the original articles are 
scattered and not readily accessible.

The elusive search for a “foundational ethic” of 
health care in this century is not Caplan’s concern. 
Rather, he states that the articles collected should be 
evaluated on the basis of the degree to which they 
contribute to a pragmatic endeavor. Do the articles 
help determine the nature of a problem, pinpoint the 
source of issues, and determine whether it is possible 
to do anything about them? The essays provide 
philosophical analyses of particular ethical questions. 
Readers interested in exploring theological and 
religious aspects of the topics w ill not find much to 
whet the appetite.

The collection of essays is divided into six sec­
tions. Not surprisingly, given Caplan’s practical con­
cerns, there is no exp lic it discussion of moral 
methodology, although certain normative themes are 
apparent—particularly in his discussions of organ 
transplants, animal and human experimentation, and 
money, medicine, and morality.

The strength of the collection lies in part 4, 
“Transplants and Other Unnatural Acts.” Readers 
familiar with Caplan’s ground-breaking work on 
transplants, required-request laws, and xenografts 
(tissue grafts between members of different species) 
w ill find familiar ethical analyses. Issues include 
obtaining the consent of family members to retrieve 
organs from the recently deceased, family conflicts,

Dennis Brodeur is senior vice president, SSM Health Care System, St. Louis, 
Missouri.
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the role of professionals, cost concerns, and a benefit- 
burden analysis of transplantation. The ethics of organ 
procurement are reviewed, and the essay that lends its 
title to the book addresses the practical realities of 
transplant decisions for hospital personnel and donors 
or their families. The recent case in Pittsburgh in 
which a baboon’s liver was transplanted into a person 
confirms the continuing relevance of Caplan’s excel­
lent summary of the ethical issues involved in 
xenografts. The issues outlined in that 1985 article are 
no more resolved today than when the article first 
appeared.

Other eth ical dilem m as involved in organ 
procurement that Caplan outlines also remain un­
resolved. How does society establish a protocol for 
requesting organs from a dead person’s family or from 
the family of a person expected to die soon? Should 
laws be changed to presume consent to organ dona­
tion? How should these issues be addressed in the 
health care community and society at large? The 
ethical questions surrounding organ donations surface 
throughout the book— in sections on consent, the cost 
of new technology, rationing health care, and cost 
containment.

The second section of the book addresses ethical 
concerns in human and animal experimentation. 
Chapters 5 and 6, on social science research and the 
“duty” to serve as a subject of biomedical research, 
review ethical principles that are not new but that are 
still on the front burner of research ethics. Chapters 3 
and 4 are better organized and provide an introduction 
to the issues, examining when animal experimentation 
is ethically justified and then exploring procedural 
concerns when animal experimentation is warranted. 
Militant antivivisectionsts will not be satisfied with his 
arguments, but this is a well-argued conservative ap­
proach to respect for animal rights and human needs.

The chapters on transplants, human experimen­
tation, and animal experimentation give the reader the 
clearest peek at Caplan’s ethical methodological bias. 
One sees there his balanced commitment to human 
needs, societal concern, and the protection of rights. 
The chapters do not explore the philosophical founda­
tion for his moral claims, but readers can sense 
Caplan’s commitment to medically beneficial progress 
in transplants and experimentation and the need for 
society to think carefully about an ethic of obligation 
to care for, cure, and treat those in need. His essay

“Hard Data Is the Only Answer to Hard Choices” 
reiterates his arguments for a societal obligation to the 
sick and needy.

However, chapters that deal with choice and 
autonomy do not explore any social issues or concerns. 
The principle of autonomy and choice is addressed in 
the context of care for the aged, the chronically ill, and 
those in need of rehabilitative services. Caplan tackles 
the problems of consent for those who are not always 
competent to make medical decisions, for those who 
require long-term treatment and care due to trauma 
or disease, and for the institutionalized “long-term- 
care” population. He rightly points out that issues of 
consent for those in need of chronic care or rehabilita­
tive services differ from those of acute-care patients. 
The number of caregivers, the duration and process of 
treatment, and other factors affect the consent form.

In “Can Autonomy Be Saved?” Caplan analyzes 
the mandatory requirements of the Patient Self-Deter­
mination Act and the proposals for values histories and 
values baselines—especially for the aged. The analysis 
of procedures to identify value choices through various 
advance directive forms is interesting, but it does not 
get to the heart of the matter of lim its to the principle 
of autonomy.

Recent writings in biomedical ethics question the 
lim its of autonomy. Can patients or their surrogates 
demand certain “useless,” “futile,” or “minimal out­
come” treatments? How should one balance allocation 
and rationing choices with patient and family wishes? 
Is there no moral common ground for discussing 
lim its to decisions about the acceptance, withdrawal, 
or refusal of medical treatments? The chapters on 
autonomy and informed consent do not address these 
critical concerns.

Caplan seems to suggest that patient choice, based 
on legally or medically appropriate advance directives, 
should be followed. However, this begs the question 
of the lim its of patient autonomy, personal choice, and 
medical resources. Here the lack of any ethical 
methodology becomes problematic, for there is no 
basis for proscribing interventions on grounds of 
medical futility or of rationing principles. Perhaps he 
believes that no rationing is necessary. However, this 
is precisely the question being raised by many today. 
In the final section of the book on money, medicine, 
and morality, he discusses rationing and makes refer­
ence to the fact that this is the fodder of ethicists’ work
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today. It is one of the major issues of the current 
debate. Should society allocate certain health care 
resources? If so, what does this mean for personal 
autonomy— even in a value-based context? If auton­
omy is to be lim ited, should it not be for some publicly 
debated and consensual ideal? If so, does a value-based 
previous directive trump other medical and societal 
decisions? Caplan offers no clear argument about 
whether there is a lim it to autonomy or whether 
autonomy needs to be saved. The autonomy question 
raises issues of professional judgment, allocation of 
resources, the rationing of allocated resources, and 
personal and social decision making that are not ad­
dressed. An examination of choice by the aged in the 
present legal and moral context does not advance this 
important debate.

There are many years of research and development 
ahead for the Human Genome Project, which will 
stimulate moral arguments for many years to come. 
Newcomers, particu larly , w ill benefit from the 
analysis Caplan provides in his excellent chapter 
“Mapping Morality: Ethics and the Human Genome 
Project. ” This chapter addresses fundamental concerns 
about the relationship of science (supposedly morally

neutral) and the applications of science to the concept 
of human life and life in society. No startling new 
ethical principles appear in the chapter, but it does 
bring together a variety of ethical and scientific con­
cerns about this project and its possible implications 
for what it means to be “human,” to be “sick,” or to 
be in need of “care.”

Readers familiar with Caplan’s insightful work 
over the last 15 years w ill find a confirmation of his 
basic insight and philosophy in this volume. Those not 
familiar with his work w ill be introduced to both sides 
of ethical arguments about many topics of current 
debate. Readers who are looking for a consistent and 
thorough philosophical grounding and approach to 
health care ethics debates w ill not find one. But he 
promised it would not be there! Nonetheless, most of 
the chapters offer practical solutions to difficult ethi­
cal dilemmas. Some who disagree with Caplan will do 
so for methodological reasons. Others w ill do so be­
cause they do not share his assumptions, reasoning, or 
values. Whether one agrees or disagrees with Gaplan, 
the book merits careful reading. It captures the insight 
and wisdom he has brought to these ethical dilemmas 
over the last two decades.
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On nurses and caring

Hilde L. Nelson, “Against Carin g f  Jou rna l o f  Clinical 
Ethics 3, no. 1 (Spring 1992): 8—15.

Nel Noddings, “In Defense of Caring,” Journal o f  
Clinical Ethics 3, no. 1 (Spring 1992): 15—18.

Toni M. Vezeau, “Caring: From Philosophical Con­
cerns to Practice,” Journal o f  Clinical Ethics 3, no. 1 
(Spring 1992): 18-20.

R e c e n t  M E D I C A L  E T H I C S  L I T E R A T U R E ,  particularly 
that written by and for nurses, has shown interest in 
the feminist-generated “ethic of caring.” This trio of 
articles examines an ethic of caring from three perspec­
tives. Hilde L. Nelson offers a scathing critique of an 
ethic of caring as a model for the nursing profession. 
Nel Noddings, the most articulate proponent of an 
ethic of caring, responds to what she considers 
N elson’s complete m isunderstanding and m is­
representation of the ethic of caring. Toni M. Vezeau, 
a practicing nurse, concurs w ith Noddings and 
likew ise raises serious questions about Nelson’s 
portrayal of both the nursing profession and respon­
sible ethical reflection.

Because the ethic of caring has been embraced as 
an appropriate ethic for nurses, Nelson addresses her 
remarks to nurses and uses examples involving nurses 
to illustrate her points. Nelson draws on Noddings’s 
work for a definition of the ethic of caring: “a local 
ethics in which we maintain our relationships by a 
daily round of care for fam ily, friends, and the 
‘proximate stranger.’” She finds an ethic of caring, 
compared to an ethic of justice, not only inadequate

but dangerous; because an ethic of justice has been 
sufficiently critiqued, however, she offers a third alter­
native, an “ethic of attention.”

Nelson criticizes an ethic of caring from what she 
calls procedural and methodological angles. Under 
procedural points, she finds that the term caring has 
not been well-defined. Moreover, literature on the 
concept is theoretically inconsistent or irrelevant. For 
Nelson, vaunted notions of women’s subjectivity and 
intuition praised by the “feminine nurse-caring move­
ment” often become incoherent.

Nelson finds an ethic of caring, in addition to 
being conceptually confused, “dangerously narrow in 
scope.” It does not require us to test our values against 
universal reason, as does the impartial ethic of justice; 
it can obtain only local, parochial agreement. Clinical­
ly, it leaves nurses in the limited setting of the “lived 
experience” of day-to-day care and gives them no 
conceptual tools for examining broader concerns like 
societal health care or effecting systemic change in the 
social order.

Furthermore, an ethic of caring, according to 
Nelson, is “ultimately exploitative.” This exploitation 
arises on two fronts. First, although she understands 
Noddings’s rejection of justice as an abstract principle 
used to justify many evils, including the subjection of 
women, Nelson charges that caring is “blind and 
indiscriminate,” not subject to any regulation or direc­
tion (that is, it can be directed toward worthy or 
unworthy objects). Nelson believes that without prin­
ciples we will be unable to resist doing evil to strangers 
and intimates. W ithout principles, the parochial ethic 
of ca rin g  tends d angerously  toward racism , 
xenophobia, and care only for the present genera­
tion.
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But an ethic of caring tends to exploit a second 
group: women, and in particular, nurses. For Nelson, 
Noddings’s characterizations of care suggest unidirec­
tionality and selflessness. This selflessness, says Nel­
son, encourages the ideal of womanly sacrifice and 
reinforces oppression. For the nurse following patient 
advocacy theories rooted in an ethic of caring, it means 
that patients decide their care and the nurse simply 
carries out their wishes; it is “slave-caring . . .  the slave 
master’s fantasy of the loving mammy who, acting out 
of others’ motives rather than her own, lavishes care 
on the master’s son so that he may grow up to become 
a master (perhaps her master) himself.” Nelson also 
criticizes Noddings’s notion of “self care” as being 
selfless because it focuses on helping the caregiver care 
for others. In summary, “the ethics of care . . . cannot 
keep the nurse from harming herself in her interac­
tions with patients.”

Should such a flawed ethic be retained and cor­
rected? Nelson does not think so. Attempts to “stir” 
justice into the ethic of caring will not work. Nor will 
replacing the ethic of caring with the old, absolute, 
impartial ethic of justice. Nelson proposes that the 
nursing profession consider what she calls a par- 
ticularist ethic— an ethic of attention.

To describe this particularist ethic, Nelson draws 
on the writings of Simone W eil, Iris Murdoch, and 
Martha Nussbaum. She likens it to the loving atten­
tion found in the gaze of an artist toward a human 
reality. Such deliberate attention involves seeing just­
ly, lovingly, clearly, and realistically.

W hat links such careful scrutiny to ethics? Nel­
son cites Socrates’ dictum “the unexamined life is not 
worth liv ing,” which she calls his “knowledge.” Nel­
son finds the guide to virtuous action in the ability 
and habit of seeing clearly the details and nuances of 
a situation. Such careful attention becomes habitual, 
and, according to Nelson, provides moral direction. 
But by itself a careful gaze w ill not promote moral 
behavior; it must be accompanied by a commitment 
to right action and a sense of obligation.

Nelson believes that the ethic of attention corrects 
the inadequacies of an ethic of caring. She suggests 
that, although like caring, attention seems overly 
other-directed, as it matures, the attentive gaze will 
return from its focus on others to the self. This w ill 
result in less self-denial, more self-knowledge, and 
fewer illusions about the objectivity of decisions. This

mature gaze has the goal of principled and loving 
knowledge of all the particulars of a situation. Fineness 
of perception, in conjunction with principles of rights 
and utility, says Nelson, w ill keep us from treating 
strangers carelessly.

This ethic of attention, according to Nelson, im­
proves upon the abstract principles that have served 
the purposes of those who have the most power. It also 
has the capacity to address broader social questions 
because it begins with nursing care directed toward 
strangers, which has a “social intimacy” different from 
care for family. Nelson maintains that her ethic of 
attention still allows for the uniqueness of each of 
those personal relationships found in nurse-patient 
interactions. Moreover, the ethic of attention, Nelson 
asserts, can resist a tendency toward the subjugation 
of women, foster personal integrity, and promote 
awareness of larger social issues.

Nelson admits two weaknesses in her ethic but 
does not consider them fatal. First, perceptions of 
situations clearly w ill differ from person to person; she 
does not resolve this difficulty. And second, though 
this ethic of careful, just, and loving scrutiny seems 
idealistic, morality, says Nelson, should provide a goal 
to strive toward; she closes with the story of Sir 
Galahad, advocating his heroism rather than the 
caring of a suburban mother as an appropriate model 
for nurses. Nurses, and all of us, should become people 
who miss nothing, who pay attention with sensitivity 
and intelligence to all that occurs around them.

N odd ings m a in ta in s  th a t N elson has 
misunderstood her work. Using quotations from her 
text, Caring, Noddings shows that she does not advo­
cate selflessness and pathological caring. Nor does her 
concept of “motivational displacement” enjoin a 
warped sense of living solely for others: “Caring, as I 
have described it, is mainly a relational—not an in­
dividual—attribute or virtue. From this perspective, 
a person is a relational entity. When I maintain my 
capacity to care, I maintain my s e l f  in the deepest sense; 
I maintain my capacity to participate in caring rela­
tions.” Caring, says Noddings, is not self-abnegation, 
as Nelson charges. Such a conclusion may be drawn 
when we mistakenly think of persons as permanent 
carers. For Noddings, however, if the self is main­
tained in the best sense of that term, the person 
preserves her capacity to engage in caring relations in 
which she is sometimes cared for and sometimes carer.
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Neither should we assume that Noddings’s ethic 
of caring would let the patient do whatever he or she 
wants (in fact, Nelson’s description of this situation is 
structured less by an ethic of caring than by an ethic 
of autonomy). In any decision, the entire network of 
care should be considered. Noddings further admits 
that care does not correct the undervaluing of females, 
but she maintains that justice may not necessarily do 
so either, even though it pronounces all people equal. 
W hile noting that “neither caring nor justice neces­
sarily affects behavior,” Noddings suggests that care 
may better educate interpersonal actions because of its 
use of “small narratives.”

Noddings is puzzled by Nelson’s attacks, as she 
finds points of contact between an ethic of caring and 
an ethic of attention. She maintains that she and 
Nelson fundamentally agree on the importance of 
attention. Noddings, however, prefers the term 
engrossment to attention, even though it is vulnerable 
to a mistaken, sentimental interpretation. Noddings 
uses the term engrossment, which she likewise develops 
using W eil and Murdoch, because she considers two 
capacities significantly different— intellectual atten­
tion and interpersonal attention; Noddings holds 
that these are not always contained within the same 
person.

The real point of contention Noddings sees be­
tween her ethic and the particularist ethic of attention 
is Nelson’s need for a grounding principle of right and 
wrong, a master narrative of morals. If one has the 
habit of attention and sensitivity—Nelson’s ethic— 
and a mature sense of responsibility—the companion 
Nelson gives to her ethic—why does one need a 
grounding theory? Noddings holds that the well- 
developed sense of obligation comes from the habit of 
motivational displacement (her term for seeing others’ 
concerns as our own): If I truly feel the pain of the 
oppressed and allow this feeling to lead me, I w ill aid 
them without needing to consult other principles. 
Finally, Noddings notes that while an ethic of caring 
may not provide a theory for developing more just 
social procedures, it can give direction. An ethic of 
caring is capable of addressing social problems, but 
further work must be done to demonstrate this.

Caring is what Vezeau does as a nurse; it is her 
“lived experience.” Consequently, she sides with Nod­
dings and pointedly criticizes Nelson’s views. For 
Vezeau, Nelson misunderstands nursing and devalues

nurses’ capacities for intellectual and moral reflection. 
Vezeau maintains that, in addition to making moral 
decisions that are contextual and local, nurses can 
relate one context to another and thus imagine alter­
natives not seen in the present situation.

Moreover, Vezeau claims, Nelson misunderstands 
not only nurses but “caring as it is lived in nursing 
practice.” For Vezeau, caring is not a theoretical norm 
for interaction but a reality, existing only in a valued 
relationship. Caring does not involve rules and flow 
charts, but verstehen, understanding, of the people 
cared for. Verstehen is different from Nelson’s attention'. 
attention is objective, unrelated, reductionistic obser­
vation while verstehen is local knowledge of patients, 
developed by nurses working toward whole-self 
relationships (involving senses, feeling, and spirit) 
with particular patients.

Vezeau counters Nelson’s portrayal of caring nur­
ses as “altruistic drones. ” Nurses are in the field of care 
because they value “the relationship,” which provides 
the opportunity to learn what it is to be human. This 
is possible because caring is not unidirectional but part 
of a m utual and reciprocal relational context. 
Moreover, Vezeau’s description of caring communi­
cates its inherently moral, because teleological, char­
acter: “Caring in nursing practice is not limited to 
‘caring about,' as Nelson asserts. We care fo r  and 
toward.” Vezeau’s more lived and nuanced discussion 
of caring illustrates how nurses are able to care and 
still maintain their identities: “To assert otherwise is 
to perpetuate the sexist view that women cannot be 
intimate without losing themselves in the process.”

After challenging Nelson’s portrayal of nursing 
and caring, Vezeau turns to what she believes under­
lies Nelson’s charge: a strong discomfort with the 
ambiguity of actual ethical decision making. Vezeau 
finds in Nelson a contradictory desire for an ethical 
framework that is at once specific, broad in scope, and 
open to variability in decision making. But am­
biguity, Nelson’s enemy, is the stuff of the moral life; 
for Vezeau, “The purpose of an ethical framework is 
not to provide formulas to solve the predicament, but 
to carve out a place for the discussion of am biguity.” 
Caring, comfortable in the shadings of ethical 
deliberations, helps create this space. The uncertainty 
embraced by an ethic of caring keeps it from becom­
ing, as feared by Nelson, too narrow in scope, because 
it w ill recognize the variability of perception and
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perspective and therefore be reluctant to close off 
options. Vezeau believes, along with Noddings, that 
although caring w ill not lead to principles or laws, it 
w ill create a context for “improved thinking and 
enhanced compassion based on sustained presence in 
difficult human complexities.”

Vezeau finally rejects Nelson’s model of hero as 
“unworkable and undesirable” for nursing practice. 
The image she suggests resembles more a companion 
than a savior: one who attends to patients’ humanity 
and in the process retains her own.

—Agnes Coveney 
Research Assistant

P lanned Parenthood v. Casey:
The current state of abortion law

ON J U N E  2 9 ,  1 9 9 2 ,  T H E  S U P R E M E  C O U R T  delivered its 
latest abortion opinion. In Planned Parenthood o f  
Southeastern Pennsylvania, et al. v. Robert P. Casey, et a l. 1 
the Court upheld four of the five disputed state restric­
tions on abortion in the Pennsylvania Abortion Con­
trol Act (the “Act").2 The “joint opinion” in Casey, 
authored by Justice O’Connor, who was joined by 
Justices Kennedy and Souter (in this holding, Justices 
Blackmun and Stevens also concurred), explicitly 
“reaffirmed” constitutional protection of a woman’s 
decision to terminate her pregnancy. In the process, 
the Court “reaffirmed” and put forth its own inter­
pretation of the “central” holdings of Roe v. Wade, the 
1973 abortion decision.3 The facts in Casey forced the 
Court to find the proper balance between a woman’s 
right to terminate her pregnancy and the state’s inter­
est in protecting the life of the fetus and the health of 
the woman, which, the Court argues, it accomplishes 
through restricting abortions. The resulting opinion 
in Casey provides only general guidance and will likely 
necessitate more litigation  regarding the precise 
balance between individual and state rights. This 
article discusses the joint opinion and the various 
concurring and dissenting opinions and sets out the 
“law on abortion” as it stands, according to the 
Supreme Court.

The plaintiffs in the original case were five abor­
tion clinics and one physician representing himself

and a class of abortion-performing physicians. They 
filed a lawsuit in the United States District Court in 
Pennsylvania, asking the court to declare five 
provisions of the Act unconstitutional and to prevent 
the Commonwealth of Pennsylvania from enforcing 
them. Three of the provisions concerned requirements 
that had (with certain exceptions) to be met before an 
abortion could be performed: informed consent of the 
woman seeking an abortion, parental consent in the 
case of a minor, and notification of a spouse. A fourth 
provision defined a “medical emergency” that would 
necessitate an immediate abortion; this definition was 
central because in cases where a “medical emergency” 
existed, the Act exempted compliance with the above 
three restrictions. A fifth provision imposed certain 
reporting requirements on abortion facilities.

These five provisions can be summarized briefly:

§3205, on informed consent with 24-hour 
waiting period: Except in cases of “medical 
emergency,” no abortion can be performed on 
a woman unless she has given her “informed 
consent”: at least 24 hours before the proce­
dure is performed, she is to be provided by 
the physician information on the nature of the 
procedure, the health risks of both abortion 
and childbirth, and the likely age of the fetus.

§3206, on parental consent: Except in cases 
of “medical emergency,” no unemancipated 
young woman under 18 may obtain an abor­
tion unless she and one of her parents or her 
guardian provides informed consent. If 
neither a parent nor her guardian consents, a 
court may authorize an abortion upon deter­
mining that the woman is mature and capable 
of giving informed consent and has in fact 
done so, or that an abortion would be in her 
best interests.

§3209, on spousal notification: Except in 
cases of “medical emergency,” a physician 
may not perform an abortion on a married 
woman without receiving a signed statement 
from the woman that she has notified her 
spouse that she is about to undergo an abor­
tion. The woman may provide an alternative 
signed statement certifying (1) that her hus-
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band is not the man who impregnated her;
(2) that her husband could not be located;
(3) that the pregnancy resulted from a spousal 
sexual assau lt that she has previously 
reported; or (4) that she believes that notify­
ing her husband will cause him or someone 
else to injure her bodily. The state may revoke 
the license of any physician violating this 
section, and hold the physician liable in 
damages to the husband.

§3203 , on a defin ition o f  “m edical em er­
gency”: A “medical emergency” is defined as 
a condition which, in a physician’s “good 
faith” judgment, necessitates an immediate 
abortion to avert the mother’s death, or for 
which a delay creates “serious risk of substan­
tial and irreversible impairment of a major 
bodily function.”

§§3207(b), 3214(a) and (f), on reporting  
requirem ents: For each abortion, a report 
must be filed containing public health infor­
mation, including the number of prior preg­
nancies and abortions and the gestational age 
of the fetus. The woman’s anonymity is ex­
plicitly preserved.

After a three-day trial, the District Court ruled in 
the plaintiffs’ favor, preventing Pennsylvania from 
enforcing these provisions. The defendants, including 
the Governor of Pennsylvania, appealed. The Third 
Circuit Court of Appeals reversed the District Court, 
concluding that four of the five provisions were con­
stitutional and that only the spousal consent provision 
violated women’s constitutional rights. The original 
plaintiffs (the “petitioners” in front of the Supreme 
Court) then appealed to the Supreme Court, which 
heard oral argument in April 1992 and released its 
decision two months later.

Much of the publicity surrounding the case, and 
indeed much of its legal importance, involves the 
Court’s interpretation and the continuing validity of 
Roe v. Wade. The petitioners argued that none of the 
contested provisions of the Act could be upheld unless 
the Court explicitly overruled Roe. The “respondents” 
in the case, including the Governor and Common­
wealth of Pennsylvania and the United States, acting

through the Solicitor General (“responding” to the 
petition), urged the Court to overturn Roe and uphold 
the Act in its entirety. The Court was thus asked either 
to overrule Roe or to reinterpret it in a way consistent 
with its holdings in the 1992 case.

This it did: the first three sections of the joint 
opinion are devoted to reaffirming and reinterpreting 
Roe’s continuing precedential and legal value. Because 
a majority of five justices agreed with the holding of 
these three sections (both Justice Blackmun, the 
author of Roe, and Justice Stevens filed separate con­
currences with them), these sections represent “the 
law.” These five justices differed, however, on whether 
particular provisions of the Act are inconsistent with 
Roe and with the Constitution. But, at a minimum, 
Justices O’Connor, Kennedy, and Souter clearly ar­
ticulated a view of “Roes  essential holding.” In their 
view, Roe had three central holdings: (1) before the 
fetus’s viability, a woman has the right to an abortion 
without “undue interference” from the state; (2) after 
viability, the state may restrict abortions, so long as 
the restrictions contain exceptions allowing abortion 
in pregnancies that threaten the mother’s life or 
health; and (3) from the outset of the pregnancy, the 
state has a legitimate interest in protecting both the 
health of the woman and the life of the fetus. It appears 
that these holdings contradict one another. The Court 
recognized this. The five justices in the majority that 
affirmed Roe struggled to sort out the parameters of 
just how far the state may restrict a woman’s right to 
a previability abortion in order to foster its policy of 
protecting her health and life and the life of the fetus.

As did the majority opinion in Roe, the majority 
in Casey explicitly “reaffirmed” constitutional protec­
tion of a woman’s right to decide to terminate her 
pregnancy. However, the language of Roe differs from 
that of Casey in describing this right. In Roe, the Court 
held that a woman’s right to a previability (or first- 
two-trimester) abortion is based upon the “fundamen­
tal” right of “privacy,” which encompasses a woman’s 
decision to terminate her pregnancy. The authors of 
the joint opinion in Casey recast this right as an 
example of a citizen’s “liberty” interest and declared 
that this is really what Roe stood for all along. In this 
way, they sidestepped the controversial issue of 
whether “privacy” is a “fundamental” right found 
explicitly or implicitly in the Constitution. Instead, 
they based a woman’s right on the individual’s liberty
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interest, which unquestionably protects fundamental 
rights, including, the joint opinion states, the right 
“to be free from unwarranted governmental intrusion 
into matters so fundamentally affecting a person as the 
decision whether to bear or beget a child.” This is 
important because it determines the state’s power to 
restrict the right; a state has more power to restrict a 
“nonfundamental” right, such as education.

In Supreme Court jurisprudence, any state restric­
tion of such a “fundamental” right as liberty is 
reviewed under the “strict scrutiny” standard. This has 
meant that the right could not be restricted except to 
serve a “compelling” state interest. In the view of the 
joint opinion’s authors, the right to abortion derives 
from the “due process” clause of Section 1 of the 14th 
Amendment (ratified in 1868), which reads, in per­
tinent part: “[no state shall} deprive any person of life, 
liberty, or property, without due process of law; nor 
deny to any person within its jurisdiction the equal 
protection of the laws.” The issue surrounding a 
woman’s “right to choose” involves her “liberty.” Read 
litera lly , this important constitutional provision 
seems to refer only to “procedural due process” and to 
imply that a state may make any deprivation so long 
as it affords citizens a fair hearing. However, in a line 
of venerable decisions, the Court has held that “sub­
stantive due process” also exists— there are certain 
government actions that are barred regardless of the 
fairness of the procedures used to implement them. 
These substantive liberties, referred to in, but not 
exhausted by, the B ill of Rights, are incorporated into 
the 14th Amendment. In addition, the 14th Amend­
ment protects against more than just those practices 
that were protected against in 1868, when the amend­
ment was adopted. In the famous language of Justice 
John Harlan, “‘liberty’ is not a series of isolated points 
pricked out in terms of the taking of property; the 
freedom of speech, press, and religion . . . and so on. 
It is a rational continuum which, broadly speaking, 
includes a freedom from all substantial arbitrary im­
positions and purposeless restraints.”5

As Justice O’Connor framed it, the issue in Casey 
is how far a woman’s “protected liberty interest” in 
“personal decisions relating to marriage, procreation, 
contraception, pregnancy and child rearing” may go 
without governmental interference such that (as in the 
Act) the “woman [would lack] all choice in the matter, 
except perhaps in those rare circumstances in which

the pregnancy is itself a danger to her own life or 
health, or is the result of rape or incest.” These matters 
involve a classically liberal, Enlightenment view of 
human freedom. The joint opinion declares: “the most 
intimate and personal choices a person may make in a 
lifetime, choices central to personal dignity and 
autonomy . . . are central to the liberty protected by 
the 14th Amendment. At the heart of liberty is the 
right to define one’s own concept of existence, of mean­
ing, of the universe, and of the mystery of human life.” 

How, then, do we balance the woman’s liberty to 
choose whether to terminate her pregnancy against 
the state’s interest in protecting both her and the 
fetus? Part 4 of the opinion, to which only Justices 
O’Connor, Kennedy, and Souter agreed, answers this 
question by relying on the concept of viability. Before 
viability, a woman has the right to choose to terminate 
her pregnancy. But the state may still enact regula­
tions designed to ensure that the woman’s choice is 
“thoughtful and informed” and may even allow the 
state to disseminate pamphlets designed to apprise the 
woman of “philosophic and social arguments of great 
weight” in favor of continuing her pregnancy to full 
term. After viability (as even Roe acknowledges), the 
state has an uncontroverted interest in protecting the 
potential life represented by the fetus. Roe did not 
establish an unconditional, absolute right to choose an 
abortion. And not every law making a right more 
difficult to exercise necessarily constitutes an infringe­
ment of that right. Thus, the joint opinion continues,

Only where state regulation imposes an undue bur­
den on a woman’s ability to make this decision does 
the power of the State reach into the heart of the 
liberty protected by the Due Process Clause, (em­
phasis added)

All regulations interfere to some extent; the issue is 
whether that interference constitutes an “undue bur­
den.”

But what is an “undue burden?” As the joint 
opinion declares, it means

that a state regulation has the purpose or effect of 
placing a substantial obstacle in the path of a 
woman seeking an abortion of a nonviable fetus. A 
statute with this purpose is invalid because the 
means chosen by the State to further the interest in 
potential life must be calculated to inform the 
woman’s free choice, not hinder it.
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The opinion wishes to preserve the woman’s right to 
make the ultimate decision but not necessarily her 
right to be free from the influence of others in doing 
so.

W hile this “undue burden” standard may con­
stitute the most important part of the decision, tech­
nically it commands the assent of only three justices. 
Both Stevens and Blackmun dissented from the sec­
tion of the joint opinion that announced the “undue 
burden” standard. Both believe that the right to abor­
tion is “fundamental,” requiring protection by the 
“strict scrutiny” standard. Both would strike down 
much more of the Act than did Justices Kennedy, 
O’Connor, and Souter. (Stevens would leave only the 
definition of medical emergency and the reporting 
requirements of §3207(b); Blackmun would strike 
down all but the definition of medical emergency.) 
Both acknowledged, however, that the undue burden 
standard serves a useful purpose, and neither explicitly 
repudiated the standard. Thus for now it appears that 
the key issue in determining the constitutionality of 
all future abortion regulations w ill be whether they 
impose an undue burden on the availab ility of 
previability abortions. This may well be Casey’s legacy 
to the public debate on abortion for years to come.

Applying this standard to the five contested 
provisions of the Act, the five justices first affirmed 
the validity of the definition of medical emergency. The 
challengers of the definition, the petitioners, had ar­
gued that it was too narrow, in effect preventing 
immediate abortions in three circumstances that 
might lead to illness with substantial and irreversible 
consequences. The Court interpreted the provision 
such that these circumstances would be considered 
“serious risks,” thus allowing immediate abortions 
when these risks occur.

Regarding the “informed consent” provision of 
the Act, the joint opinion held that the state may, at 
any time during the pregnancy— even the previability 
stage— require a woman to give her informed consent 
to the abortion as a condition of receiving it. (Justices 
Blackmun and Stevens dissented to this part, but 
Rehnquist, Scalia, and Thomas agreed, thus making 
it “the law.”) The provision requires that, at least 24 
hours before performing an abortion, a physician in­
form the woman of the nature of the procedure, the 
health risks of an abortion and of carrying the preg­
nancy to full term, and the probable age of the fetus.

In addition, either the physician or a qualified non­
physician must inform the woman of the availability 
of printed materials published by the state describing 
the fetus and containing information about medical 
assistance for birth, child support from the father, and 
agencies that provide adoption and other services as 
alternatives to abortion. The petitioners did not chal­
lenge the requirement of informed consent itself— 
many medical procedures require it as a precondition. 
Rather, they contested the 24-hour waiting period and 
the provision of specific information by the physician. 
The joint opinion (with the concurrence of Justices 
Rehnquist, Scalia, Thomas, and White) holds that a 
state may, consistent with Roe and the 14th Amend­
ment, require the provision of “truthful and nonmis­
leading” information about the risks, even if not 
directly relevant to the particular woman’s situation. 
Requiring that a physician provide the information 
also does not present an undue burden on the woman. 
(Both Justices Blackmun and Stevens objected to this 
holding as demeaning to women by implying that 
their initial decision to obtain the abortion is not taken 
seriously.)

The three justices also upheld the 24-hour wait­
ing period (likew ise , w ith  the concurrence of 
Rehnquist, Scalia, Thomas, and W hite, and over the 
dissents of Blackmun and Stevens). They argued that, 
as a result of this waiting period, abortion decisions 
w ill be more informed and deliberate, and in the case 
of a medical emergency, the period may be avoided 
altogether. The delay otherwise causes no appreciable 
health risk. But, petitioners argued, in practice the 
delay may subject women to harassment by anti­
abortion protesters and require poorer women to 
spend more money because they must make at least 
two visits to the doctor. The joint opinion rejected 
these arguments as well. Potentially increased costs 
and risks of delay, they held, do not constitute an 
undue burden.

Regarding parental consent, the joint opinion 
(with the concurrence of Rehnquist, Scalia, Thomas, 
and W hite) holds that a state may require a minor 
seeking an abortion to obtain the consent of a parent 
or guardian, provided there is an adequate judicial 
bypass procedure. Both Justices Blackmun and 
Stevens dissented from this holding on the basis that 
the Act goes too far— it requires not only that a parent 
consent but that the physician provide parents with
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information in a face-to-face meeting. This might lead 
to long delays and thereby violate a minor’s abortion 
rights.

The spousal notification provision was the only 
section of the Act that the joint opinion (and Justices 
Blackmun and Stevens) struck down as imposing an 
undue burden (over the dissents of the four remaining 
justices). The Act allows exceptions to the spousal 
notification requirement only in cases in which the 
woman has previously reported a sexual assault by her 
husband. But the evidence on the record before the 
Court showed that the vast majority of such assaults 
go unreported. Thus the five justices agreed that the 
notification requirement would constitute a substan­
tial obstacle for women seeking abortion. Moreover, 
the five justices objected to the view of marriage 
reflected in this statute. In emotional language, Jus­
tice O’Connor’s opinion disposed of the argument that 
the husband’s interest in his child’s life outweighs his 
wife’s right to terminate her pregnancy. The under­
standing of marriage and the relationship between the 
sexes implicit in this provision “is consonant with the 
common-law status of married women but repugnant 
to our present understanding of marriage and of the 
nature of the rights secured by the Constitution.” If 
the husband’s interest in the potential life of his child 
outweighed his wife’s liberty interest, she reasoned, 
the state could, logically, require a married woman to 
notify her husband before engaging in any conduct 
causing risks to the fetus, including drinking alcohol 
or using contraceptives.

Finally, over the dissent only ofjustice Blackmun, 
the Court upheld the reporting requirements of the 
Act, all of which relate to the state’s interest in 
promoting public health. Collecting medical informa­
tion remains critical to maintaining public health, and 
these requirements do not appear to pose any obstacle 
to a woman’s right to obtain an abortion.

In a dissenting opinion (with which Justices 
Scalia, Thomas, and W hite concurred) Chief Justice 
Rehnquist argued that the Court should have over­
ruled Roe and upheld the Act in its entirety. Rehnquist 
contended that the joint opinion in effect gutted Roe 
of any real substance by changing the critical turning 
point from Roe’s old trimester system to viability of 
the fetus. Moreover, Rehnquist argued that the right 
to an abortion is nowhere found in the Constitution 
and thus cannot be a “fundamental” right, entitled to

the same protection as those enumerated in the Bill of 
Rights. The right to abortion can and should be 
restricted by a state so long as the state shows that it 
has a “rational” reason for doing so. He believes that 
the restrictions imposed by the Act are rationally 
related to the state’s interest in potential life. Justice 
Scalia’s dissent (also joined by Rehnquist, Thomas, 
and White) echoed these concerns. Scalia does not 
believe that the right to an abortion, at any time 
during pregnancy, exists anywhere in the Constitu­
tion; it must be granted directly by a state legislature. 
His opinion rested largely on his more literal inter­
pretation of the Constitution and what he called 
“longstanding traditions of American society” that 
have permitted that abortion be legally proscribed.

So, the “law of the land” can be summarized as 
follows: states may regulate abortions at any time 
during a pregnancy so long as the restrictions do not 
place an undue burden on the woman’s liberty to 
terminate her pregnancy. If the regulation restricts the 
availability of postviability abortions, except in ex­
treme cases (medical emergencies, rape, or incest), it 
is like ly to be upheld, because such regulations 
probably do not constitute undue burdens. Regarding 
previability abortions, where the real controversy 
presents itself, a spousal notification provision like the 
one in the Act does place such an undue burden on a 
woman and would thus be unconstitutional. It was 
also established that a state has a legitimate interest 
in providing information designed to encourage 
women to carry their pregnancies to term. Thus, 
without convincing evidence that the providing of 
information in fact poses a substantial obstacle to a 
woman’s liberty, a state may require physicians to 
provide to the woman unambiguously anti-abortion 
information published by the state.

We are sure to see more abortion cases in the 
federal courts, and probably in the Supreme Court as 
well. The “undue burden” standard leaves open the 
possibility that the Pennsylvania Act, or others like it 
(for example, M ississippi’s abortion law, which 
provides for a 24-hour waiting period), may in fact 
pose a substantial obstacle to women seeking 
previability abortions. This is a certain recipe for more 
litigation, for refinement of what constitutes an 
“undue burden” or a “substantial obstacle” and what 
does not. Neither the Pennsylvania nor the Mississippi 
statute has been in effect long enough to document
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the consequences of the 24-hour waiting period or the 
psychological effects of providing women with certain 
state-supported or state-published anti-abortion 
pamphlets. Casey declares only that various provisions 
of the Act are not unconstitutional on their face. No 
court has yet had time to consider or litigate the actual 
ramifications of such a statute in practice.

Casey makes viability the new pivotal point in the 
law’s judgment about when the state may restrict a 
woman’s right to an abortion and thereby favor the 
potential life of the fetus over the woman’s liberty 
interest. In so doing, the Court seems im plicitly to 
have judged that (if an American state so decides) a 
viable fetus represents a being with moral standing 
equal to its mother’s autonomy reflected in her right 
to control her own reproductive capacity. Equally 
important, by striking down the spousal notification 
provision of the Pennsylvania act, a majority of the 
Court has affirmed that a husband’s interest in a 
marriage should not and may not allow him to veto 
his wife’s decision to terminate her pregnancy, and 
that, in any event, a woman may, by herself, make a 
sound moral (and legal) decision to terminate her 
pregnancy for nontherapeutic reasons.

— Steven I. Berlin 
Research Assistant

1. 60 U.S. Law Week 4795 (1992).

2. 18 Pa. Cons. Stat. §3200 et seq. (1990). Interestingly, Casey 
is the second decision in which the Supreme Court has con­
sidered the constitutionality of this statute, making Pennsyl­
vania an abortion battleground in the courts. In the 1986 case 
of Thornburgh v. American College o f  Obstetricians and 
Gynecologists, 476 U.S. 747, the Court ruled that an earlier 
version of that law was unconstitutional to the extent that it 
required that women be given specific “informed consent” 
information intended to discourage abortions. The current 
version of the act was drafted specifically to revisit before the 
Court the issues ultimately decided.

3. 410 U.S. 113 (1973).

4. Indeed, in his dissent, joined by Justices Scalia, Thomas, and 
White, Chief Justice Rehnquist argued that Roe should have 
been overturned immediately. In answer to Rehnquist’s dis­
sent, the joint opinion holds that Roe should not be over­
turned: Roe is not unworkable in practice, and women have 
relied on the availability of abortions in organizing their 
intimate relationships and defining themselves and their place 
in society. Moreover, the law has not changed so as to make 
the doctrine of Roe obsolete; nor has the factual basis on which

Roe was premised changed. To overturn Roe on the basis that 
many may disagree with it would, in the view of five justices, 
undermine the Court’s legitimacy.

5. Taken from his dissenting opinion in Pock Ullman, 367 U.S. 
497, 543.

Do physicians make 
too much money?

Howard J . Curzer, “Do Physicians Make Too Much 
Money?” Theoretical Medicine 13, no. 1 (March 1992): 
45-65.

David A. Hyman, “Professional Profiteering? The 
Ethics of Physician Entrepreneurship,” Perspectives in 
Biology and Medicine 35, no. 3 (Spring 1992): 318—29.

DO PHYSICIANS MAKE TOO MUCH MONEY? This 
question is pertinent for those thinking about effective 
yet just ways to reform health care, whether they are 
motivated by pragmatic concerns or religious convic­
tions regarding economic and social justice. These 
articles examine physician reimbursement from two 
angles: Howard Curzer investigates the disparity be­
tween the incomes of physicians and those of other 
professionals; David Hyman examines physician 
ownership in medical facilities.

Curzer sets the context for this discussion. He 
cites that “in 1988 the median annual net income of 
physicians in the USA was $117,780” and notes that 
this is “four times the average income of people work­
ing in all domestic industries in the USA.” Curzer 
examines four principles of economic justice tradition­
ally invoked to warrant this income differential: (1) 
Aristotle’s Income Principle; (2) the Free Market Prin­
ciple; (3) the U tilitarian Income Principle; and (4) 
Rawls’s Difference Principle. After defining each prin­
ciple and describing how each is invoked, Curzer 
argues that none of these sufficiently defends the 
magnitude of the income disparity between physicians 
and the rest of society.

Curzer defines Aristotle’s Income Principle: 
“People with equal amounts of characteristic C ought 
to receive equal incomes. People w ith unequal 
amounts of C ought to receive proportionately un­
equal incomes.” He notes that this is a formal prin-
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ciple, which must be supplemented by a material 
principle specifying characteristic C; traditionally, C 
is linked with effort, talent, or contribution to society. 
Aristotle’s Income Principle will supply different 
answers depending on the material principle chosen. 
Curzer examines these three material principles in­
dividually, citing traditional arguments and draw­
backs, and concludes that, all in all, Aristotle’s Income 
Principle fails to justify physicians’ high income. Be­
cause no one really appeals to Aristotle’s Income Prin­
ciple but rather to one of the other three, Curzer 
admits that these critiques are mostly moot.

Curzer discusses the Utilitarian Income Principle 
and Rawls’s Difference Principle together because 
they appeal to sim ilar arguments. In utilitarian think­
ing, says Curzer, “the just way of distributing income 
in a society is the way which w ill maximize happiness 
for the society.” Rawls’s Difference Principle adds a 
layer to utilitarianism , offering a mechanism for deter- 
mining “just inequalities”: ‘“social and economic ine­
qualities are to be arranged so that they are to the 
greatest benefit of the least advantaged’ insofar as this 
can be done without restricting the basic liberties and 
fair equality of opportunity within the society.” These 
determinations are to be made by those who are 
“rational, self-interested, [and] non-envious” from be­
hind a “veil of ignorance,” that is, without prior 
knowledge of which socioeconomic group they will 
belong to. Curzer identifies ten steps that the 
proponents of both principles use to justify physicians’ 
incomes and offers counterarguments for many of 
these steps.

The final, and most popular, justification is the 
Free Market Principle, defined by Curzer as follows: 
“All acquisitions and transfers involving force, threat 
of force, or [coercion] are unjust. All other acquisitions 
and transfers are just. Distributions are just if and only 
if they arise from preceding just distributions through 
just acquisitions and transfers, or they arise from 
preceding unjust distributions through the ap­
propriate rectifications.” Curzer identifies “free 
marketeers” as either “hard core” or “soft core.” Both 
share the above principle but differ concerning what 
counts as force or coercion and what constitutes a truly 
fr e e  market. Hard-core free marketeers are staunch 
libertarians: autonomy— defined as absence of coer­
cion against one’s life, freedom, or property—is 
paramount. Soft-core free marketeers, recognizing the

systemic character of the free market, extend this 
autonomy to include “freedom to choose without coer­
cion, deception, or monopoly.”

The Free Market Principle justifies physicians’ 
high incomes by arguing that physicians’ incomes do 
not involve force, threat of force, or constraint of 
freedom. Curzer suggests that health care is currently 
not a free-market industry (regulation and restriction 
of physician-supply do exist), that it is subsidized by 
huge governmental funding at all levels (medical 
education, research and development, hospital con­
struction), and that it has been created out of a series 
of past unjust transactions. (He might have also noted 
that in times of illness, those who seek health care are 
not “autonomous,” are in many ways “coerced,” and 
are not in a position to shop for the best deal, as a 
free-market model would suggest.)

A PRACTICE OFTEN JUSTIFIED BY AN APPEAL to the 
Free Market Principle is physician entrepreneurship, 
which David Hyman takes to task in his article, 
“Professional Profiteering? The Ethics of Physician 
Entrepreneurship.” Citing the ongoing conflict over 
physician compensation, Hyman identifies the ten­
sion at the core of the controversy: “Medicine is a 
profession, bound by ethical principles. Medicine is 
also a business, whereby its practitioners hope to earn 
a living.”

Hyman defines physician entrepreneurship 
(which he wryly refers to as an oxymoron) as “the 
receipt of income in one way or another for making a 
‘referral’ of some sort.” This includes referrals for 
prescriptions, to hospitals to which the physician is 
linked, or to laboratory, technical, or outpatient 
facilities in which the physician has an investment 
interest; Hyman argues that these practices are essen­
tially the same as the traditionally condemned practice 
of fee-splitting. He identifies two problems with these 
practices: the related issues of conflicts of interest and 
erosion of trust.

Hym an challenges the grow ing im age of 
physicians as technicians. He recalls the traditional— 
and not yet abandoned— self-image of physicians as 
members of a profession who have “professed” to place 
patients’ interests above their own when it comes to 
making decisions about patient care. The physician is 
not an entrepreneurial capitalist; as Hyman notes, “the
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standard is not caveat emptor, the general rule of the 
marketplace.” Rather, the physician is a trustee—the 
nature of illness and healing requires a fiduciary 
relationship based on confidence and trust.

Not only does entrepreneurial activity threaten to 
sway the decision-making process away from patients’ 
needs toward physician self-interest, it also under­
mines this essential trust. For the most part, physician 
investment interests are not revealed to patients; 
patients are thus unable to make fully informed 
decisions and give the appropriate consent.

The f in a l argum en t ag a in s t p h ys ic ian  
entrepreneurship is simply financial: referral reimburse­
ment w ill tend to encourage overtesting and general 
overuse, driving up the already uncontrollable costs of 
health care. History certainly backs up this argument.

Hyman suggests that both professional societies 
and legislation can help solve the problems associated 
with physician entrepreneurship. The profession

needs to set a standard for itself, and indeed, Hyman 
notes that a number of societies— the American Col­
lege of Physicians, the American College of Surgeons, 
the American College of Radiology, and the Institute 
of Medicine’s Committee on For Profit Enterprise in 
Health Care— have already registered strong negative 
reactions to these practices and have enacted or sug­
gested stringent regulations. Interestingly, the AMA 
has taken a more contradictory approach: it has con­
demned conflict-of-interest situations but sanctions 
“physician ownership of facilities to which they refer 
patients.” In conclusion, Hyman notes, it w ill probab­
ly be only through legislative effort and sanction that 
these practices w ill be curbed, for the ethical injunc­
tions of professional societies w ill restrain only those 
with integrity.

—Srinivas Reddy 
Research Assistant
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