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Second Opinion, as its name implies, recognizes that the complexities o f 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 of 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
The Powers That Be

Power is at issue in this issue of Second Opinion. It 
is a topic that demands handling with care, since 
many treatments of the theme in today’s scholarship 
are so marked by ideology thar they patently repre­
sent efforts to replace one kind of power or sets of 
powers with other, similar ones.

One of the fashionable uses of the concept of 
power is traceable to the writings of Antonio 
Gramsci. The Italian revolutionary was sometimes 
described as “rhe Marxist you can bring home to 
mother,” a description that made sense only if you 
had a certain kind of mother or if you knew relarive- 
ly little of Marx and Gramsci. He was not really a 
“soft” Marxist, but his theory related more directly 
to societies this side of the old Iron Curtain than did 
many others.

The twist that made Gramscianism more conve­
nient than some others is this; while someone, some 
set, has hegemony—the favored word for domina­
tion—there is always some complicity by the domi­
nated. This has to be overcome. Thus slaves or peas­
ants found no way to imagine being free and so 
endured slavery or serfdom. Thus women and chil­
dren, the poor and the weak, “went along” with the 
domination by men in power. Witness the fact that 
women are often a majority among supporters of 
religious fundamentalist movements worldwide, 
movements that demand ever more submission from 
women. These women often themselves preach the 
gospel of such submission to males and oppose fem­
inisms worldwide.

Second Opinion does not recognize irself as “ideo­
logical.” It is directed to helping fulfdl the mission

of the Park Ridge Center, which means that it is to 
see that the “faith dimension” is reckoned with in 
talk about caring and curing, healing and restoring, 
making moral and erhical sense. At the same time it 
has to be alert to the way power is wielded.

So it was that the Center attempted to help ful­
fill its mission during 1994 by sraging scholarly 
events related to the United Nations International 
Conference on Population and Development (ICPD) 
at Cairo. Some religious voices made it clear that 
they were concerned abour critiques of traditional 
authorities in matters of reproductive health and 
decision making. Clearly, out of numbers of religious 
and cultural traditions, women were asserting them­
selves at the ICPD. Ethicist Christine E. Gudorf here 
reviews some of the issues debated at Cairo and dis­
cusses the aftermath of the conference. Her conclu­
sion is theistic: believers in God have to assert that 
“God did not create women to be victims” but is 
“eternally available to nurture and support them” to 
“recovery and integrity.” God is not the authoritari­
an dominator but the nurturer and supporter.

The mission of the Center calls its representa­
tives to listen to more religions than one, including 
nontheistic ones. I cochaired a pre-Cairo meeting at 
which efforts by some to produce theistic religious 
consensus were thwarted because numerous religions 
do not profess faith in God. In “Power-Over and 
Power-To,” bioethicist Laura Shanner draws on 
Taoist insights to show how traditional dominating 
authority can be countered. Hers is not a call to con­
version, as if Taoism were an option for many in 
Wesrern culrures. It is an attempt to help readers see

Second Opinion • J anuary 1995
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that wei wu wet, doing without doing, is an alterna­
tive to “our controlling, autonomous, rights-based, 
power-over notion of reproduction.” That alternative 
also deals with power, but it focuses on “humble 
responsibility” and the “power-to.”

Much of the talk in medical ethics these years is, 
indeed, “rights-talk,” an assertion of the power of the 
autonomous individual against corporate external 
authority. Well and good, but not well enough or 
good enough, argues physician Andrew F. Shorr as he 
explores the resources of Judaism for Jews and others 
in our secular, autonomy-promoting society. Shorr 
tells the story of the drama that erupted in the med­
ical community, which has so much power in respect 
to the ill, when AIDS came to threaten medical pro­
fessionals. He deals with controversial issues, “the 
duty to warn” and “the duty to treat.” The conclu­
sion: Jewish law has something to say to the secular 
world, challenging the power and authority of those 
who argue on the basis of non-Jewish, nonreligious 
philosophical grounds that have gone unchallenged 
for too long.

In “Dawn Runner” Lois M. Verbrugge tells a 
shocking story about the power of an attacker to 
interrupt her life. Here was a violent power not 
moved by state or corporate hegemony. It represent­
ed a potential power over our lives that is located in 
our imagination of terror—or, for those who have 
been mugged or attacked or violated, in the reality of 
terror and violence. “The court system” comes under 
criticism as an accomplice in the violence of attack­
ers. Verbrugge countered the domination of violence 
through techniques of “biogenics,” meditation, and

alternative modes of imagining. She announces that 
she can now say she is “proud of choosing again to 
live with some risks.”

In a response to Verbrugge’s story, Ellen Flookes 
discusses some more explicitly religious resources for 
stimulating both negative and positive images of 
power. One resource is the concept of “witnessing,” 
as recognized by Jesus, who is associated with exhor­
tations “to persevere with the courage to seek the 
spirit of truth.” Speaking truth to power, the 
Quakers called this.

Maxine Glaz takes one more turn on the theme 
of power by resort to Henri Nouwen’s by now classic 
concept of the “wounded healer.” Nouwen wanted to 
show that “experiences of loss and pain can be facil­
itators of ministry.” Those who suffer loss and pain 
surrender their hold on conventional power, author­
ity, and domination. Glaz, a supervisor of those in 
clinical pastoral education, questions whether all 
who seek to enter professional ministry after the pro­
longed experience of abuse can become healers. Some 
can. She draws on “the basic impulse of the gospel to 
[help them] learn how to share the acceptance and 
grace which are ours” in the context of faith.

Such a sense of acceptance and grace has often 
been at the heart of the human impulse to counter 
the conventional powers. One does not need the 
voice of a “Marxist you can bring home to mother” 
to learn that. It’s in many an ancient but often over­
looked sacred text. ^

Martin E. Marty

Second Opinion • J anuary 1995
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Power-Over and Power-To
Human Reproduction and Insights from Taoism

Laura Shanner

T h e  s e x u a l  r e v o l u t io n  o f  t h e  1 9 6 0 s was ush­
ered in by the availability of increasingly reliable 
contraceptives; in later decades, the availability of 
new technologies to treat infertility expanded our 
expectations of “birth control” and “family plan­
ning” to include conception. Contraception, abor­
tion, and infertility treatments often allow us to 
schedule pregnancies when we desire them, and our 
moral terminology surrounding reproduction tends 
to reinforce the notion of “birth control” by empha­
sizing our rights to control our bodies and to have 
access to the techniques available for doing so. 
Before we may speak meaningfully of a right to con­
trol our reproduction, however, we must first estab­
lish the ability or expectation of controlling it; it is 
this notion of reproductive control that I want to 
reconsider. I suggest that our presumption of medi­
cine’s ability to control fertility, especially when we 
are attempting to initiate rather than prevent or ter­
minate a pregnancy, is more limited than we would

Laura Shanner is VAnson Assistant Professor, Department o f Philosophy 
and Centre fo r Bioethics, University o f Toronto. Canada.

For citation: Shanner, Laura. 1995. “Power-Over and Power-To: Human Reproduction 
and Insights from Taoism.” Second Opinion 20, no. 3 (January): 11-21.

like to admit and is prone to negative practical con­
sequences.

In this article, I draw upon the ancient Chinese 
philosophy of Taoism for different images of repro­
duction, with special attention to infertility treat­
ment. I am not pursuing a debate between Western 
notions of autonomy and Chinese communitarian 
ideals; instead, I seek to reconceptualize our under­
standing of the reproductive process. The problem is 
not to define the limits of our reproductive rights 
nor to arbitrate who ought to control the procreative 
options of individuals but rather to challenge our 
notions of controlling reproduction at all. The 
Taoist concepts of cycles, balance of opposites, and 
wei wu wei, or “doing without doing,” offer insight 
into healthy sexuality, pregnancy, and stress-induced 
infertility that is often lacking in Western discus­
sions. Taoism teaches that any creative capacity has 
the power to destroy as well as to create and thus 
encourages a deep sense of responsibility and humil­
ity rather than the entitlement and control implied 
by most rights claims. Since vulnerable children 
must live with the consequences of our choices, such 
humility and responsibility are particularly impor­
tant in the context of discussions about reproduction.

Human Reproduction and Insights from T aoism
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Clinical Infertility Treatment
T he fertility-m anagem ent techniques devel­
oped by contemporary Western medicine frequently 
involve high doses of hormones and invasive bodily 
manipulations to prevent, remove, or initiate preg­
nancies. In vitro fertilization and embryo transfer 
(IVF-ET or IVF) for the treatment of infertility offers 
one of the most compelling examples of a control­
ling attitude toward the body and reproductive 
activities. In a typical treatment cycle, women are 
given daily hormone injections to suppress their 
normal hormonal feedback loops and to hyperstim- 
ulate the ovaries to produce as many as 15 eggs 
rather than the usual 1 per month. Another hor­
mone injection stimulates a timed ovulation, when 
the eggs are aspirated through a vaginal ultrasound 
probe and needle, or sometimes through 
laparoscopy. Ova are then mixed with sperm collect­
ed (usually) by masturbation, and the resulting 
embryos are transferred to the uterus two days later; 
excess embryos may be frozen for later transfer in a 
drug-free cycle. The GIFT technique (gamete 
intrafallopian transfer) involves retrieving the ova 
through a laparoscopy and then in the same proce­
dure returning the eggs together with sperm to the 
fallopian tube so that fertilization, if it occurs, 
would take place in the body. Several other varia­
tions of IVF involve placing sperm and eggs or 
embryos at various stages within various locations in 
the woman’s reproductive tract. Sperm abnormali­
ties are increasingly treated by micromanipulation 
techniques in which an opening is made in the outer 
covering of the ovum to allow sperm to enter or in 
which a single sperm is injected directly into the 
ovum.

The IVF protocol involves several known and 
suspected risks, some of great magnitude, for the 
women who undergo it; several women have died 
while undergoing IVF protocols. Transvaginal egg 
retrievals have resulted in nerve damage, punctured 
bladders, peritoneal infections, and incontinence.

and laparoscopies involve the risks associated with 
full anesthesia. Every invasive procedure carries the 
risk of scarring and infection, which may complicate 
existing infertility or even cause infertility in a pre­
viously fertile woman undergoing a procedure to 
compensate for her partner’s infertility.

The hormones used to hyperstimulate the 
ovaries present more frequent and worrisome com­
plications. Hormonal manipulation through birth 
control pills causes well-documented short-term 
and long-term side effects, including increased rates 
of cardiopulmonary problems and some cancers; this 
previous experience and common sense indicate that 
other hormonal interventions should be approached 
with caution. Women taking hormone injections for 
infertility commonly experience severe mood 
swings, cramps, bloating, nausea, visual distur­
bances, hot flashes, diarrhea, temporary hair loss, 
dermatitis, lethargy, rapid weight gain, and ovarian 
enlargement and cysts. Ovarian hyperstimulation 
syndrome (OHS) may lead to acute fluid accumula­
tion in the peritoneal, pleural, and pericardial cavi­
ties, in turn leading to pulmonary distress, blood 
clots, and in rare cases, death. It was reported to the 
World Health Organization in 1990 that severe OHS 
occurs in about 1 percent of patients and mild OHS 
in 8—23 percent of all patients given ovulation 
inducers, even when they are carefully monitored 
(St. Clair Stephenson 1991)- Adequate long-term 
studies are lacking, but a review of preliminary 
reports indicates an increased risk of ovarian cancer 
following ovarian hyperstimulation (Whittemore et 
al. 1992).

Creutzfeldt-Jakob disease (CJD) is an invariably 
fatal neurological disease marked by rapidly pro­
gressing dementia that begins, on average, 15 years 
after exposure to the virus that causes “mad cow dis­
ease.” Cases of this usually rare disease have been 
traced to patients receiving pituitary hormones for 
infertility treatment or growth deficiency. Among 
the approximately 30,000 people treated with 
human pituitary hormones worldwide, 53 cases of

Second  Opin io n  • J a n u a r y  1995
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CJD have been confirmed thus far. The deaths of four 
women in Australia prompted an inquiry by the fed­
eral Department of Human Services and Health 
(Australia 1994:1-2), which on June 30, 1994, con­
cluded that several Australian policies regarding 
cadaver organ retrieval, the purification of pituitary 
hormones, informed consent, and medical follow-up 
had been violated. Between 1967 and 1985, 1,377 
women and 62 men in Australia were given possibly 
contaminated pituitary hormones for infertility 
treatment, but because of the 
lengthy incubation period and 
the inability to diagnose CJD 
definitively until autopsy, the 
extent of the infection is 
unknown (Australia 1993).

Adequate follow-up 
studies have not been done to 
determine the effect of ovula­
tion hormones on offspring 
exposed to them in utero, but 
several observations prompt 
concern. Frozen embryos 
transferred in drug-free cycles 
are substantially more likely to 
implant and initiate a preg­
nancy than are fresh embryos
from recently harvested eggs, indicating systemic 
hormonal disruptions in the mother’s body and/or 
directly deleterious effects on embryos. W hile the 
early IVF babies show no obvious increase in con­
genital malformations, Clomid (clomiphene citrate) 
is a chemical analog of diethylstilbestrol (DES), a ter­
atogen known to cause cancer and malformations of 
reproductive organs in children exposed to it in 
utero. We cannot know for several more years— 
when these children themselves begin trying ro have 
families—whether prenatal exposure to high doses 
of hormonal residues has similar effects on the fer­
tility  and long-term health of the offspring (Burfoot 
1992; Klein and Rowland 1988).

For all of these risks and complications, IVF is

The problem is not to 
define the limits o f our 

reproductive rights nor to 

arbitrate who ought to 
control the procreative 

options o f individuals but 
rather to challenge our 
notions o f controlling 

reproduction at all.

usually unsuccessful in its stated purpose of produc­
ing pregnancies. Reported success rates at the 
world’s best clinics average 18—22 percent, but these 
numbers reflect pregnancies— not live births— 
among women who completed the treatment cycle 
to egg retrieval; the numbers do not include the 
patients who discontinue the protocol before har­
vesting eggs. IVF and its related procedures have a 
higher than normal miscarriage rate and high rates 
of perinatal mortality and low birth weight (St.

C lair Stephenson 1 9 9 1 ;  
Bartels 1 9 9 0 ;  Great Britain 
1 9 9 4 ) . Live birth rates, on 
average close to 1 4  percent of 
completed cycles, are deter­
mined by dividing the total 
number of babies born into 
the number of treatment 
cycles; however, since approxi­
mately 3 0  percent of IVF preg­
nancies result in m ultiple 
births (Great Britain 19 9 4 ) ,  
the likelihood that a patient 
w ill take a child or children 
home is substantially lower 
than 1 4  percent. In 1 9 8 8 ,  the 
Australian government esti­

mated that only 8.8 percent of patients who under­
went IVF treatment actually took home a child or 
children (Batman 19 8 8 ) .

Although IVF has been used on patients with 
many causes of infertility, very few studies have 
focused on its success according to diagnosis. 
Approximately one-third of infertility cases are idio­
pathic, or have no known cause; for these patients, 
the available evidence indicates that being left alone 
for two to three years results in a higher spontaneous 
pregnancy rate than the pregnancy rate with IVF. 
Accordingly, the conclusion reached by both 
Canada’s Royal Commission on New Reproductive 
Technologies (RCNRT) in 1993 and the World 
Health Organization (WHO) in 1990 is that the

Human Reproduction and Insights from T aoism
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standard definition of infertility should be changed 
from the lack of pregnancy following one year of 
unprotected intercourse to the lack of pregnancy fol­
lowing two years of unprotected intercourse.

There has long been a folklore about fertility 
suppression due to stress, based upon the observa­
tion that many infertile couples suddenly achieve a 
pregnancy after adopting a child, taking a long 
vacation, or ending treatment. Such cases are often 
dismissed as mere anecdotes in spite of their preva­
lence, are rarely studied, and are downplayed by 
many patients. It is commonly accepted in environ­
mental and population biology, however, that fertil­
ity is suppressed in periods of environmental or psy­
chological stress; humans would be unique in an 
extraordinary way if we did not also experience tem­
porary infertility due to stress factors (Wasser and 
Isenberg 1986). The high incidence of idiopathic 
infertility may reflect this phenomenon in humans, 
and it is likely that many identified cases of hor­
monal imbalances or suppressed sperm production 
are psychogenic or stress induced.

It has been documented that sperm production 
may drop during IVF treatment (Harrison et al. 
1987), and physical symptoms of infertility such as 
a lowered sperm count or disrupted ovulation cycles 
have been observed to appear in a previously healthy 
person following the diagnosis of infertility in the 
other partner (Kemeter 1988). In an informal dis­
cussion during a site v isit, members of the 
Queensland Fertility Group in Australia indicated 
to me that the success rate is higher in their two- 
month annual clinic held in Mackay, a northern 
Queensland beach town that makes even the busy 
clinical staff feel as though they are on holiday, than 
in their central Brisbane headquarters.^ The IVF pro­
gram itself thus clearly causes physical and emo­
tional stresses that may reduce fertility, creating a 
physical backlash that seems as likely to compound 
the problem as to relieve it.

A Taoist Approach
Even in  those cases in which the infertility is 
relieved by new reproductive technologies, we have 
good reason to be concerned about their risks and 
therefore to seek a different model of reproductive 
intervention. I w ill draw from the writings of 
Chuang Tzu and from Lao Tzu’s Tao Te Ching, com­
posed in the sixth to second centuries B.C.E. in 
China, for an alternative vocabulary and imagery of 
power.^ The Taoist writings purport to offer a com­
prehensive metaphysical, epistemological, moral, 
and social framework. What follows is a very brief 
interpretation of Taoist insights, with a special 
emphasis on notions of power and other concepts 
relevant to reproductive decisions. We need not 
accept the entire Taoist metaphysical system, how­
ever, to profit from its concepts and attitudes.

Before proceeding, I should note that the Taoists 
were highly critical of philosophy. The Tao Te Ching 
opens with a frequently repeated caveat for scholars:

The Tao that can be told is not the
eternal Tao.
The name that can be named is not the
eternal name. (1 G)

Those who know are not learned.
The learned do not know. (81 G)

Knowledge of the Tao is intuitive and experiential 
rather than intellectual or conceptual, and both Lao 
Tzu and Chuang Tzu rebuked scholars for confusing 
book-learning with genuine understanding. Duly 
chastised, I hereby proceed to analyze the Taoist 
concepts relevant to contemporary reproductive 
medicine.

It is generally accepted that the Tao is present 
at three levels: the mystical or metaphysical Tao (the 
Way of the Universe), the Tao manifest in the world 
(the Way of Nature), and the Tao of humanity (the 
Way by which people should live). These three lev­
els of the Tao are interrelated and difficult to sepa­
rate: the way humans should live depends directly
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upon the order of nature, which in turn reflects the 
Tao that orders the universe. Understanding the Tao 
thus requires an understanding of each level, and the 
realization that all levels are not only related to the 
others but are also manifestations of the same phe­
nomenon (Needham 1956; Welch 1965; Creel 
1953).

The metaphysical Tao, the ordering principle 
of the universe, is incomprehensible, eternal, and 
unchanging. The Tao is not static, however; it is 
“unchanging in the sense that it does not increase or 
diminish, but is constantly changing in the sense 
that it is in perpetual motion” (Ch’en 1977:5). It is 
the creative, sustaining source of all tangible objects 
and living things and therefore is present in every­
thing. The Taoist worldview is thus one of unity, 
where dualities or multiplicities are regarded as arti­
ficial distinctions.

Yin and yang at first seem to be a duality that 
contradicts the pervasive unity. Yin is feminine, pas­
sive, receptive, nurturing, mystical, the life energy 
of the earth; yang is masculine, aggressive, domi­
nating, destructive, rational, the essence of the heav­
ens. Yin and yang can be translated literally as the 
“dark side” and “light side” of a hill, however, point­
ing to the ultimate unity that encompasses a super­
ficial duality (Waley 1958:110). The hill is a single 
reality, and the sunny and shady sides are just dif­
ferent ways of looking at it.

Yin and yang provide the basis for the eternal 
motion of the Tao, which is circular, returning, and 
balanced. When one of a pair of opposites is stressed 
at the expense of the other, the natural motion of the 
Tao draws the extreme back toward its antithesis, or 
to the center. Ch’en Ku-Ying refers to this phenom­
enon as “antithetical rotation,” in which the oppo­
sites are returned to the point of origin (Ch’en 
1977:8).

Returning is the motion of the Tao. (40 G)

What is in the end to be shrunk

Must first be stretched.
Whatever is to be weakened
Must begin by being made strong.
What is to be overthrown
Must begin by being set up . . .
It is thus that the soft overcomes the hard
And the weak, the strong. (36 W)

The revolving motion is sustained by simple cause 
and effect, not a god or teleology. Extremes trigger 
a return to maintain balance, constantly readjusting 
the edges around a central pivot. As with a spinning 
top, excess weight or pressure on one side (either yin 
or yang) causes a “wobble” and eventual collapse. 
The contemporary biological term homeostasis refers 
to the dynamic balancing of multiple factors in a 
body or ecological system; extremes that throw the 
biological system out of balance result in illness, 
injury, death, or ecological crisis. Dramatic natutal 
phenomena such as earthquakes, lightning, famines, 
and population explosions are the most vivid mani­
festations of Te, the Tao’s revolving, returning ener­
gy correcting an extreme.

Because the universe is utterly indifferent to 
the processes it sustains, what one considers good or 
bad depends upon where one stands in relation to it. 
The rain that quenches thirst and nourishes crops 
can drown an unsuspecting animal or form a wall of 
water that destroys anything in its path. 
Accordingly, there is a sense of moral relativism to 
Taoism, since one cannot establish whether a partic­
ular happening is actually good or bad. On the other 
hand, the Taoist is not left without guidance: work­
ing against the power and motion of the Tao is a 
great mistake. Perhaps because violence is manifest 
in the backlash that follows an extreme, the Tao 
favors passivity. As Lao Tzu tells us:

Yielding is the way of the Tao. (40 G)

When he is born, man is soft and weak;
In death he becomes stiff and hard.
The ten thousand creatures and all plants and
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trees while they are alive are supple and soft,
But when they are dead they become brittle 
and dry.
Truly, what is stiff and hard is a companion of 
death;
What is soft and weak is a companion of life. 
Therefore the weapon that is too hard will be 
broken.
The tree that has the hardest wood will be cut 
down.
Truly, the hard and mighty are cast down;
The soft and weak set on high. (76 W)

It is at this point that we encounter the dis­
tinction between yu wet, or “striving,” and wei wu 
wet, “doing without doing,” or working effortlessly 
with the nature of things. The Way of Tao is decep­
tively simple: all one has to do is to understand the 
Tao and work with it rather than against it. Striving 
to change the universe, nature, or even other people 
is bound to fail, because natural forces are far more 
powerful than individual human will. In politics, 
people should lead from within and by example 
rather than by force to prevent distrust and dishar­
mony.^ The foolishness of building a house in a 
floodplain is a good example of striving and its 
backlash: building a levee requires energy not only 
to overcome gravity but also to withstand the force 
of the water behind it. The natural cycle of events 
(spring rains and melting snow) is then compound­
ed by antithetical rotation and the return of 
extremes to a balance (the tendency for redirected 
water to seek its own lowest level), resulting in bro­
ken dams and flooded plains. As the Tao Te Ching 
observes:

That which goes against the Tao comes to an 
early end. (30 G)

Only by knowing when it is time to stop can 
danger be avoided. (32 W)

Peace is easily maintained;
Trouble is easily overcome before it starts.

Deal with it before it happens.
Set things in order before there is confusion.
A tree as great as a man’s embrace springs 
from a small shoot;
A terrace nine stories high begins with a pile 
of earth;
A journey of a thousand miles starts under 
one’s feet. (64 G)

In those times when problems cannot be avoid­
ed, wei wu wei suggests how to recover from them. A 
famous story concerns a sage who fell into a raging 
river. Ignoring the shouting of his students on the 
shore, he rested his head in his hands, lifted his feet, 
and floated a great distance down the river. When 
he finally emerged, the students asked him why he 
did not swim to safety. The sage replied that swim­
ming against the current would have exhausted him 
and caused him to drown. By understanding the 
nature of the water and floating with it, he was able 
to rest until he reached a shallow eddy (Merton 
1965:45-47; Legge 1959:246-48).

Finally, wei wu wei includes the promise that 
great accomplishments can be achieved with ease, if 
only the Tao is followed. The ability to “do without 
doing” is often displayed by athletes who perform 
difficult feats with seeming effortlessness. As ath­
letes in a slump have observed, thinking too much 
about the mechanics not only ruins the activity but 
often results in injury. Achieving effortless profi­
ciency requires practice and training, but in the end 
the learning must be left behind so that a genuine 
understanding of one’s body, the objects being used, 
and the unique elements of the situation can come 
together in a nearly intuitive response. Wei wu wei 
captures the quality of spontaneity, a simple joy in 
the accomplishment of one’s goals, and the tranquil­
ity that comes from the relinquishment of striving, 
competing, overpowering, and attempting to con­
trol things. Energy that would have been lost in use­
less struggle can then be redirected to accomplish­
ing one’s goals with greater ease.
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Reproductive Power
T he TAOIST VOCABULARY OF BALANCE, cycle, and 
wet wu wet stands in sharp contrast to the chemical 
and physical control of reproductive functions 
attempted by contemporary Western infertility clin­
ics. I suggest that the Taoist images provide a much 
richer and more realistic framework for understand­
ing human reproduction than does an image of the 
body as a malfunctioning machine to be physically 
manipulated until it meets standards of performance 
and that the Taoist concept of power is more appro­
priate to reproductive decision making than is the 
notion of “birth control.”

Given the current medical climate that cele­
brates technology and dramatic intervention, cou­
pled with social norms that not only emphasize the 
importance of having one’s own biological children 
but also stress individual rights and liberties, a dra­
matic shift to a Taoist perspective is quite unlikely. 
We have much to learn from this perspective, how­
ever, and may gradually embrace a different 
approach to reproduction and notions of control as 
we recognize the inherent limitations and dangers of 
our current ways of thinking. W hile the full Taoist 
metaphysical system seems alien to most Western 
minds, many elements of the approach are quite 
familiar after all.

There are several obvious manifestations of Tao 
in reproduction: Yin and yang are reflected in 
female and male sexes, both of which are necessary 
for human reproduction to occur. The cyclic nature 
of the Tao is revealed in the menstrual cycle, and in 
the larger life cycle of birth, growth, maturity, 
reproduction, and death. Famine and disease in 
overpopulated areas, followed by population explo­
sions and postwar “baby booms,” reflect population 
cycles in environments. The roles of yu wet and wet 
wu wet emerge in stress-induced infertility: the 
stresses of the IVF treatment cycle and striving to 
overcome infertility cause ot intensify reproductive 
suppression in some patients. Striving against infer­

tility  (yu wet) thus leads to a backlash contrary to the 
desired end. Couples who unexpectedly initiate 
pregnancies after adopting a child or ending infer­
tility  tteatment demonstrate wet wu wet— “doing 
without doing.” Other manifestations of the back­
lash from technological reproductive striving 
include hormonal side effects, scarring from surgery, 
and lowered implantation rates duting hyperstimu- 
lated ovarian cycles. The likely but largely unexam­
ined long-term side effects of large doses of hor­
monal drugs may reveal a much more serious back­
lash for both women and children.

Although reproduction seems to be a paradigm 
of Taoist principles, we need not adopt the Taoist 
metaphysical system in order to envision reproduc­
tion as a power or capacity that people have. We are 
able to produce gametes, to engage in sexual activi­
ties, to initiate new human lives, to construct young 
bodies during pregnancy, to give birth, and to nur­
ture children to maturity. Each of these activities 
requires energy, sometimes unnoticed (as is gameto- 
genesis) and sometimes consciously redirected (as 
are sexual urges or labor pains with patterned 
breathing). Reproduction is thus a very active and 
productive process.

In each of these activities, we may perceive 
ourselves to be part of a process larger than we are: 
we are participating in a cycle of birth, life, and 
reproduction that started long before we arrived as 
individuals and that w ill continue long after our 
departure. Lovers typically feel swept away by both 
their emotions and their physical passion and expe­
rience joy by yielding to it. Joseph Needham trans­
lates ja n g  to mean “to yield up, to cede, to give up 
the better place, hence to invite” (1956:61). This 
statement of wei wu wet at work socially is particu­
larly charming in the case of seduction, which 
stands in contrast to the overpowering, controlling 
sexuality of rape. Menstruation and labor for 
women, and erections for men, are often experienced 
as processes beyond their control. Women have 
learned that working with their contractions rather
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than attempting to control the course of labor 
reduces pain and fetal distress. We recognize that a 
child produced through our reproductive capacity is 
another person; this process clearly transcends the 
individual and even the partners, because the child 
is part of both of them but is neither of them.

Power-Over and Power-To
T he key concept here involves the perceived 
relationship between oneself and the other persons, 
objects, events, or environment that one is attempt­
ing to influence. It is a distinction between power- 
over and power-to. Variations on the distinction are 
common in contemporary discussions of science and 
the environment. Western medicine and alternative 
therapies, leadership strategies, and gender and race 
relations. Power-over suggests a type of control that 
involves separation of oneself from, and a transcen­
dence of the self over, the object of control. 
Figuratively speaking, the controller rises over the 
other to have power over it. Power-over concentrates 
power in the agent(s), allows arbitrary demands to 
be made of the object of control, and often connotes 
a sense of aggression, or, literally, overpowering. 
Hierarchical structures require a concept of power- 
over in order to rank their members. Michel 
Foucault’s discussion of the power-knowledge nexus 
illustrates the layers of control built into medicine 
and other social institutions and tends to emphasize 
the negative, ominous aspect of the power-over rela­
tionship (Foucault 1975 , 1980a, 1980b). W hile this 
negative connotation is common and usually 
deserved, power-over need not always be destruc­
tive. For example, a parent might exert positive but 
forceful power over a child by pulling her safely out 
of the path of an oncoming car. The medical attempt 
to hyperstimulate ovaries and surgically initiate 
pregnancies seems to be a clear example of the exer­
tion of a power-over, and often destructively over­
powering, attitude toward our bodies and the pro- 
creative process.

Power-to, on the other hand, connotes a sense 
of empowerment that may involve tapping one’s 
internal strength or capacities, receiving an infusion 
of power from an outside source, or redirecting 
external power to one’s advantage. Agents are often 
aware of being involved in a process or project larg­
er than themselves. Their power is not separate from 
or transcendent over an object of control but rather 
is enmeshed in the context in which the agents act 
or exert influence. An agent thus is not an 
autonomous entity with power over the world, other 
people, or even one’s own body, but is an active ele­
ment within a larger, functioning system such as an 
environment or community. Aggression, overpower­
ing, and arbitrary demands are less likely to emerge 
in such a conception of power, since the power itself 
arises largely from the context of the action. It 
would be self-defeating to overpower the source of 
one’s own strength or to use the power in a manner 
contrary to the nature of its source. As power-over 
usually has negative connotations but need not 
always be destructive, power-to is usually character­
ized—I believe incompletely—as a positive force. 
Power-to has destructive aspects of its own. The cre­
ation of any object involves the alteration or destruc­
tion of raw materials, a balanced ecosystem requires 
the death of some plants, animals, and people to 
make room for others, and even a loving, joyful, 
empowering expression of sexual power-to can result 
in unintended pregnancy, sexually transmitted dis­
eases, AIDS, and broken hearts.

The distinction between power-over and 
power-to calls into question several metaphysical 
problems of free w ill, causality, and cosmology that 
are beyond the scope of this article. For our current 
purposes, the distinction can be considered as a dif­
ference of attitude that one takes toward the people 
and objects that one seeks to influence. Attitudes 
have substantial normative impact, for a posture of 
empowered humility w ill encourage us to ask differ­
ent questions, emphasize different aspects of a situ­
ation, employ different moral vocabularies, and ulti-
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mately reach different moral decisions than we 
would from an attitude of control.

Reproductive power-over is exhibited in the 
literal destruction of offspring through embryo dis­
posal, abortions, and infanticide. Procreation can 
also be approached from a power-over attitude in 
which offspring are created on schedule, genetically 
altered, and molded through childhood to suit the 
parents’ wishes. I suggest that conception, contin­
ued pregnancy, and parenting are better attempted 
from an attitude of power-to, because the continued 
existence and growing inde­
pendence of the child demon­
strate that the parents are 
enmeshed in a larger life cycle 
over which they have only lim ­
ited control. Not only have the 
reproductive technologies 
failed to provide the control 
we desire over conception, but 
the parents of any toddler or 
teenager w ill attest that 
parental control is largely a fic­
tion. The child’s innate energy 
may be channeled toward pro­
ductive rather than destructive 
pursuits, but striving to 
change the child’s nature usu­
ally results in misery for every­
one concerned.

We tend to think of 
reproductive power as purely 
productive and thus positive, but this is a limited— 
and false—description. Like the rains that fall in the 
spring, we have the power to create and nurture new 
life and also to destroy it. Destruction need not 
involve the brash intentionality of asserting power- 
over by disposing of embryos, fetuses, or infants, 
however. Reproductive power-to can lead to genetic 
abnormalities, teratogenic birth defects, prematuri­
ty, severe neonatal illness, and grave physical risks 
for the mother. In addition, procreating in a miser­

The practical implications 
o f adopting a power-to  

rather than a power-over 
stance toward  

reproduction are 

substantial, and extend 

far beyond infertility  
treatment. The practice o f 

medicine would have to 

be restructured to 
downplay technological 

intervention.

able psychosocial or economic environment may 
threaten the well-being of the child, the mother, and 
entire families or communities. Reproductive 
power-to is thus not unidimensionally positive. 
Some pregnancies are clearly disastrous, destructive 
situations.

Because the power-to of procreation can be 
both productive and destructive, depending upon 
the circumstances, it must be guided in an active 
manner that both anticipates and responds to those 
circumstances. The practical implications of adopt­

ing a power-to rather than a 
power-over stance toward 
reproduction are substantial, 
and extend far beyond infertil­
ity treatment. The practice of 
medicine would have to be 
restructured to downplay 
technological intervention. 
The current emphasis on il l­
nesses as crises to be managed 
would be exchanged for an 
emphasis on fertility protec­
tion, disease and injury pre­
vention, and education about 
how our bodies function. 
When infertility could not be 
prevented, treatments would 
emphasize less invasive tech­
niques. For example, IVF can 
be done in the course of a nat­
ural cycle, in which the one 

egg normally produced each month is monitored 
and retrieved, thus avoiding the risks of ovarian 
hyperstimulation. Canada’s Royal Commission 
rightly concluded that IVF ought to be offered only 
to women with complete blockage of both fallopian 
tubes. There is no evidence to indicate that IVF is 
effective for any other diagnosis, some evidence that 
IVF is counterproductive for sperm abnormalities 
and idiopathic infertility, no evidence that any of the 
variations of IVF are effective at relieving every cause
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of infertility, and no plausible biological mechanism 
by which the techniques would work for most caus­
es of infertility (1993:519)-

An emphasis on prevention rather than dra­
matic intervention would redirect our attention to 
the larger social and environmental determinants of 
health and fertility, and individuals (both men and 
women) would have to recognize their individual 
procreative potential and assume responsibility for 
managing it throughout their lifetimes. At all three 
levels of influence— medical, social, and individ­
ual—people must work together to prevent malnu­
trition, smoking and drug use, exposure to radiation 
and many chemicals, conception at advanced or 
immature age, and several underlying diseases or 
disorders that are known to cause birth defects, 
complications of pregnancy, and infertility. 
Abstention and contraception prevent many preg­
nancies under negative circumstances, and abortions 
in some cases can prevent disastrous births. Given 
the inherently destructive power of an abortion, 
however, it should be viewed humbly as a last resort 
to avert a greater disaster rather than a right of fer­
tility  control to which one is entitled. Prenatal care 
is essential to prevent later health problems, and 
emotional preparation is required in order to parent 
effectively. The nature of one’s physical health and 
reproductive options, as well as the nature of any 
child who results, must be understood and respond­

ed to in an active attempt to direct reproductive 
capacities in positive rather than negative direc­
tions. The directing of reproductive capacities must 
be gentle, however, to prevent the backlashes of con­
traceptive-induced (or IVF-induced) infertility, 
physically or emotionally damaged children, and 
careless, destructive abortions.

Birth control is thus better understood as pro- 
creative guidance or management within lim ita­
tions than as a form of power-over our bodies and 
reproductive destinies. Assertions of rights to repro­
duce (or not to) generally flow from a power-over 
attitude. Individuals or partners assert control over 
the process of reproduction to determine its out­
come. W hile choices must be made and activity is 
required to direct reproductive capacities, the gentle 
activity expressed by wet wu wei is a much better 
description of the relationship we bear to our bod­
ies, our partners, and our offspring than is the striv­
ing yu wei, which tends to confound our plans and 
show us again that “birth control” is largely out of 
our control. I suggest that significant medically 
induced harms may be avoided, and many social 
problems might be prevented, by refining our con­
trolling, autonomous, rights-based, power-over 
notion of reproduction with a vision of procreative 
power-to and with the humble responsibility that 
such an enormous power entails.

NOTES
1. Personal communication and interviews in June of 1990 with Heather Pollock, nursing coordinator; Keith Harrison, head sci­

entist; and other members of the Queensland Fertility Group.
2. Chuang Tzu is believed to have lived in the time of Menicus, around the fourth century B.C.E. He developed Lao Tzu’s teach­

ings with rigorous logic, humor, and poetry, much as Plato did with the teachings of Socrates. Chuang Tzu’s fables and stories 
emphasized the transcendental aspects of Taoism rather than its mundane implications and established a link to what would 
become Zen Buddhism. See Gia-Fu Feng and Jane English (1974), James Legge (1959), Thomas Merton (1965), and commen­
tary in many secondary sources. Because most of these beautiful stories are somewhat lengthy, I have not quoted Chuang Tzu 
directly.

Citations to the T ao T e C h in g  give a chapter number and rhe initial of the principal translator. In this essay, two transla­
tions are used: G = Gia-Fu Feng and Jane English (1972); W  = Arthur Waley (1958).

3. Some commentators view the T ao T e C h in g  primarily as a manual for government because of its frequent observations about 
leadership. This emphasis on politics was likely an attempt to restore social harmony during the unrelenting Warring States 
period in China (771—221 B.C.E.).

Second Opinion • J anuary 1995

20



REFERENCES
Australia. Department of Human Services and Health. 1993. K ey  P a cts  a n d  F igu res— th e  A u stra lia n  H um an P itu i ta r y  H orm one P ro gram  

(A H PH P) a n d  C reu tz fe ld t-Jak ob  D isea se (C JD ). Canberra, Australia; Department of Human Services and Health.
----------. Creutzfeldt-Jakob Disease Task Force. 1994. In q u ir y  in to  th e  U se o f  P i tu i ta r y  D er iv ed  H ormones in  A u stra lia  a n d  C reu tz fe ld t-

J a k o b  D isease, E xecutive S um m ary R eport. Canberra, Australia: Government Printing Office.
Bartels, Ditta. 1990. “Financial Costs of IVF.” Presented at World Health Organization Consensus Meeting on the Place of In Vitro 

Fertilization in Infertility Care, Copenhagen, 18—22 June.
Batman, Gail. 1988. In  Vitro F er t i liz a tio n  in  A u stra lia : D iscu ssion  P a p er a n d  C on su lta n cy  R eport. Canberra, Australia: Commonwealth 

Department of Community Services and Health.
Burfoot, Annette. 1992. “An Interview with Dr. Hugh Gorwill: Potential Risks to Women Exposed to Clomiphene Citrate.” Issues 

in  R ep rodu ctiv e  a n d  G en et ic  E n gin eer in g  5, no. 1: 9—12.
Canada. Royal Commission on New Reproductive Technologies. 1993. P ro ce ed  w i th  C are: P in a l  R eport o f  th e  R o y a l C om m ission  on N ew  

R ep rodu ctiv e  T echno log ies . Ottawa, Canada: Minister of Government Services.
Ch’en Ku-Ying. 1977. Lao T zu : Text, N otes a n d  Comments. San Francisco: Chinese Materials Center.
Creel, Herrlee G. 1953. C hin ese T h ou gh t f r o m  C on fu ciu s to  M ao T se-T un g. Chicago: University of Chicago Press.
Foucault, Michel. 1975. T he B ir th  o f  th e  C lin ic. New York: Vintage Books.
----------. 1980a. T he H isto ry  o f  S ex ua lity , P a r t  1. New York: Vintage Books.
----------. 1980b. P ow er  I K n ow led g e : S e le c ted  In te r v iew s  a n d  O ther W ritin gs, 1 972—1977 , ed. Colin Gordon. New York; Pantheon.
Gia-Fu Feng and Jane English. 1972. T ao T e C h in g. New York: Vintage Books.
----------. 1974. C h u an g  T zu : In n er  C hapters. New York: Vintage Books.
Great Britain. Human Fertilization and Embryology Authority. 1994. T h ir d  A n n ua l R eport. London: Human Fertilization and 

Embryology Authority.
Harrison, Keith L., Victor J. Callan, and John F. Hennessey. 1987. “Stress and Semen Quality in an In Vitro Fertilization Program.” 

F er t i l i t y  a n d  S t e r i l it y  48, no. 4: 633—36.
Kemeter, Peter. 1988. “Studies on Psychosomatic Implications of Infertility: Effects of Emotional Stress on Fertilization and 

Implantation in In-Vitro Fertilization.” H um an R ep rodu ction  3, no. 3: 341-52.
Klein, Renate, and Robyn Rowland. 1988. “Women as Test-Sites for Fertility Drugs: Clomiphene Citrate and Hormonal 

Cocktails.” Issues in  R ep rodu ctiv e  a n d  G en et ic  E n gin eer in g  1, no. 3: 251—73.
Legge, James. 1959. T he T exts o f  T aoism . New York: Julian Press.
Merton, Thomas. 1965. T he W ay o f  C h u an g  Tzu. New York: New Directions.
Needham, Joseph. 1956. S cien ce a n d  C iv i l iz a t io n  in  C h ina . Vol. 2. Cambridge: Cambridge University Press.
St. Clair Stephenson, Patricia A. 1991. “The Risks Associated with Ovulation Induction.” la t r o g en ic s  1, no. 1: 7-16.
Waley, Arthur. 1958. T he W ay a n d  Its  P ow er. New York: Grove Press.
Wasser, Samuel K., and David Y. Isenberg. 1986. “Reproductive Failure among Women: Pathology or Adaptation?” o f

P sy ch o som a tic O bstetrics a n d  G yn eco lo g y  5:15 3—7 5.
Welch, Holmes. 1965. T aoism : T h e P a r t in g  o f  th e  W ay. Boston: Beacon Press.
Whittemore, Alice S., Robin Harris, Jacqueline Intyre, and the Collaborative Ovarian Cancer Group. 1992. “Characteristics 

Relating to Ovarian Cancer Risk: Collaborative Analysis of 12 U.S. Case-Control Studies.” A m erican  J o u r n a l  o f  E p id em io logy  136, 
no. 10: 1184-1203.

World Health Organization. 1990. S um m ary R eport: C on su lta tion  on th e  P la ce  o f  In  V itro F er t iliz a tion  in  I n fe r t i l i t y  C are. Copenhagen, 
Denmark: World Health Organization.

Human Reproduction and Insights from T aoism

21



Closed Ward: The Three Beds. 
Etching and aquatint by Michael Mazur.

Philadelphia Museum of Art: Given by the Print Club, Philadelphia.
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AIDS, Judaism, and 
the Limits of the Secular Society

Andrew F. Shorr

Introduction
The emergence of the acquired  immunodefi­
ciency syndrome (AIDS) pandemic has simultaneous­
ly forced society to grapple with new moral dilem­
mas while necessitating the revisiting of several old 
ethical conundrums. Two specific ethical issues have 
received much attention— the duty to treat those 
infected with the human immunodeficiency virus 
(HIV) and the duty to warn those who share needles 
with or are sexual partners of people who harbor 
HIV. The secular discussion of these questions has 
been heated and acrimonious, often evoking pas­
sionate controversies. Nonetheless, as we proceed 
through the second decade of the AIDS pandemic, 
the debate over these topics essentially remains 
unresolved.

Judaism  offers a unique approach to under­
standing the ethical dilemmas posed by the spread 
of HIV. An examination of the Jewish analysis of
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the duties to warn and to treat not only reveals 
that Judaism has much to contribute to discus­
sions of bioethics in a secular society but also 
offers a response to those who believe that Jewish 
tradition cannot speak to those outside the Jewish 
community.

One value of the Jewish approach lies in its 
ability to serve as an alternative paradigm for med­
ical ethics that differs sharply from many current 
models. Absent from the Jewish rubric, for example, 
is the rights-talk that now pervades most discus­
sions of morality and medicine and which, as some 
commentators acknowledge, weakens these secular 
efforts (Glendon 1991). Jewish law also establishes 
an ethic of duty and shifts the focus of the analysis 
away from the doctor-patient relationship. Instead 
of viewing the interaction between physician and 
patient as creating special duties, a Jewish paradigm 
for medical ethics attempts to apply to the practice 
of medicine the rigorous standards of ethical con­
duct required in all aspects of daily life. In short, 
Jewish law contains a coherent model of medical 
ethics, and one need not be a religious Jew to 
acknowledge and to accept either the values embed­
ded in this view or its rationality. Similarly, by serv-
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ing as a contrast to other theories of medical ethics, 
the Jewish approach forces secular writers to con­
front issues and concerns that they might have oth­
erwise ignored. This, in turn, enhances the quality 
of the ethical discourse and aids in the fashioning of 
an approach to medical ethics that can have force in 
a pluralistic society.

The Duty to Treat
EARLY IN THE AIDS PANDEMIC IN THIS COUNTRY, 
orthopedic surgeon Lorraine Day loudly exclaimed 
that she was not required to treat those infected 
with HIV (Daniels 1991). Multiple surveys of physi­
cians have demonstrated that many share her view. 
In one study, nearly 50 percent of primary-care 
physicians stated that, i f  given a choice, they would 
not care for those suffering from AIDS. Another poll 
found that only 10  percent of internal medicine res­
idents had a strong commitment to providing care 
for those infected with HIV, while 25 percent had a 
definite aversion to HIV and intended to plan their 
careers around avoiding HIV-seropositive patients 
(Daniels 1991)- In response, the medical board of 
New Jersey mandated that “a licensee of this Board 
may not categorically refuse to treat a patient who 
has AIDS.” Even at this level in the medical hierar­
chy, however, there is no consensus regarding the 
existence of a duty to treat. In Arizona, for example, 
the state medical board adopted the position oppo­
site that of their colleagues in New Jersey and 
argued that physicians had no obligation to treat. 
Similarly, the American Academy of Orthopedic 
Surgeons has expressly rejected the notion of a posi­
tive duty to treat HIV-infected patients.

The American Medical Association (AMA), a 
source of professional ethical guidance for physi­
cians, has also had difficulty grappling with this 
issue. In 1986 the AMA argued that individual doc­
tors were not required to provide medical care to 
those with HIV if  they were “emotionally unable” to

do so (cited in Daniels 1991:37). By 1987 the AMA 
had amended its statement on AIDS and declared 
that a “physician may not ethically refuse to treat a 
patient . . . solely because that patient is [HIV] 
seropositive” (AMA, Council on Ethical and Judicial 
Affairs 1988:1060). This duty, though, was only 
based on the need to prevent “illegal or invidious 
discrimination,” and the AMA continued to main­
tain, in a rather contradictory manner, that its 
Principles of Medical Ethics acknowledged that 
physicians have the freedom to choose whom they 
serve.

There have been two general approaches to 
resolving the confusion surrounding a duty to treat 
HIV-infected individuals. Some scholars argue that a 
duty to treat emanates from the concept of medicine 
as a socially sanctioned profession, while other com­
mentators believe that this obligation is inherent in 
the virtues of medicine. Each of these efforts, 
though, suffers from a number of limitations that 
only further perpetuate uncertainty in this area.

Ezekiel Emanuel writes that a duty to treat “is 
derived from the concept of medicine as a profession 
and from the profession’s role” (1988:1686). By 
becoming a doctor, one enters into a form of social 
bargain with the community in which he consents 
to treat the ill. For the secular world the attractive­
ness of the social bargain model rests on its appeal to 
notions of consent, autonomy, and justice. This 
model, however, has several flaws. First, a duty to 
treat grounded on the implicit consent of profes­
sionals is necessarily circumscribed. Second, the 
often enumerated restrictions on the duty to treat 
(for example, obligations to other patients) further 
lim it the duty’s moral authority. How should the 
physician weigh conflicting duties to other 
patients? When do the doctor’s responsibilities to 
her family trump her duties to HIV-seropositive 
patients? Third, the social bargain paradigm, even 
though couched in the language of consent, is essen­
tially incapable of providing a response to those who 
trumpet the autonomy and rights of the physician.
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Other members of the secular community who 
support the duty to treat emphasize physician 
virtue. For example, Zuger and Miles ground a duty 
to treat on a conceptual analysis of the ends of med­
icine (1987). They argue that the practice of medi­
cine centers around healing, and thus physicians, by 
being members of the medical profession, are obli­
gated to care for the sick. Zuger and Miles find his­
torical precedent for their approach in the writings 
of ancient physicians, including Scribonius, and 
conclude that physicians who 
refuse to care for HIV-positive 
patients “fall short of an excel­
lence in practice implicit in 
their professional commit­
ment” (1987:1927). John 
Arras, on the other hand, 
expressly rejects this approach 
(1988). Rather, he states that a 
duty to treat can be gleaned 
solely from the historical 
record. By examining the 
behavior of past physicians felt 
to be virtuous, it is possible to 
envision the model practitioner.

Although relying on the
virtue model to find a duty to treat those suffering 
from AIDS avoids many of the problems inherent in 
the logic of the social bargain model, it also has lim ­
itations. The conceptual paradigm implies that the 
only end of medicine is a comprehensive form of 
healing. This goal, however noble, is unrealistic— 
frequently the physician cannot cure her patient but 
can only provide compassionate care (Daniels 1991). 
Moreover, virtue-based arguments face a more gen­
eral challenge. Is failing to meet the standards of an 
ideal of virtuous conduct a basis for social condem­
nation? By not giving charity, most people fail to 
live up to common notions of the ideal citizen. Yet 
those who do not give to the needy or to organiza­
tions that serve them face no particular public sanc­
tion. Finally, historical constructions of virtue fail to

Jew ish law contains a 
coherent model o f medical 

ethics, and one need not 
be a religious Jew  to 

acknowledge and to 
accept either the values 

embedded in or the 
rationality o f this view.

acknowledge the true record. In the past, many 
physicians neglected their patients and fled from 
cities infested with plague. Even the noted 
anatomist and medical philosopher Galen aban­
doned Rome as the plague approached (Fox 1988:7). 
More recently, in the United States both during the 
yellow fever outbreak and later during the cholera 
epidemic, numerous medical professionals either left 
their homes in order to avoid exposure to contagion 
or simply refused to visit the sick (Fox 1988:8). In 

short, the historical evidence 
of medical behavior does not 
provide a clear source for mod­
ern ethical guidance. Thus, a 
duty to treat based on virtue 
models is, as John Arras 
acknowledges, “fragile” (1988).

The Jewish approach to 
the duty to treat, in contrast 
to secular attempts, is unique. 
Modern Jewish commentators 
state unequivocally that 
physicians are obligated to 
care for persons infected with 
HIV. Similarly, ancient Jewish 
writers, including both 

Maimonides and one of his most cogent critics, 
Nahmanides, have argued that the Torah requires 
physicians to care for the ill. The origin of a duty to 
treat is found in several biblical commandments. 
First, one may “not stand idly by the blood of your 
neighbor” (Lev. 19:16). The Talmud comments that 
fears of either significant expense or danger to self 
do not lim it the obligation to participate in life-pre­
serving endeavors. Second, the Torah mandates the 
returning of lost objects to their proper owners 
(Deut. 22:2). Maimonides argues that, since the 
Talmud extends the notion of ownership to encom­
pass one’s body and health, this passage creates a 
powerful duty to treat. In other words, Maimonides 
feels that the biblical commandment “And thou 
shall return it to him” establishes a duty incumbent
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upon physicians to restore the health of patients.^ 
One finds a third Torah-based source for a duty to 
treat in the notion of “providing for his healing” 
(Exod. 21:19)- Nahmanides uses this concept to 
develop an argument for an obligation to treat that 
differs substantially from Maimonides’ efforts.^ For 
Nahmanides, as David Novak notes, healing is 
“more than an ordinary obligation but an act of imi- 
tatio D ei” (1992:112). Nahmanides, moreover, 
believes that the obligation to treat the ill arises 
from the broad commandment “to love thy neighbor 
as thyself” (Lev. 19:18).

More recent Jewish scholars have drawn from 
both Maimonides and Nahmanides in order to cod­
ify the duty to treat. Joseph Caro (d. 1575), in his 
seminal compilation of Jewish law, writes, “The 
Torah gave permission to the physician to heal; 
moreover, this is a religious precept and it is includ­
ed in the category of saving life. If the physician 
withholds his services it is as if he is shedding 
b lo o d .P o ten tia l risks to self do not mitigate this 
duty. For Caro, one is required to “expose himself to 
possible danger” if necessary for the saving of a life. 
For Jews, the discussion of a duty to treat does not 
concern the existence of the duty. Rather, the ethical 
discourse concerns the source of this duty and its 
theological underpinnings.

The Jewish perspective on the duty to treat 
patients harboring HIV also demonstrates the con­
tribution that Judaism  can make to secular 
bioethics. As Louis Newman observes, embedded 
w ithin Jewish religious law are “principles with 
broad applicability”(1993:562). Put another way, 
the moral precepts that underlie the duty to treat are 
intelligib le outside the realm of Judaism. One need 
not be an observant Jew to realize that these con­
cepts merit serious consideration. Several other fac­
tors recommend the Jewish approach. Adopting a 
Jewish model allows one to avoid rights-talk and its 
accompanying limitations while also shifting the 
focus of the analysis by highlighting the moral rela­
tionship between individuals. Furthermore, unlike

virtue-based arguments, which historical evidence 
essentially undermines, the historical record of 
Judaism both elucidates and reinforces the obliga­
tion to treat people with AIDS. Jewish physicians 
during the plague were religiously obligated to treat 
their patients, as modern Jewish doctors are duty 
bound to care for HIV-seropositive persons. Jewish 
physicians d id  treat plague-infected patients 
(Jakobovits 1967:106-9). The passage of time has 
neither theoretically nor practically weakened the 
force of this duty. The Jewish position can serve as a 
point of comparison for differing secular theories of 
medical ethics. The existence of the Jewish view 
challenges those opposed to a duty to treat to re­
examine their beliefs and assumptions in order to 
respond to the concerns and values that form the 
basis of the Jewish model.

The Duty to Warn
The JEWISH RESPONSE TO THE DEBATE over the 
duty to warn also demonstrates the contribution 
Judaism can make to secular bioethics. Historically, 
contact tracing, the process of identifying individu­
als at risk for infectious disease (particularly those 
sexually transmitted) based on their exposure to an 
index case, was a well-accepted public health prac­
tice. When employed in earlier eras of epidemic 
venereal disease, few saw any ethical difficulties 
inherent in this procedure (Bayer and Toomey
1992). The AIDS pandemic, however, has led clini­
cians, public health officials, policymakers, and the 
public to reconsider this position. Furthermore, the 
clinical impact of this problem has been significant. 
Survey data reveal that many persons who are aware 
that they carry HIV opt not to notify their sexual 
contacts of this fact. In one study, 36 percent of 
blood donors who had been told they were HIV pos­
itive had not shared that information with their sex­
ual partners more than one year later (Williams et 
al. 1988).
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Those who allege that physicians have no 
obligation to warn focus on three issues: the confi­
dentiality rights of the individuals, the realities of 
doctor-patient relationships, and the potential for 
discrimination against persons with AIDS. First, 
they argue that respecting patient confidentiality 
requires that clinicians accept the wishes of HIV- 

seropositive individuals who do not desire to notify 
their partners. Notions of autonomy entail doctors’ 
not breaching the duty of confidentiality they owe 
to their patients. One can trace this duty back to the 
Hippocratic oath, and, over the last 50 years, the 
concept of respect for patient confidentiality has 
developed as a response to and a check on the pater­
nalism often encountered in the clinical setting. 
Commenting on confidentiality, the AM A Council 
on Ethical and Judicial Affairs states: “Information 
disclosed to a physician during the course of the 
relationship between physician and patient is confi­
dential to the greatest possible degree” (1986: sec­
tion 5.05). Betraying confidentiality egregiously 
vitiates the privacy rights of patients. As one ethi- 
cist expresses it, violating confidentiality in this 
instance would do significant “damage to the 
patient’s rights and civil liberties” (Winston 
1987:22). Most gay-rights activists denounce the 
duty to warn as a profound intrusion on privacy; and 
it raises “Orwellian fears,” because partner notifica­
tion creates the potential for the development of 
registries that list homosexuals, bisexuals, and their 
partners.

Second, opponents of the duty to warn believe 
that such obligations w ill undermine the doctor- 
patient relationship. Confidentiality is the basis for 
an effective doctor-patient relationship. It puts the 
patient at ease and allows her to reveal information 
of clinical import that she might otherwise keep 
secret. If physicians must notify others of the HIV 

status of their patients, patients w ill be less likely to 
disclose certain aspects of their clinical history. This, 
in turn, w ill impede the delivery of efficacious med­
ical care. More important, foes of the duty to warn

fear that if  HIV-positive persons know that their 
doctors will betray their serostatus, infected persons 
will simply stop seeking medical attention. As the 
director of the Lambda Legal Defense Fund once put 
it, “Doctors ratting on [HIV-positive individuals] . . . 
will undermine efforts” to care for HIV-infected 
patients (Bayer and Toomey 1992 :116 1).

Third, those who oppose the creation of a duty 
to warn worry that persons with HIV will face 
increased discrimination under a scheme of obliga­
tory partner notification (Lo 1992). In the past, 
those infected with HIV have faced discrimination in 
many areas of public life. When third parties found 
out about their HIV status, some AIDS patients lost 
their jobs and others had difficulty finding adequate 
housing. Even in settings where there is essentially 
no risk o f viral transmission, such as the classroom, 
HIV-infected individuals have faced stigmatization 
and physical isolation. Although recent legislation, 
most notably the Americans with Disabilities Act, 
has outlawed such practices, infected individuals 
may still face discrimination, although it may be 
less overt than it would have been in the absence of 
such legislation.

Several professional societies have embraced 
the preceding analysis of the duty to warn and offi­
cially oppose partner notification. The American 
College of Obstetrics and Gynecology, for instance, 
has articulated a set of ethical guidelines that state 
that the desires of the patient take precedence over 
other concerns. Organizations composed of public 
health officials, such as the Association of State 
Health Officials and the U.S. Conference of Local 
Health Officials, have specifically rejected mandato­
ry partner notification. Five states now expressly 
prohibit the disclosure of the identity of infected 
individuals (Bayer and Toomey 1992).

Secular advocates of a duty to warn, in response 
to concerns regarding confidentiality and the physi­
cian-patient relationship, assert that privacy rights 
are not absolute and that one must view the doctor- 
patient relationship more broadly to encompass
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duties to third parties. Bernard Lo writes that the 
principle of beneficence serves as a basis for the duty 
to warn (1992). He lim its, however, the moral 
authority of beneficence in this situation. Since a 
duty to warn essentially deals with prevention and 
not treatment, it is weaker than claims grounded on 
the principle of nonmaleficence. State courts have 
been less equivocal. In Taras o f f  v. California Board o f  
Regents, where a clinician knew his patient planned 
to murder a former girlfriend, the California 
Supreme Court asserted that the physician should 
warn innocent third parties. The court wrote: “The 
protective privilege ends where the public peril 
begins” (1976:553). Correspondingly, the A M A , the 
American Academy of Family Physicians, and other 
subspecialty medical societies embrace the duty to 
warn, and most states currently allow physicians to 
notify the partners of HIV-infected individuals, irre­
spective of patients’ objections (Bayer and Toomey 
1992). The fact that physicians may, under law or 
guidance from their professional society, breach con­
fidentiality does not imply a duty in the strict sense, 
that is, a requirement that they must violate 
patients’ wishes in order to prevent harm to others. 
The duty to warn, in actuality, might more accu­
rately be called an “opportunity to warn.” Moreover, 
this concept, as currently conceived in the secular 
society, offers no guidance as to when a physician 
should disclose a patient’s serostatus, to whom he 
should reveal this information, or how to evaluate 
concerns about the resulting consequences for the 
patient.

As one can see, the secular debate over the duty 
to warn remains unresolved. In contrast, following a 
Jewish approach to this question leads to a strong 
duty to warn the partners of patients infected with 
HIV. One can find the origin of this duty to warn in 
four separate areas of Jewish law and theology. First, 
the biblical commandment “not to stand idly by the 
blood of your neighbor” (Lev. 19:16), discussed with 
regard to a duty to treat, also applies in this situa­
tion. This dictate obligates a physician to notify

innocent third parties if one of her patients poses a 
threat to their health. The dilemma of the (pur­
suer) demonstrates the significance of this concept 
for Jewish thought. The Talmud (Sanhedrin 73a) 
contains a lengthy analysis of an individual’s duties 
if he sees someone chasing after a person to kill her. 
The Talmud states that in this situation one must 
rescue the potential victim even if it necessitates the 
use of deadly force: “He who pursues after his neigh­
bor to k ill him must be rescued (from transgression] 
at the cost of his own life.” The case of an HIV- 

seropositive patient who refuses to warn his sexual 
partners is analogous to the situation of the rodef. In 
each instance, a third party faces a potentially mor­
tal threat that some other person becomes aware of 
and, as a result, may eliminate. That the Talmud 
shapes the duty to stop the rodef as obligatory and 
not merely as permissible signals the moral impor­
tance of this notion. Thus, unlike many secular 
conceptualizations of the duty to warn, which 
essentially frame this duty as optional, in Jewish 
law one does not have a choice whether he should 
prevent harm to another. The Jewish analysis of the 
duty to warn unequivocally creates an obligation to 
intervene.

A second source for the duty to warn rests in 
the prohibition against “placing a stumbling block 
before a blind man” (Lev. 10:13). It may not seem 
that this mandate pertains to a discussion of a duty 
to warn, but in Jewish law this proscription has 
often been broadly interpreted. More generally, the 
prohibition illustrates and reinforces the concept of 
respect for persons. In other words, it serves to pre­
vent the unscrupulous from exploiting another’s 
weaknesses, disabilities, or diminished capacity. 
With regard to business ethics, Jewish scholars have 
interpreted this passage to require full disclosure for 
the completion of complex transactions and to dic­
tate that the parties to a contract enter into an agree­
ment free of coercion. In the clinical setting, one can 
envision the wife of an HIV-infected individual as 
the proverbial “blind man.” She is unaware of the
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threat her husband poses to her health. To maintain 
a sexual relationship, her spouse wishes to keep his 
serostatus secret. The physician who is aware of the 
situation has the opportunity to remove the veil of 
ignorance from the wife. Therefore, in order to 
remove the “stumbling block,” the clinician, under 
Jewish law, must warn the wife.

Third, in the Sulhan Arukh, the authoritative 
codification of Jewish law from 
the sixteenth century to the 
present time. Rabbi Joseph 
Caro argues that if a physician 
knows that someone is going to 
die, he must inform him of this 
fact. Again drawing on Jewish 
beliefs about respect for per­
sons, Caro states that the physi­
cian must disclose this infor­
mation so that the dying indi­
vidual can seek forgiveness 
both from those he has 
wronged and from God. To 
deprive one of the opportunity 
for such moral introspection, 
for Caro, is to fail to acknowl­
edge the person’s moral status.
Sim ilarly, because AIDS is 
essentially a terminal illness, 
not disclosing the serostatus of 
an HIV-positive patient to his 
partner is akin to not notifying her that she may face 
a deadly pathogen. Failure to notify her deprives her 
of the chance to put her life in order. Many secular 
ethicists acknowledge the importance of this claim. 
For example, Sissela Bok writes that “a terminally ill 
person who is not informed that his illness is incur­
able . . . cannot make decisions about the end of his 
life” (1978:244). Secular discourse about this issue, 
however, rarely addresses respect for the victim 
directly.

Fourth, in addition to theoretical analyses, 
some sources in Jewish law include examples of
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problems normatively similar to a duty to warn. An 
examinarion of these dilemmas helps to elucidate 
the Jewish perspective on the duty to warn. For 
instance, the commentaries of the noted Rabbi Israel 
Meir HaCohen (also known as the Chofetz Chaim) 
include a discussion of the questions presented when 
a person learns of a fact that disqualifies another 
from becoming married (Freedman 1990). Should 

one reveal this information to 
the intended spouse? Gener­
ally, under Jewish law one 
would be obliged to keep this 
knowledge confidential so as 
not to violate the command­
ment against gossiping {lashon 
hara). The Chofetz Chaim, 
however, concludes that one 
must provide such potentially 
embarrassing information to 
the future spouse. Likewise, 
although an HIV-infected 
patient may fear that divulg­
ing his serostatus would 
result in others gossiping 
about him or would ruin his 
marriage, the writings of the 
Chofetz Chaim indicate that 
the possible harm to the 
patient do not trump an indi­
vidual’s duties to a third 

party. Additionally, the Chofetz Chaim provides sev­
eral specific guidelines describing how one should, 
when required, reveal facts that m ight embarrass 
another. Fie would require that (1) the information 
to be exposed be accurate; (2) no other means to pre­
vent the danger exist; (3) disclosure would, in all 
likelihood, prevent the harm; and (4) the informa­
tion not be presented in an overly dramatic form. 
Before revealing a patient’s serostatus, therefore, the 
clinician would have to ascertain that the diagnosis 
was correct and that the patient himself was not 
w illing to warn his partner. Moreover, one could
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reveal a patient’s HIV status only to those at risk for 
transmission. As one can see, Jewish tradition not 
only contains a type of case law that embodies the 
duty to warn, it also, in contrast to secular ethics, 
specifically presents a mechanism for revealing 
information that others would prefer to keep confi­
dential.

For non-Jews, the value of the Jewish perspec­
tive is that it allows one to shift the focus of the 
debate. In the secular paradigm, the ethical analysis 
emphasizes the physician-patient relationship and 
the special obligations and duties incumbent on the 
members of this partnership. What would be 
supererogatory in other personal interactions is seen 
as obligatory in the context of the physician-patient 
relationship. Judaism , however, does not place such 
emphasis on the doctor-patient encounter. The duty 
to warn, for example, obligates all members of soci­
ety to prevent harm to third parties. Similarly, the 
duties not to gossip and to protect confidentiality 
not only pertain to the communications between 
physician and patient but also affect broader social 
interactions. Rather than hold the doctor-patient 
relationship to a “higher” ethical standard, Judaism 
places strict ethical duties on all members of the 
community.

Because of this distinct focus, one can see that 
the Jewish tradition contains mechanisms for pro­
moting and reinforcing the basic foundations of 
society. Since all members of the community face 
sim ilar ethical duties and obligations to their peers, 
there is less confusion regarding moral relationships 
between individuals. Thus, even secular humanists 
m ight wish to adopt the Jewish perspective on the 
duty to warn in order to, as Newman writes, “pre­

serve the basic institutions of our society”
(1993:562).

Conclusion
M u s t  p h y s i c i a n s  t r e a t  p a t i e n t s  infected with 
HIV? Do clinicians have an obligation to notify the 
sexual partners of persons who harbor HIV or those 
who share needles with them? The ethical contro­
versy surrounding these questions remains unre­
solved. Jewish tradition, however, clearly compels 
the physician both to treat HIV-seropositive patients 
and to warn innocent third parties. These issues 
demonstrate that Judaism has much to contribute to 
modern discussions of ethical dilemmas found in 
medicine and show that Jewish tradition can effec­
tively appeal to persons outside the Jewish commu­
nity. Not only does the Jewish approach acknowl­
edge moral norms that speak to and of the human 
condition generally, it also emphasizes values that 
are intelligible and persuasive to those who do not 
necessarily adopt the theological beliefs that under­
lie them. As the Jewish view of the duties to treat 
and to warn highlights, one might embrace Jewish 
principles simply for pragmatic reasons, including 
the need to adopt moral standards that are beneficial 
insofar as they support the ethical growth of society. 
The importance of Jewish law for the secular world 
rests in its ability to serve as a contrast to other, non- 
religiously based approaches to ethics. Distinctly 
Jewish views on specific ethical conundrums can 
serve as examples of how moral principles might be 
evaluated or applied differently while simultane­
ously forcing secularists to confront beliefs that 
call into question their fundamental assumptions.
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NOTES
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manuscript.

1. Maimonides, Misbmh Torah, Hikhot Rozeab 1:14.
2. Nahmanides, Torat Ha’Adam: Kitvay Ramhan 2 :41^ 3 . The Mishneh Torah (literally, second Torah) was writren by Maimonides 

in 1180 after nearly a decade of work. It represents a seminal effort at organizing and interpreting all the biblical and talmu- 
dic writing until that time.

3. Joseph J . Caro, Sulhan Arukh, Yoreh De’ah 336:1. The Sulhan Arukh is the authoritative codification of Jewish religious and civil 
law from the time of Maimonides until the present day. In terms of jurisprudence, it can be considered the “controlling” law.
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The Little Deer.
Oil on canvas by Frida Kahlo, 1946.

Collection of Carolyn Farb, Houston.
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Fifth in a series edited by 
Arthur W. Frank

The Case
Dawn Runner

Lois M. Verbmgge

T he  u n d e r w e a r  o n  EIRST, then the white sleeve­
less top and shorts with aqua trim. Big safety pins at 
the shoulders to hold the jogbra in place, short 
socks, and the red-white-and-blue shoes that had 
run so many miles so well. The sun was rising in the 
midwestern sky at 5:30, a fine running time before 
June’s heat filled the day. Since it was Saturday, 
there wouldn’t be much commuting traffic from the 
far suburb to downtown—a nice feature. I left the 
door of my parents’ house unlocked rather than take 
a key; I was visiting them for three days.

Then those fleet feet took me into the dawn 
along long fiat county roads, always a joy because I 
could see so far and run so fast. The sun that morn­
ing was coming up as a rose ball, and I started due 
east to watch it rise. Though I no longer lived here, 
I knew the roads well. Turning to the west, I saw the 
dawn in a different dewy way. I passed through a 
town and saw a man out early watering his flowers; 
his garden was colorful with abundant blooms.

Lon M. Verhrugge is a research scientist at the Institute o f Gerontology, 
University o f Michigan, Ann Arbor.

For citation: Verbrugge, Lois M. 1995. "The Case: Dawn Runner.” Second Opinion 20, no. 
3 (January): 33-37.

Otherwise people were sleeping in, and I was alone 
on the road. Few cars passed. Cool, no wind; I 
moved with ease and grace. Running was the thing 
I loved to do most in life.

W ith no particular course planned, I turned 
north to find another long east-west county road and 
took the right side margin. Hearing a car slow down 
behind me, I glanced behind and realized the driver 
was letting me pass the neighborhood street just ahead 
and would then turn in. He did. I ran on, thinking of 
the day’s main event—the fifteenth reunion of my 
high school class and the friends I’d see.

I heard it again, slow and paced with my run­
ning. Looking back, it was the white car. He was 
following me. His nearness yet distance was odd; 
maybe he was just curious. Time drew out, and I ran 
on. He sped up a little, passed me, and was soon 
gone. The next turn was the east-west county road, 
and I went right.

Where did he come from? Behind me, slowly, 
staying a fixed distance, not very close and not very 
far. It was ambiguous and strangely malevolent. If 
he was just cruising and interested in watching the 
dawn runner, he was now too persistent. If he 
intended harm, he was keeping his distance. Should

T he CASE; D a w n  R u n n e r
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I run into the field? (But he m ight have a gun or 
knife and follow me, and then I would be away from 
the road where other cars might pass.) Should I run 
to a house and bang on the door to wake people? 
(But that m ight not succeed, and he would have 
enough time to reach and hurt me.) Should I con­
tinue running? (But he m ight stop me and force me 
into the car.) It was hard to know, and his behavior 
gave no good clues. The car accelerated and passed 
me in a burst of speed. Relieved but uneasy, I ran on.

Again. Behind me, with measured pace. He 
had turned into a school yard and waited until I 
passed. Quickly I crossed the road to run on the left 
side. Still keeping his distance, he crossed the road 
to the “wrong” side and followed. I turned around 
and gestured for him to move off, to go away. The 
car’s pace quickened a little, then slowed as he 
passed me, inches from my body. The window was 
down; he said nothing. He did not reach out to 
touch, just drove those slow inches from me. All at 
once, he zipped away. I decided to head for my par­
ents’ home a mile away as fast as possible and turned 
the corner south. The car wasn’t in sight.

Loud and fast. I heard the car tear around the 
corner behind me, tires screeching and kicking up 
gravel. Turning quickly, I saw him aimed straight at 
me. Speeding up.

I thought, “This doesn’t happen.”
And then, “I’m dead.”
The weapon was his car. He hit me at about 50 

miles per hour. My memory is empty from those 
two sentences to the realization of being alive in the 
ditch. Picking myself up, I knew nothing of the 
injuries. I thought only of reaching my parents’ 
house across the long open field. I tried.

I no longer know his name, the man who took 
a different route to work that morning because he 
decided to buy doughnuts for his co-workers on the 
way. Coming south, he saw an exhausted runner. 
Then the way she moved caught his attention and 
suggested something worse, that she was in trouble. 
Stopping, he crossed the road and found me in the

field, picked me up, and carried me toward his car. 
As he was figuring out which door to open and how 
to get me in, I heard it.

The white car was coming back at terrific 
speed; I knew the driver was returning to “finish me 
off.” I screamed and the Samaritan understood. As 
the car careened by, he tried to read the license plate. 
He took me home.

I do not know how I stumbled to my parents’ 
bedroom, knocked, and said, “Dad, Mom, I’m in 
trouble.” Dad came out. I w ill never forget my 
father wanting to wash me, seeing the blood every­
where and hoping to make his daughter whole by 
washing it away. They are all unforgettable—the 
police arriving, the Samaritan leaving, the emer­
gency room, the nurses and radiologist, the orthope­
dists, the detective, and my father always there. My 
mother, not keen on blood or trouble, kept a bit 
apart but cared.

I never got it more right than during those 
hours lying in the emergency room. My first impres­
sion, when there was quiet around me and I could 
think, was of a hunter and a deer. He had stalked 
me. He was attracted by the freedom and beauty of 
the deer, but he hated the deer’s having them and 
decided to take them away. He watched, he fol­
lowed, he destroyed.

Now I know what shock is. I tried to normal­
ize the day—giving the detective as many details as 
I could recall, talking with my husband by tele­
phone and saying he didn’t need to come, convinc­
ing my father I really could go to the reunion, and 
appearing there with a temporary leg cast and 
crutches, escorted by him. It is amazing that any of 
it happened. My husband came. My friends never 
forgot that evening. My father was a changed man.

The white top and shorts, new the Saturday 
before when I placed high in a long race, were 
thrown away by my mother or father. My shoes were 
not thrown out; those cherished road-worn compan­
ions were set aside and later taken and put away by 
my husband.
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I flew back to my home city with my husband. 
On Monday morning, I saw the city’s best sports 
orthopedist and was hospitalized immediately. The 
left knee tendons and ligaments were torn off the 
bone; the right knee cartilage was damaged; wounds 
and bruises covered my body head to foot; and there 
were other somatic secrets still to come. The deci­
sion was made to repair the 
left knee and to leave the right 
knee alone for a while, and 
surgery was performed several 
days later.

That summer was filled 
with anxiety, hope, sadness, 
anger, and other emotions of 
magnitude. The cast was on 
for many weeks. All the usual 
regimens and devotions 
changed abruptly. The ortho­
pedist said I would probably 
run again. When the cast came 
off, I learned how to walk, did 
physical therapy with dedica­
tion for many months, and 
gradually took up swimming.
My father feared I would limp 
(maybe because his sister had 
had crippling childhood polio, 
limped severely and painfully 
thereafter, and was sexually 
attacked as a teen while riding home from school in 
the horse carriage), but soon the limp was gone.

Things didn’t happen the way the orthopedist 
expected. Chronic pain entered both legs, and the 
gains made in ambulation eroded. I had never 
known that such nonstop demonic pain could exist. 
Oddly separate from that, and very distinctive, was 
a gnawing dark ache inside my right knee. My tem­
perature system was awry; I could not tolerate mod­
erate heat, and my hands, feet, and face turned 
bright red in normal settings. My body burned 
inside clothes and shoes, and I sweated frantically.

My first impression, when  
there was quiet around 

me and I could think, was 

o f a hunter and a deer.
He had stalked me.

He was attracted by the 
freedom and beauty o f the 

deer, but he hated 
the deer’s having them  

and decided to 
take them away.

He watched, he followed, 
he destroyed.

My endocrine system skidded to a stop or else took 
a somersault and stayed upside down. I could scarce­
ly continue my job and gradually became effective­
ly homebound. The orthopedist gave up (he had 
fixed me, and there should be nothing wrong now) 
and sent me to a physiatrist, who reestablished a 
low-level physical therapy program that proved 

impossible to carry out. 
Gtieving, I threw away the 
red-white-and-blue running 
shoes. Drugs to stop pain and 
inflammation failed, and elas­
tic knee braces provided relief 
while on but terror when 
taken off. I read about pain, 
vasospastic disorders (but the 
articles focused on coldness and 
its making body areas white, 
not heat that made body areas 
red), depression, and psyche- 
soma interactions. When the 
pain climbed toward my hips, I 
turned desperate. I was afraid 
about my future.

One winter day, my next- 
door neighbor brought a book 
to me about a meditation 
approach called biogenics, an 
autogenic technique for deal­
ing with pain and chronic il l­

ness. I decided to try it. I had to; there were no other 
options. I began with dedication and despair pitted 
solidly against each other. Each day, I spent long 
times on the floor with arms and legs stretched out­
ward in repose. In the midst of dense, caroming 
pain, it seemed hypocritical to repeat silently to 
myself “My body is free of pain. My mind is at 
peace. I am full of health.” I hated the sentences. 
Sometimes tears rolled down my cheeks while I 
voiced them soundlessly. I railed against this medi­
tation nonsense but continued and sought to 
believe. Three weeks later, there was a day that the
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pain backed off during the meditation. Then it hap­
pened again, and again. Three months after starting, 
I had periods of day and night without pain when 
not meditating.

The sentences expanded and took on confi­
dence. I visualized my hypothalamus as a yellow 
flower and my pituitary as a pink one, and I made 
sentences for them. “I am a cool yellow lily .” “I am 
a deep pink rose.” I imagined the pain sparks and 
thunders as ugly little  creatures hiding behind a 
door and shouting so as to seem monstrous, and I 
told them to pack up and leave. “The pain is small 
and powerless. I release the pain.” There were sen­
tences about being safe (I was afraid of the sound of 
cars and walked in the neighborhood only if  my hus­
band was along), about goodness (it was unavoidable 
but horrible, the thought that I had enticed the 
assailant and was responsible for what had hap­
pened), and about trust (in my body and in 
strangers). After five months, I was virtually free of 
pain. Nevertheless, I went to a week-long clinic con­
ducted by the inventor of biogenics. I was happy to 
be going for reaffirmation rather than salvation; my 
companions at the clinic were not so fortunate. I 
maintained the daily meditation program. 
Gradually the vasospastic disorder lessened so that I 
was just rosy rather than beet-red in standard heat­
ed places. But I did not menstruate (that had ceased 
before the assault because of leanness), and I had no 
libido.

Full of hope, I bought running shoes and tried 
to run. The answer was a devastating no. Pain and 
instability said that my running days were over. I 
was a swimmer, not a runner.

There were deeper somatic and psychological 
secrets that took longer to find their way out. 1 men­
tion three. First, with a more sedentary life, con­
cerns about weight and food increased and took 
powerful hold. Calories were counted, daily charts 
filled out, weight checked several times a day. Five 
years after the assault, alone for a month in the 
mountains, I saw a frighteningly low number on the

scale one day. Something inside saved me; I put on 
my jacket, drove to the nearby town, bought pas­
tries (napoleons with custard and crust made in 
heaven), and ate them with delight. I simply 
changed; a year later I weighed 30 pounds more, not 
by conscious design but by the body’s quiet necessi­
ty. It was difficult to change my entire wardrobe and 
to adjust to roundnesses, but I did and now think 
the change wonderful. I have not weighed myself for 
almost a decade, and food is a great friend. Second, 
the prolonged stresses of physical pain and career 
interruption may be the underlying cause of a prob­
lem that started six years after the assault. I now 
have the syndrome called multiple chemical sensi­
tivities, or MCS. It took me a year of awful symptoms 
and malaise to figure it out, eventually by reading. I 
live quite free of petrochemicals and volatile organ­
ic compounds, have some social limitations in order 
to reduce exposure to them, regret the impact those 
limitations have on my husband, and am regularly 
overwhelmed by business trips because they increase 
exposures so greatly. Third, I did not recognize the 
assault’s deep impact in making me distrustful of 
my womanhood. The uncovering of this issue and 
its resolution came by a circuitous route. A physi­
cian specialist whom I consulted for MCS (his strong 
aftershave did not enhance our discussions) suggest­
ed I had psychological problems instead. I chal­
lenged him to find the very best psychotherapist and 
said I would give it one last try (prior experience 
with psychotherapy left me dubious). Indeed, the 
best psychotherapist for me came into my life, and 
with his help I found love for and safety in being a 
woman that I had never believed possible.

Do people know how far and long the damages 
of assault go? How much courage and faith it takes 
for the victim, who has little reason to possess either, 
to come back from one precipice and then another 
and another?

For my lifetime, 1 w ill be proud of releasing the 
chronic pain, proud of welcoming my womanhood, 
and proud of choosing again to live with some risks.
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I learned that both the body and the mind strive 
toward healing, roward homeostasis. In the presence 
of driving illness and despair, it takes almost impos­
sible bravery ro change one’s perception from “body 
as nemesis” ro “body as friend,” from “mind as 
betrayer” to “mind as ally.” You must talk yourself 
into it at first.

T he  c a r  a n d  it s  d r iv e r  w e r e  f o u n d  late that
Saturday. The scrambled numbers seen by the 
Samaritan, plus my recollection that the car was a 
white Mustang, were submitted to the state’s motor 
vehicle department. Several candidates were identi­
fied and checked. When police officers visired him, 
they dusted the car and found my handprints on the 
hood. He confessed. I have forgotten his first name 
but not his last; I’ll call him Kline here. I never saw 
him again. A criminal courr case for rhe felony 
(attempred murder) was scheduled. Prior to the 
trial, the judge requested that I provide personal 
testimony to him, and I traveled ro rhe city, still in 
the full cast, to do so. During rhe trip, I was also 
evaluated for neurological and psychological defi­
ciencies by an insulting and incompetent physician, 
hired by the defense. By the judge’s plan, I did not 
attend the trial. My parents did. Kline had just 
turned 18 years old; he had a juvenile record of drug 
abuse and a disrupted family life (his mother had 
died a few years before). This was his first adult 
offense, so prior ones were ignored. He refused to 
speak to examining psychotherapists before the 
trial. He would not answer their question about why 
he had done it. The closest he came was in court; in 
response to the judge’s question about whether he

knew whar could happen to the runner, he shrugged 
and said, “I didn’t care.” In his closing statement, 
the judge said, “W hy didn’t you just go jump in a 
lake!” Kline’s public defender plea-bargained (guilr 
was admitted for assault with a deadly weapon), and 
Kline was sentenced to 10 years in the state peni­
tentiary, down from the judge’s stated wish for 25. 
He was released after two years. Thar is all I know 
about him.

I am alive because from far within, instinct 
brought my arms and hands forward when I saw the 
car coming roward me. My hands met the hood, and 
I was thrown over the car rarher than dragged under. 
I recall none of that. I thank instinct.

I learned that the court system coddles the 
criminal and scarcely notices that there is a victim. 
Neither I nor my husband w ill ever serve on a jury; 
our atritudes are unfit. I have a nagging right knee 
that was never repaired and a big staple in my left 
knee that sings sharply when touched. I learned how 
greatly my father loved me—not right away, but 
over years as his opinions were voiced and retire­
ment plans (to help troubled youths) were made. I 
found the beauty of my womanhood and restored 
my sense of safety. Seven years after the assault, with 
more pounds on my frame, I started menstruating. I 
was awed and have been happy about it since. Eight 
years after, with those same buttressing pounds, I 
tried running again.

I am a swimmer, mostly. Once a week, I run, 
more slowly but with the inimitable joy of wind in 
my hair and birdsong in my ears. Right now, my 
shoes are purple-white-and-rose, the underwear is 
lavender, rhe rop is white and shorts purple, and 
rhey all make me fleet of mind.
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Woman with Bird-Shadow and Man.
Ink by Mary Frank, 1969-

Private collection. Reproduced by permission of Midtown Payson Galleries, New York.
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Commentary
Running to the Sun

Ellen Flookes

T h e  c h il l in g  t e n s io n  in  l o is  v e r b r u g g e ’s
story of her personal assault was almost too familiar. 
Hit the remote. But this time, the visceral tighten­
ing inside was not the result of a television produc­
er pumping up the thrills of random violence for 
family entertainment. Before me was the very real 
story of a woman who left the house early one morn­
ing for a run and returned a short time later shat­
tered by a brutal assault.

It seems I have been primed all my life to 
accept violence and some vague notion of its 
inevitability. In the 1950s, the steely echo of 
Dragnet’̂  hammer of jusrice hitting the anvil three 
times with solemn finality sent me flying into the 
arms of my mother. One taste of violence, and the 
shock of my own vulnerability raced through my 
body like an elecrric current. Now I sit passively 
flipping through screens of hideous human tragedy 
in shows like Top Cops, The FBI: Untold Stories, and

Ellen Flookes is a  p u b lic  rela tion s ed ito r  f o r  th e  P ark er G roup in  C a lga ry . 
A lberta. C anada, a n d  a  fr e e la n ce  w riter.
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no. 3 (January): 39—43.

The Detectives with an embarrassing lack of senti­
ment. I blast them off the screen not only because 
watching them could be construed as racit approval 
but because I mistrust the false sense of relief these 
shows induce. When the violence ends, I am sup­
posed to feel lucky that this horrible thing, whatev­
er it is, didn’t happen to me, but the implicit mes­
sage is that it might. Eventually, in order to func­
tion I must retreat into the less hostile, potentially 
more dangerous world of unknowing and convince 
myself that I am at least reasonably safe. However, 
two facts tap on the window of my illusion: I am a 
woman, and I am a “truster.”

The reality that I can be physically overpow­
ered by most men, even men without weapons, 
means that on a very basic level, the physical level, I 
can be beaten. This is not easy for me to accept. But 
the fact that I can be physically dominated and 
forced into submission is integrated into the core of 
my being a woman. I must remain aware of my vul­
nerability but not so aware that I shrink from ordi­
nary pleasures by subscribing to a lifetime of fear. 
However, the truth that I can be physically domi­
nated determines consciously and unconsciously the 
course of many of my actions and sets lim its on my
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ability to participate fully in society. As the true 
crime shows illustrate in sickeningly graphic detail, 
any lapse of vigilance on my part could have drastic 
consequences. In the cop-show lingo of Hill Street 
Blues, I must “be careful out there” and accept this 
tiresome responsibility of constant watchfulness. 
However, this forewarning may not be sufficient 
advice for women who are
trusters.

Former police chief An­
thony Bouza of Minneapolis,
Minnesota, states, “Many vic­
tims of crime are people who 
like to beat the odds . . . they 
are easy trusters, open people 
w ith others” (quoted in 
Flannery 1992:17). This state­
ment makes me very uneasy.
Not only do my chances of 
becoming a victim of crime 
increase because 1 am a 
woman, but Bouza is intimat­
ing that 1 am unwisely playing 
the odds if  1 trust other people.
Trust is an integral part of my 
moral and ethical modus 
operand!. Yes, I can be pru­
dent, but if I break down and discard basic trust in 
my fellow human beings, I would live in a frighten­
ing isolation on the dark side of life. Many women, 
and certainly some men, live this way, daily choked 
by fear and apprehension.

In order to function I 
must retreat into the less 
hostile, potentially more 

dangerous world o f  
unknowing and convince 

m yself that I am at least 
reasonably safe. 

However, two facts tap 
on the window o f my 

illusion: I am a woman, 
and I am a “truster.”

Venus Flytrap
T r a d i t i o n a l l y  m e n  h a v e  p l a y e d  a  l a r g e  r o l e

in determining where women can go and what they 
can do and even in helping women form ideas of 
themselves. Stories in which women are perceived as 
adjuncts of men fdled with special evil powers reach 
as far back as Adam and Eve. In the creation account

in Genesis 2, Eve was shaped into existence from 
one of Adam’s ribs. It was Eve who bit the apple 
from the tree of the knowledge of good and evil; it 
was Pandora who lifted the lid of the jar and spread 
plagues into the world. “Control women” was the 
moral that weathered the centuries. Whether or not 
men enjoyed influencing and directing women’s 

lives, they exercised this 
power as a matter of course. 
Today, however, the opportu­
nities to do this have been 
sharply reduced by women 
themselves, many of whom 
decide their own course of 
action. This change has disap­
pointed some men and made 
other men very angry. If 
women are to protect them­
selves from violence, they 
must take into account that 
the struggle of women for 
self-direction and equal 
human rights has fueled a 
generalized anger toward 
women which has precipitated 
incidences of random violence 
against women. The murder 

of 14 women in the University of Montreal’s Ecole 
Poly technique in 1989 is one example.

Strangely, when many women are free for the 
first time to leave the home to compete in the male 
world for success, money, status, and upward mobil­
ity, women have at the same time become more 
obsessed than ever with their bodies. The personal 
discipline that brought Verbrugge the rewards of a 
successful academic career also took her to the iso­
lated road where she was attacked that early morn­
ing. Successful women must not be fat. Cultural 
images show us that successful women are thin, very 
thin. Thin women have bodies that represent the 
control, self-denial, and discipline of the competi­
tive male world.
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Our ideal of the female body has undergone 
drastic transformation. The Greeks showed us rheir 
conception of a full-blown femininity: Venus de 
Milo, full-breasted and lush with fertile fat, repre­
sented the ideal woman’s body and the perfect place 
for creation of life. Renaissance painters rejected the 
shame and concealment attached to the body in 
Gothic times and proceeded to redefine the body as 
a site of life-giving energy and sensual pleasure. But 
the thick thighs and domed bellies of the women in 
Botticelli’s Three Graces couldn’t be further from the 
body image many women desire today. Our ideas of 
femininity have narrowed to a thighless, hipless, 
breastless version of a childlike body with an associ­
ated childlike innocence. The childlike bodies of 
powerhouse gymnasts like Olga Korbut, Nadia 
Comaneci, and Cathy Rigby doing handsprings on 
balance beams fascinated audiences and inspired an 
entire generation of half-starved young female ath­
letes, many of whom battle anorexia and bulimia in 
their quests for nymphlike rhinness.

Statistics tell us that actually very few women 
are born wirh the thin, leggy body type we admire 
so much today. ̂  One out of every two women is on 
a diet. In fitness centers women, and men, stand in 
front of giant full-length mirrors and search their 
bodies for fat, with the intensity of grooming 
baboons. Our obsession with body type and thinness 
has set women up to be perpetually unhappy with 
perfectly normal, healthy, sometimes fat, female 
bodies. As a partial result, women have gained the 
capacity to disappoint anyone (including them­
selves) who holds an idealized concept of the female 
body. In a sense, women’s bodies have become Venus 
flytraps. Being lured into the velvety interior of a 
Venus flytrap may mean falling prey to an element 
of mistrust on a primal level—a woman’s mistrust of 
her basic femininity. The price of disillusionment is 
high.

Face to Face
In  1989, JOURNALISTS PUZZLED BY THE STRANGE 
antisocial behavior of a gang of teenagers who raped 
a jogger in New York’s Central Park coined a new 
term. Wilding described the particularly energized 
anarchy teenagers displayed as they spun out of con­
trol. After arrest, they demonstrated no remorse or 
shame, and when questioned, none reported feeling 
enraged or even angry at the time of the crime. The 
absence of any moral sense of their actions prompt­
ed one writer to characterize them as “psychic 
amputees.” Getting high on violent acts and the 
relentless pursuit of self-gratification was a new 
lifestyle based on uncultivated consciences.

As urban crime has increased, so has our fasci­
nation with it. In 1957 Leonard Bernsrein romanti­
cized urban street culture in his musical West Sick 
Story, in which one character satirizes his hostile 
behavior by describing himself as being “depraved 
on account of being deprived.” This rock-bottom, 
go-for-broke mentality is interesting in much the 
same way that graffiti scribbled on subway walls is 
compelling and energizing. It is hard to ignore graf­
fiti; it signals to us the subculture of “w ilding” life, 
an out-of-control expression of the antisocial self

But face to face with the braggadocio of a per­
son walking the edge with nothing to lose, “wild­
ing” signals danger loud and clear. For millennia, 
self-preservation has rested on our assumption that 
we can call for help, summon our fellow human 
beings to our rescue, but we can’t count on that any­
more. We can’t assume that our connectedness, one 
to another, w ill help us if we are in danger. Because 
we cannot presuppose ethical and moral action, we 
are shoved into a Kafkaesque drama in which reali­
ty is redefined in terms of moral mistrust grounded 
in fearful isolation.

Possibly we are more aware of violence and the 
daily threat of assault than our behavior might lead 
us to believe. Paul Tournier, in The Violence Insick 
(1978:16), states, “Our unconscious proves to be
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more aware than our conscious of the harsh laws of 
life.” If violence rests in the realms of passion, as 
Herbert Marcuse suggests, then our unconscious 
registers our first awareness of danger.

Particularly startling in Lois Verbrugge’s 
account was her early awareness of a violation occur­
ring in the distance between her and her attacker. 
Her unconscious perception of her attacker’s unnat­
ural control of speed and distance was her first sig­
nal of danger. As the tension of the threat increased, 
she was required to assess on the conscious level her 
assailant’s emotional state. At this point, the per­
ceptual field narrows, and the victim enters what 
Freud terms a state of “perceptual vigilance,” in 
which dangerous stimuli are selected for processing 
and other perceptual elements are filtered out 
(Yarmey 1979:51). The physical appearance, ges­
tures, speech, posture, and most significantly, facial 
expression give clues to the attacker’s underlying 
emotions. If we can identify the emotion, we can 
presumably better predict intent (Bassili 1978; 
Galper 1970). We are skilled at an early age in iden­
tifying emotions on the human face and distin­
guish ing these emotions from other forms of 
remembered visual stim uli. Many witnesses of 
crimes in action cannot identify their assailant but 
often can recall the emotions they read on their 
assailant’s face for many months, even years, after­
ward.

Not only was Verbrugge physically assaulted, 
she was forced to acknowledge the fact that her 
assailant was well acquainted with human cruelty. 
Identifying the face of human cruelty is a shattering 
experience; it is not an easy face to forget. Painful 
emotional truths emerge which require separation 
from objective truths. Unlike Perseus, Lois 
Verbrugge did not have Athena’s shield to prevent 
her from looking directly at the head of Medusa.

The Boneyard
W h e n  h e r  a s s a il a n t ’s c a r  t u r n e d  t h e  c o r n e r  
and headed straight for her, Lois Verbrugge thought 
she was going to die. And at the very instant when 
denial of death could no longer be maintained, she 
was in a sense dead. In the deepest center of her soul, 
Lois Verbrugge witnessed her own death. It is a long 
way back from the boneyard.

Witnessing human cruelty and looking direct­
ly into the face of death is more than any of us bar­
gains for. It seems reasonable to want to put an expe­
rience of this magnitude behind us as quickly as 
possible. However, it is difficult to dam up an inte­
rior flood of holy terror when little pieces of inner 
certainty continue to break off and float down­
stream. During this period of fragmentation, and 
very slowly, life is transformed by a separateness, an 
apartness from the previous order of life. When set 
apart by transforming experience, life is sanctified, a 
word that shares the root of “apartness” and “sepa­
rateness.” It is made holy.

The very act of witnessing implies personal 
transformation. In doing so, we are forced to attest 
to a new set of realities and to own uncommon expe­
rience on intimate terms. In early Judeo-Christian 
culture, the testimonies of Christian witnesses were 
highly valued and not always easy to obtain. In the 
abrupt ending to Mark’s Gospel, the women went to 
the tomb carrying oil and spices to anoint Jesus’s 
body, but incredibly, the stone was rolled away and 
his body gone. “Trembling and bewildered, the 
women went out and fled from the tomb. They said 
nothing to anyone because they were afraid” (Mark 
16:8). Attesting to the truths of new realities was 
recognized by Jesus as an uphill battle all the way, 
and he exhorted Christian witnesses of his day to 
persevere with the courage to seek the spirit of truth 
(John 15:26; 16:13).

To attest to the truth of an experience as shat­
tering as Lois Verbrugge’s would be no easy task. To 
own the reality of your own death and the reality of
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evil in one breath would be inviting personal devas­
tation. It is no wonder that the shorts and top 
Verbrugge wore when she was attacked were thrown 
away. They represented a transforming experience 
too terrifying to acknowledge.

Somewhere in the description of Lois 
Verbrugge’s father wanting to wash the blood from 
his daughter’s body was the sense of life being 
reduced to its barest bones.
Returning to a hope-centered 
life from the reality of blood is 
a painstaking process. The cost 
of reintegrating the parts of the 
whole is high; there are no 
guarantees. If the physical and 
emotional pain is of long dura­
tion, sadly we can predict rejec­
tion by those persons, both 
friends and professionals, who 
are frustrated and rendered 
powerless by our persistent 
cries. We can act on moral indignation and demand 
that justice nail holy terror to the door of the boneyard 
in retribution, if not restitution. Of one thing, howev­
er, we can be certain: the aftershocks along spiritual 
and emotional fault lines will continue to reverberate 
long after the wheels of justice have turned and med­
icine has exhausted ways to treat the pain.

In the deepest center 

o f her soul,
Lois Verbrugge witnessed  

her own death.
It is a long way back 
from  the boneyard.

The Lois Verbrugge presented to medicine for 
reconstruction was a holy woman, a woman set apart 
by the transforming experience of personal violence, 
a woman who had looked into the face of Medusa. 
The serpents on Medusa’s head are symbols of our 
worst fears, and the venom of evil serpents repre­
sents the power to transform into death. This same 
venom can be transformed into an antidote, a pro­

tection against certain death. 
It was the serpent that 
adorned the staff of 
Aesculapius, the deity of 
healing, and it is this symbol 
of transforming power that is 
used today by the medical 
profession.

In alarm. Pandora closed 
the jar, but one spirit 
remained; it was Hope, 
which failed to escape with 
the other furies. From the 

very center of herself, Lois Verbrugge asked repeat­
edly for wholeness and freedom from pain through 
daily meditation. Slowly she summoned from with­
in herself the hope for a reintegrated life and the 
rediscovery of the mystery, and beauty, of being a 
woman. She ran once again toward the sun.

NOTE
1. “The Famine W ithin,” a documentary film by Katherine Gilday, 1990, available through Direct Cinema Limited, Santa 

Monica, California 90410. ISBN 1-55974-389-5.
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Conceigao Aparecido (Apparent Consciousness). 
Ceramic by M ary Frank, 1970. 12x 11 x 9 ' U  inches.

Private collection. Reproduced by permission of Midtown Payson Galleries. New York.
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Can a Healer Be 
Too Wounded to Heal?

Maxine Glaz

IT HAS BEEN A REASSURING PREMISE of theologian 
Henri Nouwen’s work in The Wounded Healer (1972) 
that experiences of loss and pain can be facilitators 
of ministry. They can make the minister or care­
giver more receptive to the struggles of others, more 
aware, more human, more humane. Far from being 
perfect people or superior priests, we as wounded 
laypeople and clerics can help others precisely 
because we understand their need.

But are there wounds so serious, so troubling, 
that they confound us and tangle up our lives so that 
we live out the past in our ministry to others? Can 
these wounds make it so hard for us to reach others 
that we turn people off as often as we are able to 
reach out? What of the now common revelation that 
a candidate for ministry was once abused? Is the 
pain of abuse so harmful that it is inevitably crip­
pling? When do we say that a healer may be too 
wounded to heal?

M axine G laz is d ir ec to r  o f  th e D epartm en t o f  P a sto ra l C are a n d  
Education, HealthONE H ea lth ca re System , D enver, C olorado.

For citation: Glaz, Maxine. 1995. “Can a Healer Be Too Wounded to Heal?” Second 
Opinion 20, no. 3 (January): 45-57.

I am the director of a program of clinical pas­
toral education (CPE) in a tertiary-care medical cen­
ter and have also been a seminary professor of pas­
toral care. My observations of students and col­
leagues in both settings lead me to believe that there 
are, in fact, lim its to the usefulness of suffering as a 
potential source of strength and empathy in a care­
giver. Those among us who have endured abuse may 
acknowledge the experiences of violation in our past 
and recognize that we are wounded but still misun­
derstand how the power of the past impinges on cur­
rent pastoral relationships. Many such students and 
clergy assume a defensive position toward self­
review as an aspect of preparation for ministry, while 
many educators are not well equipped to manage the 
complexities of clinical learning, especially the 
problems about learning which may follow abuse.

Certainly people with serious character prob­
lems (some who have been abused and some not) 
exhibit such negative patterns of involvement with 
others that it is easy to argue that they should not be 
ministers. Through the ages the church has attract­
ed a share, perhaps even more than its share, of the 
devious, the depressed, and the vengeful into its 
ranks and hierarchy.' It has been difficult, and con-
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tinues to be difficult, to weed out ministers who are 
dangerous to others. Bur leaving aside these severe­
ly deviant persons, how can we undersrand the 
effects of abuse on persons who become ministers, 
and more consrructively select and educate them for 
pastoral service?

Many life experiences (including my own pro­
fessional development as a minister [who grew up in 
an abrasive, even abusive, family, with parents 
whom I both loved and feared], years of teaching 
seminarians, and participation 
in advanced training programs 
in the Denver Psychoanalyric 
Society) have led me into this 
discussion, as I have considered 
the impact of abuse on persons 
who become ministers and 
thought about how best to 
respond as a pastoral educator.
Even with my experience and 
education, 1 would caution the 
reader that all issues of violence 
may raise concerns that must 
be taken seriously. Given the 
nature of abuse, its destructive­
ness to the person who endures 
ir, and the understandable 
modification of personality 
that may result, the problems I 
describe inevitably touch on 
the ineffable and the sacred.
Those who have been abused are seeking ro manage 
the past, and they display traits that are unavoid­
able, both adaptive and maladaptive to the present, 
and quite often beyond conscious control. They are 
a by-product of the natural order of creation because 
they reflect the depths of human nature and experi­
ence, our inescapable, even God-given vulnerability, 
our potential for desrructiveness, and our awesome 
humanity. Whatever I have to say about abuse 
should be viewed against the reader’s own experi­
ence and insight.

Are there wounds so 
serious, so troubling, that 

they confound us and 
tangle up our lives so that 
we live out the past in our 

ministry to others?
Is the pain o f abuse so 

harm ful that it is 
inevitably crippling?

W hen do we say that a 
healer may be 

too wounded to heal?

Abuse and the Post-traumatic 
Stress Disorders

A PSYCHOLOGICAL PERSPECTIVE on post-traumatic 
stress disorders (PTSD) is an informative beginning 
point for discussion (Marquardt 1991)- In general, 
trauma disorders are brought about by events that 
lie beyond the range of usual experience and would 
be considered very distressing or disturbing to any­

one. Initially PTSD diagnoses 
were associated with war and 
traumatic loss. More recently 
mental health professionals 
have recognized that extreme 
stress is a normal and pre­
dictable reaction to trauma of 
many kinds. Whether 
induced by battle, disaster, 
crisis, or violence, the emo­
tional state of the victim is 
similar in every trauma and 
carries a similar symptoma­
tology. The victim revisual­
izes the traumatic event and 
repetitiously reexperiences 
the associated affective state. 
The trauma becomes a 
depressing and absorbing 
preoccupation that interferes 
with daily tasks. It intrudes 

into consciousness, whether wanted or not.
Information about post-traumatic stress dis­

orders has emerged from many sources— through 
knowledge gained in work with war veterans and 
Holocaust survivors, victimology, bereavement and 
disaster psychology, substance abuse (which is very 
often an effort to self-medicate and numb trauma), 
rape, and child abuse. Studies in every area converge 
to suggest a pattern of human response to repeated 
violence. A catastrophic event is hard to manage or 
assimilate. The mind goes back to it, repeating the
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sensations and visualizing the events until the relat­
ed affects are diminished. But when the trauma is 
severe, recurring, or sustained, so that it is hard to 
reestablish a feeling of normalcy, the initial sense of 
being startled, hurt, and overwhelmed begins to 
merge into a gestalt including persistent states of 
readiness or arousal in which one is always antici­
pating, always prepared for, the worst (see Derr 
1991; Herman 1992:35-39).

Among the diagnoses of P T S D  the association 
of trauma and childhood abuse is the most recent to 
be considered, in part because of our horror that 
such catastrophic events occur within the family. 
Society tends to deny the reality of parental violence 
as much as a child may need to deny it, and nor­
malize it, in order to survive. It has not been easy to 
achieve an understanding of the destructive conse­
quences of abuse or to intervene appropriately with 
children who are abused. It is also hard to consider 
how we may need to manage the aftermath of abuse 
in ourselves and in others.

Symptoms of Abuse
T h e  s y m p t o m s  o f  p h y s ic a l  a n d  s e x u a l  a b u s e  
among persons who were abused as children are 
intrusive and recurrent recollections of the event in 
dreams, hallucinations, or dissociative and flashback 
episodes or intense psychological distress when 
exposed to events that recall the trauma; a height­
ened sense of excitation and emotional stimulation 
when anxious; acute distress on learning of the suf­
fering and victimization of others; wariness when 
acknowledging feelings associated with the past for 
fear these feelings w ill again be devastating and 
might include the associated pain and the intolera­
ble sense of being out of control; numbing or avoid­
ance of stimulation associated with the past; depres­
sion; amnesia for aspects of the event; personality 
splitting; diminished interest in significant activi­
ties; detached or estranged and cold responses to 
others; reduced empathy for others; and a restricted

range of affect. Additional symptoms include diffi­
culty falling or staying asleep, irritability, outbursts, 
temper tantrums; vengeful rage which may be 
turned against the self or others; difficulty concen­
trating, hypervigilance, an exaggerated startle 
response; and an array of psychophysiological 
changes which can include episodes of illness, phys­
ical symptoms or ailments, and psychotic reactions 
(Herman 1992:35-39).

The two polarities, broadly categorized as 
arousal and numbing, are efforts to maintain equi­
librium in the face of the continued overwhelming 
sense of threat. Taken in this context, the symptoms 
are not abnormal but are mechanisms for managing 
the overwhelming in human experience. They are 
protectively adaptive for the individual who strains 
to shelter the self in the midst of continuing crises.

The Aftermath of Abuse:
Vulnerability and Adaptation

E v e n  w it h  s im il a r  b a c k g r o u n d s  o f  a b u s e , 
persons who have been abused assimilate experience 
differently. Differences in age at the onset of viola­
tion, in gender, or in the form or intensity of abuse, 
and in the relationship of abuser to victim, mean 
that no two survivors have the same trauma or the 
same outcome, even though similarities in the vic­
tim ’s behavior suggest some common concerns.

The symptom profile described above does not, 
in itself, tell us much about the impact of violence 
on an individual or about his or her motivation. Not 
everyone who has been abused w ill abuse. Some who 
have not been abused do abuse, but abuse creates a 
peculiar vulnerability to panic anxiety and to 
strong, disorganizing feeling. Physical and sexual 
abuse torment, harm, bruise, and physically rip the 
victim. As abuse first violates physiologically, it 
floods the victim with sensory stimulation by trau- 
matically engraving the memory. It spoils and inun­
dates normal thresholds of sensitivity, flooding the
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victim  with input. When abuse is repeated, it pre­
disposes the child, and later the adult, to be agitat­
ed or to disconnect from others in an effort to man­
age and control new stimulation.

Abuse is also intentional behavior on the part 
of another rather than an accidental event. This real­
ity adds to the trauma and confounds the victim ’s 
thinking about the self and others. Naturally the 
victim wonders, “W hat did I do to cause this 
abuse?” before realizing that he or she was truly vio­
lated and was violated without justification or provo­
cation. A victim is therefore uniquely susceptible to 
feeling re-stimulated (not simply in a sexual sense, 
although the re-stimulation may at times involve 
sexual feelings), to panicking in the face of anxiety, 
and to being terrorized by his or her conscience.

Once internally disorganized, a victim may 
find it difficult to distinguish the past need to react 
from an appropriate action in the present. At these 
times the belief that one is a victim and is about to 
be attacked, or has already been attacked, can fuel a 
sense of urgency so great that one deflects aggression 
in stony walled-off silence or with force. And either 
withdrawal or aggression in response to the excita­
tion may provoke yet more intense exchanges 
between one’s self and others. Those who thus dread 
and anticipate violence may behave with violence, 
even when it is not their intention, because they 
believe the situation warrants such action.

Just as problematic, a state of calm may seem 
so foreign, so laden with the felt potential for a new 
calamity that it too becomes unbearable. A victim 
can act precipitately, even provocatively. We incor­
rectly assume that the motivation or intention is 
masochistic, designed to repeat the past or recreate 
harm. The seemingly masochistic behavior appears 
provocative but may be an effort to manage what is 
felt as inevitable. Provocation thus becomes a way to 
control the onset of aggression which is felt to be 
certain to come; organizing it for a time and place 
when the victim is more prepared to master rather 
than succumb to violence.

A colleague of mine was accused of psycholog­
ical abuse and told he had overstepped important 
boundaries after he had asked a new parishioner, 
“Do I see a tear in your eye?” She had met with him 
to speak about becoming a minister and had 
obliquely told him about the pain in her life during 
the course of their conversation. The parishioner 
later referred to his question as confirmation that he 
was hopelessly intrusive and crude. During their 
many conversations the minister learned from the 
parishioner that she had often been left with neigh­
bors as an infant and had suffered repeated sexual 
abuse. She had recently entered psychotherapy to 
discuss her experience when the minister asked her 
about her tears. He had meant to reassure her and 
invite her to say more, if she wished. He felt her 
tears expressed her strength. She felt his question 
expressed his voyeurism.

In consultation, the minister began to see that 
this woman was keenly sensitive to any emotional 
involvement with a relative stranger. As a victim 
whose abuse began when she was very tiny and con­
tinued until the age when she could clearly remem­
ber what had happened to her, the woman now felt 
emotionally stirred and overwhelmed by the minis- 
ter/stranger’s interest. She was therefore furious with 
him. I believe she was equally furious with herself 
that she had exposed herself to the interest and con­
cern of a stranger who could brutalize her. She had 
meant instead to impress him with her ability for 
pastoral service. Her reaction, which on the surface 
seemed to the minister defensive and paranoid, 
made it impossible for him to connect with her 
through such an openly curious inquiry. Painfully, 
the sting of her fright and her conscience was used 
as an attack and reproach against the minister who 
himself began to understand what it might be like 
to be a victim of abuse.

Initially this parishioner had come to talk to 
the minister about her interest in ordination. She 
believed the church was a place in which she would 
have a safe opportunity to care for others and give
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witness on their behalf against abuse. In a situation 
where she could more clearly feel her own authority 
and adulthood, she could possibly avoid acting on 
her acute sense of threat. In the minister’s role her 
capacity to care for others could conceivably buffer 
her sense of helplessness and provide a motive and 
means for remaining calm. Doing for others, instead 
of being done to (with all the implied threats of 
reliving the past at the hands of a hurtful aggressor), 
could conceivably mitigate her sense of danger. As an 
inquiring candidate for ministry—a supplicant, as it 
were—however, she did not and could not feel safe.

Some survivors of abuse achieve realistic self­
perceptions and integrate an awareness that they 
have been violated with a balanced perception of the 
abuser(s) and of others. An effort to come to terms 
with the past yields self-awareness; symptoms sub­
side, and they can assume a more normal life. These 
survivors may become fine caregivers, for they are 
peculiarly and courageously able to identify with oth­
ers in their suffering, to pursue justice, and to stand 
up for those who are also dejected. Persons diagnosed 
with PTSD are often deeply religious, inclined toward 
nonmaterial values, and have great respect for reli­
gious or spiritual aspects of life. With maturity they 
can struggle honestly with their use of passivity and 
aggression in their attempts to manage the past and 
maintain current relationships with others.

But not all survivors are so fortunate. For some 
the sense of victimization continues and is a part of 
their identity, a special status. They believe that past 
abuse haunts and inhibits them or that it may enti­
tle them to exceptional treatment and compensation 
now. The less fortunate of the abused do not secure 
a balanced perception of their personal histories, or 
of those around them. They see themselves as scape­
goats who valiantly fend off aggression and hostili­
ty. At the same time they may defensively deny their 
own healthy, and unhealthy, aggression and hostili­
ty. In the worst instances, perhaps because of the 
form or severity of the abuse or because they cannot 
come to terms with the past, victims of abuse may

pursue justice vigilantly and take justice into their 
own hands, demanding vindication in worthy or 
selfish causes, and justify their own mean-spirited 
actions as those of a defender of virtue. Words and 
actions are validated by their perception of others’ 
abusive or malicious intentions. These victims 
requite perceived evil with attacks and accusations 
of evil and with self-righteous superiority toward 
others who, in their view, are not also underdogs.

Victims who behave without much self­
understanding can continue to behave as victims, or 
they may act in a mode of rage and opposition so 
intense that an observer w ill feel they are far more 
abusive and like their abuser(s) than otherwise. They 
may acknowledge their past helplessness to fend off 
violence but continue to live by fending off violence 
others don’t intend. This psychological defensive­
ness, however understandable, is expressed either in 
extreme withdrawal and anxious self-preoccupation 
or in presumptuous counterattacks.

One CPE student who had been abused expect­
ed to be able to come and go from her training cen­
ter without alerting anybody. She was indignant 
that her supervisor or other students expected her to 
negotiate absences with them. W ith intense self­
preoccupation she always referred later to these 
absences, which were often for more than a day at a 
time, in the language of the necessity for self-care. 
She wanted each colleague to be to her a “kindly and 
pastoral shepherd” (the words she used to describe 
herself), no matter how provocatively she behaved. 
“I went to get my driver’s license renewed, and then 
I was so weary I just stayed home. W hy should I 
have talked to you about that?” she demanded. Her 
supervisors and her colleagues were not even to ask 
what was going on. Furthermore, she could not 
comprehend that her implicit criticism of those 
around her might damage her relationship with 
them. She believed that she was merely calling them 
to a higher duty.

This illustration helps to show how the residue 
of dissociative behavior can affect professional activ-
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ity. In every case observers of this behavior identify 
the actions as eccentric and spacey. They may be 
bewildered, even lost, as they try to understand, and 
they frequently respond with their own anger. The 
victim of abuse remains more or less unconnected, 
living in his or her own world, and relatively obliv­
ious to the effect this may have on others. When 
observers are distressed by these awkward voids in 
contact, the abused victim may not recognize the 
distress as legitimate. As victims, they believe they 
are innocent and seem unaware of any other inten­
tions. They respond in an effort to stay out of harm’s 
way, numbing themselves in order to shut down 
feelings of fear and anger and helplessness; they may 
find it hard to believe that anyone else could regard 
these actions as threatening or provocative.

The Mitigating Effects of 
Alternative Relationships

H o w  DO WE ACCOUNT FOR THESE DIFFERENCES 
among persons who appear to have lived through 
sim ilar experiences? W hat allows some victims to 
manage the past productively and, even with a sim­
ilar in itial constellation of symptoms, to serve com­
munity by fostering concerns for justice and for the 
empathic understanding of victims? What predis­
poses others to live in ways that continue their 
humiliation and that cause pain to themselves while 
antagonizing people around them?

Many factors contribute to differences among 
persons as they manage a history of abuse. Children 
who are very young when the abuse begins cannot so 
readily draw on their own capacity for regulation of 
affect that is learned and internalized as parents 
soothe and comfort their infants and toddlers. If the 
abuse begins while one is yet very young, the mech­
anisms for managing terror and other intense feel­
ings w ill be lacking or sorely tested, and the young­
ster is inevitably more vulnerable. Similarly, how

does one trust the consolation of a parent who but 
moments ago was violent? Other social support may 
help to restore the lost calm, but probably the per­
petrator cannot. If one’s own parent is the primary 
antagonist, daily life becomes more chaotic than 
when the violator is a neighbor or an uncle, someone 
more removed from the home. The violence of a peer 
or an older sibling may not be as devastating as that 
of a parent or another adult. Yet the severity of the 
abuse may modify all the issues of proximity and 
relationship described above.

The sadistic quality of the abuse also makes for 
great differences in what the child, now an adult, 
must manage. The mother who gets out of control 
as she attempts to discipline may be abusive and not 
much of a model for handling strong feelings, but 
the child who is sadistically whacked for eating 
breakfast, or dragged from bed while asleep, w ill 
have a harder time finding logic in the parent’s 
behavior. The father who is angry with the the chi 
Id with cause, however exaggerated, may be hated, 
but he is also demonstrating feelings a child can 
understand, while the father who has no cause to 
target the child can only be an object of terror.

'With these differences in mind, certain other 
life experiences help mediate the effects of abuse. 
For many abused children there is someone, or sev­
eral others, who help soften, manage, or contain the 
blows of the aggressor even when they cannot pre­
vent the attacks. One of my former students had a 
paternal grandmother who intervened as best she 
could in her granddaughter’s life. Though her son 
had not married the g ir l’s mother, she offered gifts 
and summer vacations away from home that helped 
the child believe there was a safe place in an unsafe 
world. However awful the abuse, children who have 
others available to provide comfort and consolation 
are left with fewer dangerous residual effects of 
abuse.

A clinical pastoral education supervisor, talk­
ing about herself, gave this account:
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My father was a combative autocrat who eas­
ily  got out of control w ith us children. A 
glass of spilled m ilk at the dinner table sent 
him into a tirade which was too often fol­
lowed by a beating for the offender. Crying 
only made him more furious. My brother and 
I were often sent from the table w ithout sup­
per. My mother was very distressed by Dad’s 
outbursts and would try to intervene, but 
most often that made matters worse. Later in 
the evening she would slip into our bedroom 
with food and words of comfort. I know that 
my mother thought about leaving my father, 
because she told me so, but also that she felt 
it just wasn’t practical in the late forties when 
women were encouraged to be at home. 
Perhaps my father felt some remorse for his 
behavior; I don’t know. I do remember Mom 
holding me and te lling me it was not my 
fault, which helped me to cry and pull myself 
together after his assaults.

These traumatic incidents predisposed the 
supervisor to anxiety and depression which, by her 
own admission, complicated life choices and person­
ality development. These made it harder for her to 
achieve a level of personal comfort, but the trauma 
alone did not predict an outcome for her. W hile she 
could be expected to be angry that her mother did 
not do more to protect her from her father, she rec­
ognized the inherent complexity in her mother’s sit­
uation and was grateful for what her mother could 
and did provide. Among her several stints in thera­
py to address the effects of an abusive past, she 
recalls especially this comment by a psychologist 
about her mother: “She couldn’t always protect you, 
but she saved you.” Some within her large extended 
family subtly acknowledged the inappropriateness 
of her father’s rage, and others (one a family doctor) 
worked to contain him. All these people, she rea­
sons, were helpful because they confirmed that oth­
ers too saw him as a problem, and because their 
interventions over time rechanneled his rage.

I have learned that for many who were abused, 
empathic siblings, caring aunts and uncles, friends, 
or even a kindly intervention from a neighbor or 
church member protected them from the full impact 
of violent aggression. One young man told me.

M y mother (who was, in fact, psychotic) slept 
w ith a knife under her pillow. The best times 
of m y childhood occurred after I could ride 
my bike out to the bay and sit all day, away 
from her, watching the water. Otherwise, 
when she was mad at me, which was often, 
she would chase me around the house threat­
ening me w ith a knife. It was a great relief for 
me the day we visited an aunt of mine and she 
reached over, patted my shoulder, and 
uttered, “You really are a good kid. She isn’t 
crazy because of you. She’s just crazy!”

This man was sensitive to anger and relatively 
unable to deflect or otherwise protect himself from 
his partner’s harshness. He tended to choose rela­
tionships in which his expectation of criticism 
would be fulfilled. But he also possessed a capacity 
for inner self-regulation in the face of stress or adver­
sity, and with support he could learn to evaluate his 
choice of friends. An aunt and his sisters and broth­
ers had helped him to cope, even though his own 
father had been too unavailable to protect him. He 
realized that these other family relationships meant 
almost as much to him as did the chaotic mothering 
he endured, for they provided him with an alterna­
tive view of women and calmed his distress when his 
mother’s attacks stitred him up so that he felt out of 
control.

A founding clinician of the Kempe Center in 
Denver, Colorado, suggests that childhood victims 
who are able to conclude that the abuse they 
endured was not merited are better able to manage 
the aftermath of abuse.^ A victim who believes that 
the perpetrator is troubled, psychotic, immoral, or 
in some other way the real problem, and that she or 
he is not, is more resilient than one who cannot dis-
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count the abuser. A victim is less matked by what 
has happened and more able to recover from the vio­
lation when she or he is told, or somehow recog­
nizes, that the violence is not of the victim ’s doing. 
A seminarian said to me,

I would kneel in my pew at church and con­
sider what I heard of God’s goodness and jus­
tice. Through the veneration of the saints I 
learned that others had suffered too but were 
honored and had a special place for what they 
innocently endured. It was not much to go 
on, but I suppose I still identify with that 
notion. I felt keenly that a good God would 
not approve of my father’s actions. Without 
saying so, the church assured me that my 
father’s violence was wrong! I strongly 
believed, and in a larger sense still do believe 
in the positive rewards for virtue, if not in 
this life, then in the life to come. I don’t 
understand how the liturgy and teachings of 
Catholicism helped with all that our family 
suffered, but I know that they did.

More than finding someone who w ill believe 
the accounts of the abuse after the fact, as important 
as that may be, the victim needs someone who 
believes in his moral decency and acute vulnerabili­
ty at the time it occurs. Without this external advo­
cacy or some prior inner conviction on the part of 
the victim tegarding his own historic innocence, a 
victim is subjected to a terribly recriminating con­
science. As I understand it, this involves a viciously 
aggressive superego induced by the violence and 
hostility perpettated against the victim, coupled 
with a frantic impulse to escape from or retaliate 
against any stimulation that hints of the past. This 
deep self-blame is then deflected in projection and 
animosity toward others.

A second life experience that mitigates the 
effects of abuse is the opportunity for the victim 
afterward to have a substantive and nonabusive rela­
tionship with a person of the same sex as the perpe­
trator.^ Such a relationship again allows the victim

to assess the petpetrator more realistically, to view 
him ot her as the problem, and to escape the con­
clusion that all men or all women are to be mis­
trusted.

One of my students, an ardent feminist, had an 
abusive fathet. Het brother, however, was several 
years older than she, and he provided a sheltering 
and close relationship. Because her brother was also 
abused by their father, and sometimes more harshly 
than she, she sees violence as a universal issue and 
doesn’t sympathize with the position that violence is 
ptimarily a gender problem or that men inevitably 
execute hatm.

Sevetal men have told me about a special 
neighbor, female relative, or sister who cared for 
them when their mother was prone to rage and vio­
lence or when a mother condoned her husband’s vio­
lence. These victims were grateful for a relationship 
with a caring person who was the same sex as the 
violator The other women in their lives provided a 
broadened view of women that prevented them from 
seeing abusiveness as a characteristic of all women. 
Similarly, I have heard many stories about a won­
derful junior high coach or a fine youth leader who, 
without knowing it, allowed a victim the opportu­
nity to have an experience with a eating male. Each 
of these stories confirms the impressionable 
resilience of children and the devastating and 
destructive powet of another abusive relationship. 
There is a plasticity and openness to relationship 
that remains in the worst human experience until 
re-violation shreds the potential for comfortable 
connection with others.

If the intensity and form of abuse are not too 
great or if  the mediating experiences described 
above do occur, the child can grow as a person who 
can keep the past in perspective and contribute to 
the care of others. Without these interventions to 
help modulate affect, to reappraise the cause of 
abuse, ot to broaden experience with healthier rela­
tionships, the outcome for the victim can be dismal.

Fot victims who have not yet leatned to man-

Se c o n d  Op in io n  •  J a n u a r y  1995

52



age the terrible burden of psychological threat, over- 
stimulation, excitation, and reaction, problems with 
people are inevitable. They may relive experience so 
that they are perpetually at odds with the world. 
Their ability to understand others’ motivations or 
actions as benign is limited. The normal limitations 
of others are denied or exaggerated as the present is 
continually interpreted through the lens of violence. 
These people need special consideration, may expect 
immediate and knowledgeable attention (in order to 
be reassured), or they may project their own inter­
nally denied sense of violation and corresponding 
aggression—in effect, re-enacting the historic reali­
ty of injustice. Without inner equilibrium and a 
capacity for managing and calming a sense of threat, 
it is difficult for victims to maintain equilibrium in 
current relationships.

Assessing Abilities for Ministry
T h e  e x p e r ie n c e s  a n d  v u l n e r a b i l i t y  of a vic­
tim of abuse inevitably influence the person’s capac­
ity for ministry, sometimes positively, sometimes 
not. When I assess a candidate’s potential for min­
istry or an application for one of the clinical pro­
grams in my medical center, I make some judgment 
on this balance. At the same time, I must evaluate 
my own or our staff’s ability to manage the poten­
tially negative residue of trauma. I believe that as 
increasing numbers of ministerial candidates can 
acknowledge an abusive past, the church, our semi­
naries and educational programs for ministers, and 
our judicatories are obligated to be more intentional 
about the selection and ordination processes of those 
who have been violated. At the same time, we need to 
avoid candidacy and admissions procedures that re­
violate the abused or create caricatures of them that 
underestimate their potential, and ours, for redemp­
tive involvement. I am reminded of this text from St. 
Ignatius, a first-century teacher of the chutch who 
seems to have dealt with many difficult students:

By the grace which you have put on, I urge 
you to press forward in your race and to urge 
everybody to be saved. Vindicate your posi­
tion by giving your whole attention to its 
material and spiritual sides. Make unity your 
concern—there is nothing better than that.
Lend everybody a hand, as the Lord does you.
“Out of love be patient” with everyone, as 
indeed you are. Devote yourself to continual 
prayer. Ask for increasing insight. Be ever on 
the watch by keeping your spirit alert. Take a 
personal interest in those you talk to, just as 
God does. “Bear the diseases” of everyone, 
like an athlete, in perfect form. The greater 
the toil, the greater the gain.

It is no credit to you if you are fond of 
good pupils. Rather by your gentleness sub­
due those who are annoying. Not every 
wound is healed by the same plaster. Relieve 
spasms of pain with poultices. In all circum­
stances be “wise as a serpent,” and “harmless 
as a dove.” The reason you have a body as well 
as a soul is that you may win the favor of the 
visible world. But ask that you may have rev­
elations of what is unseen. In that way you 
will lack nothing and have an abundance of 
every gift. (Richardson 1952:118)

The kindness and patience of Ignatius are 
admirable, but they demand a great stretch of faith 
for most of us. I try to blend his Christian vision 
with the reality of what I know about myself and 
hope to evaluate about the minister’s potential.

I considet a number of issues when reviewing 
materials and interviewing applicants for an admit­
tedly complex and stressful medical center program 
of clinical pastoral education. I want to know the 
following:

Does this applicant remember but minimize 
particular traumatic experiences, or does he or she 
seem adamantly focused on having been a victim? I 
expect some minimization and regard it as normal. 
A psychotherapist may take note of this minimizing

C a n  a  H e a l e r  B e  T o o  W o u n d e d  t o  H e a l ?

53



in a different way and may wish to have an abused 
client attend to the reality of abuse and not discount 
its importance. As an educator I want to know that 
an applicant can diminish his or her attention to the 
past in order to attend to the present. Thus I am not 
overly alarmed by an applicanr’s understatement, 
especially if I learn they have had psychotherapy, 
and I am alert to intimations 
of good, sustaining personal 
relationships as a part of the 
candidate’s profile.

If a candidate does tell a 
story of abuse in the applica­
tion process, however, I assess 
the person’s capacity to 
acknowledge its abnormality.
Either through a reasonable 
evaluarion of the account or 
an appropriate affective re­
sponse, I want to know that 
the candidate realizes that 
what she is talking about was 
abuse. If the macabre is pre­
sented too masterfully or if 
affect is totally absent from 
the description of these 
events, I worry about how
conscience-burdened that 
candidate may be and how 
she may manage her con­
science in the context of clin­
ical learning.

A final concern, much 
harder to anticipate, has to do 
with the candidate’s potential 
to become disorganized under 
stress. I believe this has occurred in several of my 
studenrs, and it does create difficult problems in rhe 
clinical conrext, particularly in on-call coverage. In 
one instance, a student had a serious car accident on 
the anniversary of a traumatic on-call assignment. 
Another student who was weary and fearful of the

Some survivors o f abuse 
achieve realistic 

self-perceptions and 
integrate an awareness 

that they have been 
violated w ith a balanced 

perception o f the abuser(s) 

and o f others.
These survivors may 

become fine caregivers, 
for they are peculiarly and 

courageously able to 
identify w ith others in 

their suffering, to pursue 

justice, and to stand up 
for those who are also 

dejected.

dangers of call coverage had no recollection of being 
called, although a page log indicated that he was 
called. Possibly the student or minister who already 
understands his personal hisrory and knows that he 
may become disorganized is more able to manage 
trauma and to use supervision to debrief. 
Nevertheless, when I become aware of the potential 

for a student to disconnect 
from events around him, I 
anticipate that the student, the 
student’s colleagues who often 
do not understand what is hap­
pening, and the program staff 
may experience his deflected 
trauma in the course of our 
work together. One wonders if 
the risk is worth taking.

I also try to anticipate some­
thing of the mix of intellect, 
affect, and action the candidate 
normally uses to manage expe­
rience. Is one of rhese used 
more often than others or to 
the exclusion of any one of the 
three? Does intellect predomi­
nate? Is intellect used to sup­
port affective reflection or ro 
deflect and defend against it? 
Is the person overly analytic? 
How has intelligence been 
used in other work-related 
activities? Are emotions 
expressed or not? Does the can­
didate appear numb or frozen? 
Or easily flooded with feeling 
and prone to explode? How 

volatile is this individual, and when does he have 
temper tantrums? Does he mask affect with self- 
righteous superiority? How much is this person 
inclined to take action? Does he perhaps act without 
thinking, or is he immobilized and unable ro take 
action when needed? Both written materials and an

S e c o n d  O p i n i o n  •  J a n u a r y  1995

54



interview offer the opportunity to develop a profile 
of the candidate’s usual way of responding.

Next, I want to learn something about the tilt 
under stress. When this candidate is anxious, how 
does she cope? What does she avoid when taxed? I 
may ask for a description of a particularly difficult 
time in her life and ask for her observations on how 
she managed. W hat I want to discern is whether 
this individual w ill be able to get onto the hospital 
units (on the job) and be able to conceptualize some­
thing of her experience using her own inner states to 
help her learn. Similarly, a candidate’s committee 
would want to know how this minister is apt to go 
about her work and respond to stress. When the 
going gets rough, what w ill this person do? What 
has she done in the past? Does this person show 
adaptive strengths?

In evaluating persons who have been abused, I 
try to consider the extent of impairment for pastoral 
service. Is anxiety used as a signal for self-regulation 
and reflection, or does the candidate become pan­
icky, flooded with emotion, frozen? What is this 
person’s attitude toward himself and his own bodily 
sensations and urges? Does the person find his own 
feelings and wishes acceptable or threatening? Is he 
altogether too angelic, heretically inclined to live as 
a disembodied soul? And what of the balance of pas­
sivity and activity? Is this someone who copes or 
someone who absorbs experience and events, swal­
lowing all their negative reactions rather than con­
sidering them or, on the other hand, resisting all but 
the most easily managed? How does this candidate 
manage aggression? Can she live with ambivalence? 
How idealizing is she of others and self? How does 
she attempt to portray her history and self? What is 
the capacity for empathy? Is the capacity for under­
standing the experience or situation of others—for 
example, my situation and needs as an interview­
er— impaired? What has her social experience been? 
Who has she been attached to, and at what ages and 
stages of life did these attachments occur? How did 
she relate to others in school, especially as a preado­

lescent and adolescent? Is church then viewed as an 
escape from human contact and overly spiritualized, 
or is it a way and means of deepening involvements?

Ultimately I look to see what I can predict, a 
tenuous endeavor at best. Nevertheless, the effort 
prepares me for what may come and helps me assess 
whether I and others who will be involved with the 
candidate w ill be able to manage and assist the stu­
dent as needed. Similarly, I believe churches, semi­
naries, and judicatories have a responsibility to 
anticipate what difficulties the minister may have 
without imposing those perceptions on a candidate 
already burdened by the past. At times we must say 
“no” or ar least “not yet” to those who are apt to be 
re-violated by an experience with us, or who may 
violate us in the midst of the anguish that already 
overwhelms them.

Clinical Learning as a Context 
for Professional Development

C l in ic a l  p a s t o r a l  e d u c a t io n  is often used by 
judicatories as an evaluative tool of committees for 
assessing clergy candidates and by seminaries as a 
means of pressing difficult students toward self­
review. I do believe in the value of the experiential 
education offered in programs of CPE, but I 
acknowledge that surviving a clinical training pro­
gram does not assure that clergy candidates are 
going to serve well in the parish or that they w ill be 
more self-reflective as a result. The task of the CPE 
supervisor is to provide an educational context and 
experience that allows students to learn from 
patients (and secondarily peers) about their role and 
about themselves as clergy. Clinical pastoral educa­
tion w ill not accomplish in ten weeks (or even in a 
full year or more of training) a significant degree of 
self-understanding and personality change to help a 
candidate manage a lifetime of abuse. The goals of 
training are not primarily therapeutic, nor are they
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to make an assessment of the student’s capacity for 
ministry.

My own assessment of a candidate leads to 
admission (or not) for a limited educational program 
in a particular setting. Once a candidate is admitted, 
it is not my job but the student’s task, as she or he 
is able, to consider her or his personal strengths and 
limitations and style of involvement with others. A 
judicatory, it seems to me, m ight ask a candidate to 
address the question of personal history in his or her 
own self-evaluation (perhaps including a final CPE 
evaluation), but a CPE supervisor is not at liberty to 
address or disclose such personal information about 
a student within a final evaluation. A candidate’s 
committee should know that evaluations are now 
written with the Limits of Information Act in mind. 
This protects the student and perhaps the supervisor 
but may not protect the judicatory or the church. A 
supervisor w ill try to intimate the student’s prob­
lems but may feel constrained from outlining them, 
although he or she also may have spoken to the can­
didate about these issues privately.

Quite aside from making these assessments. 
I’ve had to ask myself as a supervisor how I am to 
conduct a train ing program which sometimes 
includes persons who have been abused. Do I modi­
fy my goals, intensify or relinquish them, because of 
the emotional contours and limitations of the stu­
dent? Perhaps I’ve become a better teacher as I 
have reconsidered my task in this light. I am cer­
tain ly more aware of what I am doing and why I 
am doing it.

First and foremost, I want to help all students 
think about the pastoral care of others, their needs 
in crisis, and the stress of hospitalization. The 
patient, therefore, remains the best teacher and is 
the focus of my concern and my efforts to assist the 
student. When I ask about a student’s response to a 
patient, it is not meant as an invitation for the stu­
dent to doubt herself and second-guess her own 
work but as a means for her more deeply to under­
stand the patient and the patient’s use of her. W hile

some anxiety may facilitate learning, the clinical 
context itself provides more than sufficient anxiety 
for learning to occur. Students who have been 
abused remind me that few, if any of us, need an 
educator who sees his or her task as one of creating 
self-doubt. Verbatims, conferences, and supervision 
are therefore means to identify what is happening 
and perhaps how it is happening between the patient 
and the chaplain, thus increasing the learner’s sense 
of competence in the midst of ambiguity. “W hy” 
questions that explore a student’s personal history as 
it connects to a pastotal relationship are invasive and 
are rarely asked. Personal history is not usually dealt 
with in supervision. Concerns about the past do 
come up, often at the student’s initiative, and 
answers may be tentatively formulated following 
the student’s direction, but supervision does not 
dwell on the past. Such insights are valuable but are 
best fostered and worked through in the privacy and 
contained environment of a psychotherapeutic rela­
tionship.

Just as I avoid creating new anxiety for a stu­
dent, I avoid overwhelming and aggressive con­
frontation as a means to achieve insight. I often ask 
the student to help me understand how or why an 
event or situation occurred as it did as I try to help 
him determine how realistic or unrealistically he 
may have responded. These gentle reappraisals are 
frequently successful and reduce rather than encour­
age anxiety. When needed, I may also make an 
administrative determination about what must be 
reconsidered, or what must change, though I may 
not try to change a student’s mind or explore his 
reaction and experience in response. I try to remain 
as benign an authority figure as I can be, knowing 
that any authority figure may be viewed far more 
negatively and as being far more powerful than I 
understand myself to be.

When an abused student is involved, the most 
difficult part of managing a clinical learning pro­
gram such as CPE may be to manage the aggression 
the student generates, particularly among peers.
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Components of the learning program, such as group 
life, which are peer oriented, used for support and 
feedback, can easily get out of hand. In this context 
the abused student is not protected by the security 
of being the caregiver or of being the cared-for 
supervisee. Apparent mutuality and multiple rela­
tionships complicate the fragile sense of connection 
to others. The situation may quickly feel unsafe. 
Invitations to intimacy based on revelations of abuse 
re-expose the learner to feeling overwhelmed and 
misunderstood, to feeling violated and violent in 
response. Furthermore, learning of another person’s 
trauma, valuable as that can be, may rekindle one’s 
own trauma and suffering, generating responses that 
take time to understand and assimilate. In this con­
text, feelings can easily become volatile and require 
expert handling. The supervisor must consider when 
and how to contain the expression of feelings as well 
as how students may be invited to express them­
selves, offering options for students to consider in an 
interpersonal realm.

None of these approaches to the education of 
the abused violates the integrity or the experiential 
components of clinical pastoral education. Instead, 
they are efforts to make use of what I have learned 
from those who have been abused about the delica­
cy of human experience; our vulnerability, our wari­
ness when we feel overexposed to others and perhaps

violated; and our almost universal ineptness in 
assessing another’s motives rather than projecting 
our own responses onto him or her. Those of us who 
w ill be involved in educating the next generation of 
clergy w ill have to practice the guidance of the New 
Testament and of St. Ignatius; to be “gentle as a 
dove, and wise as a serpent.” Perhaps such wisdom 
will allow us to contribute to the mission and min­
istry of the church. It presses us to develop a pastoral 
theology that includes the learner in learning, the 
wounded and the means of healing as we learn, that 
incorporates knowledge from human experience and 
psychology, that does not confuse projection with 
empathy or intuition with impulsivity, and that 
does not betray that which is entrusted to us in ordi­
nation.

Some who have been abused may be too 
wounded to be healers. Some who have been abused 
have considerable potential to help others in and 
through a ministry of caring, but caring must be 
taught, especially with the most difficult of stu­
dents. Education for those who have been abused 
requires that we reconsider how to and when to 
“lend everybody a hand, as the Lord does you,” not 
because it ’s comfortable or easy to extend ourselves 
but because it is the basic impulse of the gospel to 
learn how to share the acceptance and grace which 
are ours.

NOTES
1. Perhaps the church draws more than its share of the abused because of the haunting quality of trauma and the need for images, 

equally compelling and equally powerful, to contain these disturbing and eerie phenomena. See Derr 1985.
2. Brandt F. Steele, conversation with author, fall 1988.
3. Brandt F. Steele, conversation with author, fall 1988.
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Shadows.
Oil and collage on canvas by Benny Andrews, 1992. World Series.

Reproduced by permission of the artist.
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Population, Ecology, and Women
Christine E. Gudorf

T h e  1994 S t a t e  o f  t h e  W o r l d  R e p o r t  of the 
Worldwatch Institute (1994) recounts a very trou­
bling global trend: a massive slowdown in the 
growth of food. For example, yields from the globe’s 
17 oceanic fisheries reached their peak in 1989, after 
increasing more than fourfold since 1950. Nine of 
the 17 are clearly on the decline. Second, the global 
demand for fresh water is pressing hydrological lim ­
its, slowing the use of irrigation. Thus, since 1981, 
there has been no increase in the amount of land 
used to grow grain, and the increase in rice yields in 
Asia has slowed, with production falling below con­
sumption for the last three years. The costs of using 
technology to increase yields has caught up with the 
human community in the form of erosion and the 
pollution of land, water, and air. Worldwatch’s con­
clusion is that though there may still be food gains 
in individual areas, they w ill be balanced by food 
losses in others; thus, success in combating hunger 
and the disease and premature death that result from
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malnutrition must come primarily from population 
stabilization, not increased food production.

Even more compelling is the evidence concern­
ing the dangers of pollution of air, water, and soil 
around the globe, as the Rio Earth Summit made 
cleat. In September 1994 the United Nations 
International Conference on Population and 
Development ( I C P D )  met in Cairo to develop a plan 
of action for achieving population levels that the 
earth can sustain. At that conference, women made 
two major breakthroughs. Eirst, they were highly 
visible not only among the national delegations but 
even more at the NGO forum, where the nongovern­
mental organizations that fund and implement 
many health, population, and development policies 
in developing nations were represented. Second, the 
Cairo Programme of Action focused on providing 
the conditions under which the world’s women 
would voluntarily lim it their fertility. The rhetoric 
of this conference was about enabling women to be
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human subjects, rather than treating them as tools 
to be used in reaching population targets.

Levels of food production are not a conscious 
factor in the reproductive decisions of most of the 
world’s women. Most women— like most men—are 
ignorant of the global trends outlined by the 
Worldwatch Institute. But ecological education 
alone w ill not introduce glob­
al ecological concerns into 
their reproductive decisions.
Very few women in our world, 
and certainly not all men, are 
free to consider global popula­
tion trends or global ecology 
in making decisions concern­
ing reproduction. Poverty in 
developing nations and in 
m inority racial and ethnic 
communities in developed 
nations as well as social and 
economic trends within wom­
en’s local communities and
families more directly influence many women’s 
choices. The trends that critically affect women’s 
decisions about birth limitation in most of the 
world include the rate of infant and child mortality, 
the educational level and status of women, the avail­
ab ility of economic roles and credit for women, and 
women’s level of participation in social organiza­
tions. Among women whose decisions are directly 
affected by policies of population limitation or eco­
logical concerns, most are coerced, usually by gov­
ernments— as in China’s one-child policy or as in 
decades of coerced sterilization in many parts of the 
developing world as well as among subgroups in 
developed nations, including, in the U.S., Native 
American women, Puerto Rican women, and black 
women.

Institutional religion influences the reproduc­
tive choices of women in two ways; (1) through suc­
cess in getting passed civil laws that prohibit the use 
of some forms of birth regulation, such as steriliza­

Success in combating 
hunger and the disease 

and premature death that 
result from malnutrition  

must come primarily from  
population stabilization, 

not increased 
food production.

tion, abortion, and even some forms of contraception 
(as in, fot example, much of Latin America, Poland, 
and other largely Catholic nations) and (2) through 
pressure on the communal culture regarding sexual 
mores, age at martiage, and gender roles in mar­
riage. W hile religion is influential, it is only one of 
many determinants of the broader cultural situation 

that affects the sexual and 
reproductive behavior of indi­
viduals and communities. 
Religions of the world lobbied 
both in the preparatory com­
mittee (PrepCom) process 
leading up to Cairo and at the 
Cairo I C P D  itself. The Vatican 
took the lead, but later, dele­
gates from all the world reli­
gions took positions on abor­
tion, contraception, family 
planning, adolescent rights, 
and family unification.

To understand better the 
tole of teligion in sex and reproductive activity, let 
us look at a historical example. The demographer 
Ryan Johansson contends that the sexual behavior 
prevailing in Western Europe between the late fif­
teenth and the early eighteenth centuries was 
unique compared to behaviors in other parts of the 
world (Johansson 1992). In Europe, sexual activity 
was almost universally restricted to marriage, 10-15 
percent of the population never married, both men 
and women married late, and there was no evidence 
of infanticide ot divorce. Moreover, within marriage 
there were many restrictions, including bans on con­
traception, late abortion, and infanticide, all of 
which were freely practiced outside Christian 
Europe. Sexual activity in Christian Europe was 
undetstood as an obstacle to spirituality and was 
severely restricted in terms both of when couples 
could have sex (for example, not on holy days, during 
Lent, before Holy Communion, during pregnancy) 
and of the sexual acts and positions for heterosexual
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coitus (Ranke-Heinemann 1990: chaps. 20—21).
This sexual code was understood as Christian, 

and the Christian church was understood as respon­
sible for its teaching and enforcement. Investigation 
of birth, baptismal, and death records for illegitim a­
cy showed that there were relatively few violations 
of this sexual order (an illegitimacy rate of only 2-7 
percent). But investigation also suggested that the 
virtual universal acceptance of this sexual order had 
a more complicated foundation than reverence for 
church teaching alone.

During these centuries, the average age of 
menarche in women was between 15 and 17, com­
pared to 12 today. In addition, menopause set in 
5-10 years earlier than today. Both of these differ­
ences stemmed from the generally poorer health of 
the population because of less adequate nutrition 
and greater incidence of infectious disease. This 
same lower level of health, combined with extended 
nursing of offspring, ensured that most married 
women did not conceive again until almost three 
years after a birth.

Infant mortality rates were very high, and 
deaths of older children from epidemics were com­
mon. The peasant and yeoman classes, which consti­
tuted the overwhelming majority of every society, 
relied on an adult son to take over the homestead 
and his father’s work and support his elderly par­
ents. Even among the small socioeconomic elites, 
the preservation of family property and power 
depended upon the production of a male heir. To 
assure having a male heir survive to adulthood, fam­
ilies had to aim for two sons to survive infancy. Since 
half the children born and half the surviving chil­
dren were likely to be girls, the average family need­
ed four children to survive infancy. Given infant 
mortality rates, that meant they needed six to seven 
live births. If all four survived, birth order often 
determined the adult children’s fates: the heir inher­
ited, the “spare” son went into the army or a 
monastery, one daughter was given a dowry so she 
could marry, and if  there was not enough for a sec­

ond dowry, the second daughter went to the con­
vent. Following the sexual code of European 
Christianity from the fifteenth to the eighteenth 
centuries produced in the average family the desired 
six to seven live births, three to four living children, 
and two or three adult children.

It was this relation between the results of fol­
lowing the Christian sexual code and the reproduc­
tive needs and constraints of families in their specif­
ic biological-social-economic situation that was 
responsible for the long and revered life of the 
Christian sexual code. By the early nineteenth cen­
tury the decrease in infant mortality, better control 
of epidemics that killed children, and the increased 
health of women (which lowered the age of onset of 
menarche and raised menopausal age), along with 
the loss of convents and monasteries as depositories 
for excess children in Protestant lands, all combined 
to undermine allegiance to the Christian sexual 
code. Families, even if  they adhered to the ascetic 
sexual practice mandated by the Christian church, 
began to have more children than they could eco­
nomically place in the world. Moreover, with 
increasing urbanization, the raising of excess chil­
dren became very expensive.

As the death rate of infants and children 
decreased, parental attachment to children also 
increased, as historian Philippe Aries (1962) demon­
strated, with the result that parents began asking 
themselves questions about the justice of sacrificing 
the interests of all other offspring to the interests of 
the heir. Families began to attempt to lim it the 
number of children to those they could successfully 
establish in the world, and contraception slowly 
began its ascent to moral respectability in society 
and in the churches.

Just as the early Christian sexual code was 
undermined by larger social forces, indigenous reli­
gion and its morality has suffered a similar fate in 
many parts of the world brought about by the pres­
sure of Christian monogamy and modern mobility 
and urbanization. In West Africa, for example, in
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traditional polygamous societies, spouses were usu­
ally forbidden sexual congress from late pregnancy 
until the child was weaned some two or three years 
after birth. W hile these cultures were intact, such 
rules kept down the birth rate, allowed the new 
mother time to heal and bond with the child, and 
allowed the husband sexual congress with another 
wife. Tribal authorities enforced such rules just as 
they enforced rules prohibiting adultery.

But even with the deterioration of these tradi­
tional societies, religiocultural insistence on the ban 
on postpartum coitus persists (Orubuloye 1993)- 
But husbands, historically encouraged in their cul­
tural tradition to feel a right to sex, now most often 
have no other wives, and so often obtain sex com­
mercially. Not only is the cost of commercial sex 
incurred at the expense of the men’s families, but 
also, under present epidemiological conditions, 
many of these husbands contract HIV from such 
commercial encounters. Moreover, a much smaller 
but significant proportion of wives, feeling the gen­
eral economic distress in sub-Saharan Africa in addi­
tion to the economic burden of their husbands’ sex­
ual expenditures, hitchhike to distant towns to 
become anonymous part-time commercial sex work­
ers in order to feed their families. They, of course, 
also risk bringing home the AIDS virus and other 
sexually transmitted diseases (STDs).

These examples suggest that it is naive moral­
ly or religiously to absolutize any standard of sexual 
and reproductive behavior. In setting communal 
standards for such behavior, people should look not 
only at the practices that prevailed in their commu­
nities in the past, the sacred texts passed down, 
abstract considerations of human nature and the 
dignity and worth of individuals, or the religious 
meaning of marriage, though all these are impor­
tant. Religious communities also need to consider 
the social and reproductive consequences of sexual 
behavior in a given historical setting and time, and 
the relevance of those consequences to all of human 
society.

Religion and Women
Fr o m  th e  pe r spe c t ive  of  w o m e n  it is extremely 
dangerous for either religions or governments to 
take up issues of population and ecology. It is only a 
little over three decades ago that many nations and 
national agencies became concerned about overpop­
ulation as an obstacle to development. Their concern 
led to policies that worked against the interests of 
many millions of women. In one area of the world 
after another, poor women have been rounded up 
and sterilized. In 1983 in Bangladesh, the army 
rounded up thousands of women in the north for 
compulsory sterilization. In the next two years fol­
lowing the disastrous floods of 1984, women were 
routinely denied their share of emergency food 
unless they showed a certificate of sterilization, no 
matter whether they were grandmothers or young 
girls not yet married. In the first half year following 
the flood more women were sterilized in Bangladesh 
than in the previous ten years combined. In fact, the 
percentage of women sterilized increased from 25 to 
4 l  percent of the 45 percent of women using any 
form of birth regulation (Hartman 1987:214-17).

In India, angry popular response to the gov­
ernment’s shift from army-imposed compulsory 
sterilization of women to army-imposed steriliza­
tion of men in the north in the late seventies 
brought down the government of Indira Gandhi. In 
many other parts of the developing world from West 
Africa to Malaysia, women have been implanted 
with lUDs by itinerant medical teams, with no pos­
sibility of follow-up care and no help for perfora­
tions or pain. In Indonesia, government population 
officials successfully negotiated with the elders of 
many villages to trade the placement of contracep­
tive devices in the village women for agricultural 
credits, bribes for the elders, or political honors 
(Hartman 1987:74-83). In such cases, the wishes of 
individual women mattered not at all, whether they 
already had four or five children, whether they were 
newly married and childless, whether their only
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child had just died, or whether continued childless­
ness would cause their husbands to divorce or aban­
don them. Furthermore, a number of studies of these 
national contraceptive programs by outside agencies 
pointed out the virtually universal lack of follow-up 
care in such campaigns, the all too frequent failure 
to abide by counterindication warnings (for exam­
ple, in implanting lUDs into young unmarried girls 
or prescribing hormonal contraceptives to women 
with hypertension), the frequent absence of 
informed consent (especially regarding the perma­
nence of sterilization and the availability of other 
forms of contraception), and even the absence of

sterile technique in some cases, all of which 
inevitably produced an unnecessarily high rate of 
deaths, medical complications, and clinical depres­
sion in women.

There is a very real danger that religion, like 
these governments, w ill decide that (1) there is a 
population crisis that threatens the whole society; 
(2) the birthrate must be lowered; and (3) control­
ling women’s bodies is necessary to lower the 
birthrate. For despite the marvelous contributions of 
religions of the world to human culture, to aesthet­
ics, to morality, and to intellectual life, religion has 
seldom defended, and has often collaborated in the
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abuse of, women’s bodyright. (The term bodyright 
means that the integrity of a petson includes the 
integrity of his or her body, so that respect for per- 
sonhood entails people having clear primary control 
over their own bodies.) In fact, for months ptior to 
the Cairo ICPD and during the conference itself, 
some religious leaders, notably the "Vatican and 
some segments of Islam, teamed up to condemn 
attempts to improve and expand the health, status, 
education, and teproductive options of women 
(Cowell 1994:1; Ctosette 1994:1). Their argument 
was that expansion of these opportunities was not 
moral, since some women would use them to lim it 
the size of their families through contraception ot 
even abortion, contrary to the teachings of their reli­
gions. The plea of these religions was for the ICPD to 
support the traditional family—which is not seen as 
compatible with the improvement of the health, sta­
tus, education, and reproductive options of women. 
Religions have all too often accepted patriarchy’s 
instrumental view of women: that women’s dual 
purposes are the reproduction of the species and the 
service of men, which often includes their sexual 
gratification. None of the major world religions has 
defended in any systematic way a woman’s tight to 
make basic decisions about her body, such as 
whether and whom she w ill marry; whether, how, 
when, and where she w ill have sex; whether she w ill 
conceive or give birth; and how and by whom she 
w ill allow her body to be touched (Gudotf 1989). 
Least of all have religions of the world defended 
women’s right to pleasure in sex. According to the 
latest research of the Population Council, between 
85 and 130 million women living in our world 
today have suffered genital mutilation, aimed at 
controlling or elim inating female sexual pleasure. 
Given the brouhaha in the U.S. over the Bobbitt 
case,^ it seems safe to doubt that the religions of the 
world would be silent if  over 100 million men had 
had their penises removed as children.

W hat have women ever done that makes men 
appear more capable of responsible reproductive

decisions than women? Is theit record for parental 
nurturance and suppott, of subordination of theit 
own concerns to the needs of children, so much bet­
ter? Are they more sensitive, better role models, 
more devoted to life, than women? W hile it would 
be dishonest to claim for women any natural or 
unfailing parental nutturance, rates of paternal 
abandonment, paternal abuse and neglect, and 
paternal failure to pay child suppott, compared to 
those of women, devastate any male claims to supe­
riority with regard to being concetned and responsi­
ble about child nurturance.^ Furthermore, what data 
we have suggest that when male partners agree to 
birth regulation, culture assigns to women the 
responsibility for both implementation and conse­
quences. Research also suggests that both male 
opposition to and female support for contraception 
are much higher when women provide most of the 
income for supporting children, because men who 
do not exercise economic control over families rely 
more strongly on sexual and reproductive potency as 
proof of their manhood.

Women’s Bodyright and 
Reproductive Responsibility

H o w  CAN RELIGION HELP EFFECT A REDUCTION 
in world population and in environmental threats 
without increasing the unjust butdens of women? 
The Cairo Programme of Action is correct: the only 
way to make progtess in these directions without 
further victimizing women is to make the transfor­
mation in the status and role of women a primary 
goal of the population and ecology movements. 
What the developing world heard at Cairo is also 
correct: ttansforming the status and role of women 
within society is itself an integral part of a widet 
social revolution directed at more equitable distrib­
ution of the resoutces of the world and greater 
democratization. The ecological crisis requires both 
drastic reduction of overconsumption in the North

Second  Opin io n  • J a n u a r y  1995

64



and lowered rates of population increase within a 
process of economic and social development in the 
South.^

There are many risks and temptations that 
religious communities run in espousing such a 
transformation of the role and status of women. 
Here I describe two briefly, discuss a third at some 
length, and conclude with a fourth.

First, even basic movement toward justice for 
women in the world w ill 
require a massive transfer of 
resources and power to devel­
oping nations and to deprived 
racial and ethnic minorities in 
the developed world. This is 
not merely a matter of depriv­
ing rich elites of things, 
although that is hard enough.
This is also a matter of the 
privileged dealing with new 
and frightening feelings of 
powerlessness. Interdepen­
dence w ill feel like dependence 
to those accustomed to domi­
nation. Even middle-class reli­
gious women in the developed 
world who understand them­
selves as committed to reli­
gious ideals of loving and shar­
ing with neighbors and to solidarity among women 
w ill find it difficult to support such transfers.

Second, many religious communities who 
attempt to promote this transfer of resources w ill be 
strongly tempted to understand this effort in tradi­
tional religious terms—as an embrace of religious 
asceticism. This is very dangerous for women, espe­
cially but not exclusively in the West, where asceti­
cism has been understood as physical and psychic 
deprivation: fasting from food, drink, sex, and bod­
ily  pleasure, inducing bodily pain, and voluntarily 
accepting dependency associated with poverty and 
homelessness. These ascetic activities have often

Studies show that in 
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been encouraged for men in religious rituals or voca­
tions that exclude women as participants or 
observers. Such exclusion may include taboos on 
menstruating, pregnant, or nursing women or be 
based on a view of women as obstacles to the asceti­
cism demanded of men. Women understood as 
reminders of both male lust and householder status 
and its distractions become religious problems. 
Consequently, a shift toward asceticism w ill 

inevitably call into question 
the virtue and worth of 
women (and men) who seek a 
greater share of resources and 
power. For women especially, 
the ascetic ethic of self-sacri­
fice and service for the family 
has constituted the core of the 
religious ideal of woman. To 
accept either equality or 
power—much less to demand 
it— is to lose status in an 
ascetic ethic. Rather than 
asceticism, we need to stress 
democratization in promoting 
transfer of resources and 
power to women and other 
deprived and powerless 
groups."* Democratization 
must be transformed from a 

secular to a religious process and made central to 
both religious moral teaching and spirituality.

The third risk in pursuing a transfer of 
resources for transforming women’s role and status 
in the world is that religions w ill succumb, in the 
same way that international organizations have so 
often done, to arguments that the status and role of 
women are culturally determined and that to inter­
fere in any way is cultural imperialism. According 
to this argument, religions must remain neutral 
because they exist in many cultures and thus must 
respect all cultures and favor none.

All cultures contain valuable insights, values.
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and practices; but all cultures also have moral blind 
spots that developed for particular historical and 
geographical reasons. Respecting each others cul­
tures must entail accepting criticism of harmful 
aspects of one’s own culture as well as appreciating 
different and beneficial aspects of the other culture. 
Furthermore, there is no reason why women, sex, 
and marriage should be the only areas of culture 
exempt from moral questioning. Nations and reli­
gions of the world have had no problem censuring or 
even intervening to end slavery, foot-binding, 
Hindu suttee, clan raiding, excessive militarism, 
promotion of drug use, torture, genocide, or other 
activities rooted in cultural traditions. All religions 
of the world should condemn practices such as child 
marriage, abortion for sex selection or as a primary 
method of contraception, female infanticide, female 
genital mutilation, and domestic violence, includ­
ing marital rape— all practices that undermine just 
and equitable development of persons. Religions 
need to demand respect for the bodyright of women, 
because we have compelling evidence that repeated 
violation of bodyright, whether in child sexual 
abuse, domestic battery, or marital rape, conditions 
women to accept the dictates of abusers; “You do nor 
control your body or your life; I do!” Such experi­
ences dim inish a person’s capacity for moral 
agency—for responsible relationship with oneself, 
with other persons, with the rest of creation, and 
with divinity itself Experiences of repeated abuse 
also determine that the healing process w ill be long 
and painful.

The Cairo Programme of Action is based on 
research indicating that voluntary efforts at reduc­
ing the birthrate in most of the world depend on 
reducing infant mortality not just overall but in 
each specific community. When couples can be 
assured that most of their exisring children w ill sur­
vive to adulthood, they usually voluntarily reduce 
the number conceived. In societies where develop­
ment allows families upward socioeconomic mobili­
ty through lim itation of family size, the birthrate

then continues to fall. New social roles and status 
for women are an integral aspect of economic devel­
opment and lowered birthrates. Women need access 
to education and training, employment, old-age 
assistance, agricultural and commercial credit, and 
social status. To the extent that women have access 
to all these, they are less inclined to measure their 
worth by the size of their families and are more able 
to seize control of decision making in their own 
lives.

Western religions have issued innumerable 
sratements abour the dignity and worth of women 
and about their rights in society but have been noto­
riously slow to support specific measures that would 
give top priority to many of these goals in practice. 
A necessary first step for religions in supporting 
such an agenda is promotion of forgiveness of the 
external debt of most developing nations. The vast 
majority of developing societies w ill continue to 
lack discretionary funds to apply to any alleviation 
of poverty for women, children, or men unless there 
is debt forgiveness on a large scale.

Religious preference for words over action is 
perhaps clearest in the case of violence against 
women. Western religions preach love of one’s 
neighbor— even one’s enemy—and insist on the 
moral superiority of peaceful means of conflict reso­
lution. Yet violence against women, and even 
against children, has never been understood as a 
major problem. Nor is the situation better outside 
the West. Violence against women is the common 
though not universal pattern in our world.

In terms of domestic violence, a series of stud­
ies done in nations around the globe between 1986 
and 1993 reported women claiming (and in a num­
ber of paired studies, men confirming) a staggering 
incidence of violent abuse by their sexual partners.’ 
In separate surveys taken in both Barbados and 
Antigua, 30 percent of women report being beaten 
as adults, and 50 percent of both women and men 
report that their mothers were beaten by husbands. 
In Uganda, 46 percent of women report being phys-
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ically abused by a partner; in Kenya, 42 percent 
report being beaten regularly; in Tanzania, 60 per­
cent of women are beaten by partners; in Belgium, 
4 l  percent of women report domestic violence, of 
which 3 percent was very serious, 13 percent mod­
erately serious, and 25 percent less serious; in 
Norway, 25 percent report being seriously beaten or 
sexually abused by a partner; in the Netherlands, 
20.8 percent of women report experiencing violence 
in a heterosexual relationship; in Zambia, 40 per­
cent of women report being beaten; in Papua New 
Guinea, 67 percent of rural women, 56 percent of 
urban low-income women, and 62 percent of urban 
elite women report being beaten; in Sri Lanka, 60 
percent of women report being beaten; in Korea, 42 
percent report being beaten, 37.5 percent in the pre­
vious year; in India, 75 percent of lower-caste men 
and 22 percent of upper-caste men admit beating 
their wives; in Malaysia, 39 percent of women report 
being beaten in the last year. In a Japanese study 
open to volunteer bias, 58.7 percent of women 
respondents report being physically abused, 65.7 
percent report emotional abuse, and 59-4 percent 
report sexual abuse. In Costa Rica, 54 percent of 
women report being beaten; in Guatemala, 49 per­
cent of women report being beaten; in Mexico, 56.7 
of urban women and 44.2 percent of rural women 
report experiencing interpersonal violence; in 
Ecuador, 60 percent of women report being beaten; 
in Chile, 60 percent report physical abuse, with 
26.2 percent reporting severe abuse beyond pushes, 
slaps, or thrown objects. In Canada, four different 
surveys report between 27 percent and 36.4 percent 
of women have been beaten, with between 11.2 per­
cent and 17.8 percent beaten in the last year. In the 
U.S., three different surveys indicate that between 
28 and 40 percent of women report abuse by a part­
ner; two of the studies showed 31 percent of respon­
dents reporting physical abuse.

Statistics on rape between 1987 and 1993 tell 
a sim ilar story. Among college-age women in 
Canada, New Zealand, the United Kingdom, and

the U.S., between 11 and 18 percent are victims of 
completed rapes, and 19-25 percent are victims of 
attempted or completed rapes, excluding rape by 
husbands (for U.S., see Koss, Gidycz, and 
Wisniewski 1987; for all other countries, see Heise
1993). W hile we have less international data on 
child sexual abuse, existing studies show 33 percent 
of women in Barbados, 25 percent of women in 
Canada, and slightly more than 25 percent of 
women in the U.S. report childhood sexual abuse 
(for U.S., Finkelhor et al. 1990; for other countries, 
Heise 1993). (Sexual abuse of boys is also common, 
although at lower rates: 10-11 percent in the U.S. 
and Canada and 2 percent in Barbados.) We can 
infer from other data similarly high rates of child 
sexual abuse in other places. For example, a 1988 
study in Zaria, Nigeria, showed that 16 percent of 
female patients receiving treatment for STDs were 
children under the age of five (Heise 1993). A 1977 
study in Ibadan, Nigeria, found that 22 percent of 
female patients at an STD clinic were children under 
10 (Heise 1993). In a study at the Maternity 
Hospital in Lima, Peru, 90 percent of the younger 
mothers (those 12-16 years old) had been raped by 
their father, stepfather, or another close relative.

Religions of the world must take up the issues 
of domestic and sexual violence and must become 
involved as defenders of victims and accusers of per­
petrators. In the absence of a religious perspective 
based in the dignity of the individual human per­
son, the very real alternative is that sexual and 
domestic violence may be treated only as a legal 
issue, which is a very limited advance. Governments 
can force men to lim it physical violence out of fear 
of prosecution but may well fail to convert them to 
respect for women, who w ill continue to be abused 
in more subtle, but equally damaging ways. Law 
cannot teach love or respect— it can only discourage 
physical harm.
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Changing Women s Situation
I n  f e m i n i s t  b i o e t h i c s  t h e r e  is  g e n e r a l  agree­
ment that new reproductive technologies must be 
regarded as both powerful and neutral; that is, 
depending on the circumstances, they can be used 
either for or against the interests of women, and who 
controls the technologies is a critical element (Farley 
1985; Sherwin 1992). At present, women do not 
control reproductive technolo­
gies, which tend to be owned 
and operated in the interests of 
corporations, institutions, and 
partnerships controlled by men.
Some women may benefit from 
specific technologies, but the 
primary function and purpose 
of the technology is to earn a 
profit for its owners. If it ceases 
to be profitable, it w ill no 
longer be offered.

Similarly, population poli­
cies can either empower women 
or coerce them. There is little 
middle ground. It is a mistake 
to think that lowering birth­
rates automatically serves the interests of women. 
Similarly, education in population programs can 
encourage respect for women’s exercise of responsi­
bility for their own bodies, or it can reinforce wom­
en’s dependence on others for interpreting and car­
ing for their bodies. Women want help in control­
ling their own fertility; they do not want to pass 
control of their fertility on to others.

W hat women need from their religious com­
munities is recognition of themselves as integral 
persons, capable of exercising responsibility. They 
need to be supported in making responsible deci­
sions about their bodies, including decisions about 
whether and whom to marry, about engaging in sex­
ual activity, about what education they w ill receive, 
about whether to use contraception and what kind.

I f  population issues are 

truly to be based in 
ecological responsibility, 

then it becomes necessary 
to insure that lowering  

the birthrate is not 
accomplished through 

continued or increased 
injustice to women.

and about the kind of work they w ill do to support 
themselves. Women need support in making deci­
sions about the number, health, and education of 
their children. Women need support and protection 
from violence of all kinds, including sexual violence, 
domestic violence, and the violence of female geni­
tal mutilation.

Movements for both global health and popu­
lation regulation need the involvement of women to 

be successful, but activists 
have begun to realize in the 
last decade that many women 
are not free to participate. 
Those who staff and imple­
ment population programs 
know that one important rea­
son Norplant and, before 
Norplant, lU D s, were so pop­
ular with married women in 
many parts of the developing 
world was that they required 
neither the cooperation nor 
the knowledge of the hus­
bands. These contraceptives, 
therefore, did not put women 
at risk of violence in the 

many parts of the world where recourse to contra­
ception is understood (especially by men) as sup­
porting promiscuity and adultery. Clinic after 
underutilized clinic around the world has found that 
eliminating a policy of requiring spousal consent for 
contraception caused clinic use to soar. The role of 
responsible religion in such communities—of which 
there are some in the U.S.— is not to condemn the 
women who, for fear of being beaten, do not consult 
with their husbands but instead deceive them about 
contraception. The proper response of religion is to 
condemn the use of violence against wives that caus­
es them to fear introducing the subjects of contra­
ception or sterilization and to encourage both men 
and women in mutual decision making.

Widespread domestic violence poisons not
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The First Born.
Bronze sculpture by Hugo Robus, 1951. 17.5 inches high.

Reproduced by permission of Forum Gallery, Inc., New York. All rights reserved.

only the marital relationships in which it occurs but 
other marital relationships in the society. Studies 
show that in societies where women know other 
women who have been beaten for suggesting the use 
of contraception, they themselves are unlikely to 
bring up the issue with their own spouses, even if 
they have never been beaten. This is true even where 
significant proportions of their husbands respond to 
surveys that they do not want more children and 
would agree to the use of contraception if their 
wives brought it up. Fear of violence inhibits com­
munication and encourages deceit.

AIDS education programs around the world 
rely heavily on promotion of condom use. Efforts 
aimed at teaching women, including wives, casual

female partners, and prostitutes, to insist on condom 
use have been notoriously ineffective. The general 
failure of the campaign cannot be attributed to 
women’s lack of concern about their own health or 
about passing AIDS on to their children. Nor is the 
failure related to women’s inability to understand 
the risk involved in unprotected sex. The major rea­
son for the failure of condom promotion among 
women is the powerlessness of women in relation to 
men and the use of violence to maintain female pow­
erlessness. Wives, girlfriends, and commercial sex 
workers report violence as a common response to the 
suggestion of condom use. Men are angered that the 
sexual object they have purchased dares to make 
demands of them. Husbands are angered by the
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implication that wives either think them unfaithful 
or are critical of their lack of fidelity. Their anger is 
based on the understanding that wives do not have 
the right to be critical or demanding. Where vio­
lence is already a possibility or even a constant real­
ity in a relationship, suggestions, much less 
demands, for condom use from women often trigger 
violent attack.

It has long been suggested that, in Western 
thought, attitudes toward women and nature have 
been linked. Carolyn Merchant (1980) made a con­
vincing case for this link in the shift from classical 
and medieval to modern philosophy in the West, 
and eco-feminist thinkers continue their fruitful 
probe of this theme (see, for example, Adams 1993). 
To assert this link is not to take an essentialist, non- 
historical view of women or nature. It is only to say 
that our culture has linked women and nature in our 
thought in ways that make it unlikely that we can 
rethink one without the other or move to respect 
one without the other. It is highly unlikely that 
effective ecological consciousness is possible without 
both the transformation of the role of women in the 
world and a complete social purge of patriarchy. If 
population issues are truly to be based in ecological 
responsibility, then it becomes necessary to insure 
thar lowering the birthrate is not accomplished 
through continued or increased injustice to women. 
Continued abuse of women as instruments in any 
otherwise worthy cause is unlikely to coexist with

acceptance of human codependence with the rest of 
creation.

The Fourth and 
Last Temptation

M o v in g  t o w a r d  r e s p o n s ib l e  p o p u l a t io n  and
environment policies that include commitment to 
greater justice for women will not be easy for reli­
gions. The constant temptation for religious com­
munities dealing with women, as well as for many 
women themselves, is to succumb to victimism. The 
injuries to women are so great and so long-standing 
that it is easy to understand women as either 
inevitably or essentially victims. To succumb to vic­
timism would mean failing to insist to oneself or 
other women that we have the capacity and duty to 
heal from victimization. It would entail the church­
es obtaining better treatment for women victims 
but failing to empower them to speak for them­
selves. Victimism produces, in short, more benevo­
lent forms of subordination for women.

If there is a central theological task for the 
religions of the world here, it is to insist that God  ̂
did not create women to be victims, is seriously 
offended by the victimization of women, and is, in 
fact, eternally available to nurture and support victims 
past pain and suffering to recovery and integrity.

NOTES
1. Lorena Bobbitt was tried for cutting off her husband’s penis while he slept and throwing it on the street—after he had beaten 

and raped her. The jury accepted her defense and sent her to a psychiatric hospital for treatment rather than to a fixed prison 
term.

2. About 10 percent of domestic abuse is initiated by women, and 90 percent by men (Shupe, Lacey, and Hazelwood 1987). About 
95 percent of sexual abuse of girls is committed by males, as is 80 percent of sexual abuse of boys (Poling 1992:13). Studies 
show that child support payments after divorce are often unreliable; one study showed that only 22 percent of divorced fathers 
fulfilled all the financial obligations to children set by the court, while 50 percent fulfilled none at all. In two out of three Aid 
to Families with Dependent Children cases there are no set obligations to which fathers could be held (U.S. 1977). About 50 
percent of the children in the U.S. spend a significant part of their childhood in a female-headed household without a male 
adult; one in four children in the U.S. is born out of wedlock (Hekman 1992).

3. I use “the North” to refer to the industrialized countries of the world and “the South” to refet to the poorest, least industrial­
ized countries of the world.
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4.

5,

6.

I use democratization here for its greater clarity. In religious traditions this political ideal invokes language about sharing and 
community, the brotherhood and sisterhood of children of God, and compassion.
The following statistics are taken from a paper by Lori Heise (1993), formerly of the Douglass College (Rutgers) Center for 
Women’s Global Leadership, now of the Pacific Institute for Women’s Health. For each of the 34 studies, Heise names the 
author, date, sample size, sample type, the findings regarding violence against women, and related comments. She notes that 
some of the studies asked women whether they had ever experienced certain acts by sexual partners (e.g., being hit with a fist 
or an object; being thrown, slapped, or kicked), while others asked women whether they had been beaten or abused. Clinical 
research suggests that allowing women to self-define abuse results in underreporting of abuse. For example, in Zambia, 17 per­
cent of the women surveyed responded that physical and mental abuse were a normal part of marriage, as did 22 percent of the 
Malay women.
This is, of course a very parochial (Christian) usage. Nontheistic, polytheistic, or religions in which there is no creator who 
remains involved with the world would use alternative language, perhaps: harmony in the universe is violated by the existence 
of violence against women and can only be restored by eliminating this disruption.
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Reflection
Moonlighting in May

Michael P. Honan

“C o d e  b l u e , 12 t o w e r . Code blue, 12 tower,” the 
operator’s voice shrieked from the ceiling speaker. I 
jumped up from my chair, cursing under my breath. 
If the code had happened only five minutes later, I 
would have had this history and physical exam fin­
ished—my fifth of a still-early night. Sometimes 
this moonlighting job was all right, and other times, 
like tonight, it wasn’t worth all the money in the 
world.

I hit the stairwell at half-speed, fully realizing I 
had the seven flights of stairs to go. For just a sec­
ond, I considered going and waiting for one of the 
terminally slow elevators, but recalling the apoc­
ryphal story of the senior resident who had used the 
elevator during a code quickly brought me to my 
senses. That resident, the story goes, had to wait for 
a slow elevator; when he arrived in the room several 
minutes late, he was shocked not by the fact that the 
code was unsuccessful but by the fact that the 
patient was a friend’s grandmother!

I dashed through the last stairway door into the 
12 tower corridor. Unasked, a nurse’s aide pointed

Michael P. Honan is an associate physician at Pratt Internal 
Medicine Group, Pratt, Kansas.

toward room 1251. I raced through the hall, filled 
with customary trepidation. No matter how many 
times I had been code team leader, I still feared down 
deep that my instantaneous actions would be the sole 
determinant of whether a person lived or died. 
When a code failed to save a patient, the attending 
physician and the advanced cardiac life support 
(ACLS) instructor would try to ease the stress by say­
ing “the patient was already dead” or “all you can 
possibly do is improve the situation.” Somehow 
these words were less than comforting.

Some residents sought protection in the num­
bers, quoting mortality data on codes. They con­
tended that the vast majority of codes were unsuc­
cessful, and therefore it didn’t matter what we as res­
idents did. I never knew whether to interpret those 
statistics with relief or even greater fear. Was it true 
that what we did in a code did not matter? Or were 
only a few of us doing the “right thing” and ulti­
mately saving those few survivors. In any case, I was 
experiencing a fear well known to residents yet sel­
dom discussed outside professional circles because it 
would not be “physician-like.”

Once in the room I instinctively reached for a 
pair of latex gloves. Another senior resident often 
joked about this, saying it was my way of granting 
myself absolution for any mistakes I was about to 
make. It was probably more of a leftover from intern 
days when I actually had to touch the patient! As a
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senior resident, my contribution to the code team 
was almost completely cerebral. Most of the nursing 
staff had been so well trained that I often wondered 
if anything different would happen if the residents 
didn’t even show up for codes.

The only electrical activity on the monitor was 
caused by the intern’s compressions on the patient’s 
chest.

“What do we have?” I 
asked.

“Asystole since we 
hooked him up,” one of the 
senior R.N.’s answered, 
knowing immediately the 
specific information I want­
ed.

“Not good . . . ,” I mut­
tered, yet in the same breath 
I directed the team to 
administer 1 milligram of 
epinephrine. (Although usu­
ally ineffectual, this “heart
starter”— as one senior resident called it— occasion­
ally gave life to the dead.) I proceeded through the 
ACLS protocol mechanically, knowing full well the 
expected outcome.

“Do you want an ABG [arterial blood gas]?” the 
enthusiastic intern queried.

“Sure,” I halfheartedly replied.
“Watch yourself,” the floor nurse cautioned, as 

she recorded the timing of medications without 
looking up from her clipboard. “He’s HIV positive.”

Only then did I look to the head of the bed. I 
was surprised to see how young this patient was. He 
looked vaguely familiar, but then so does everybody 
in a hospital gown, I thought.

As we continued our deathwatch, one of the 
other senior residents went to call the attending 
while I reached for the chart.

“That’s all the epi,” said the crash cart nurse 
wearily.

“How much longer?” asked another.
“Pastoral care is with the mother down the hall 

in the family conference room,” remarked a third. 
“She was in here when the code was called,” the 
nurse continued, explaining. “She said she was hold­
ing his hand when she felt it going limp. She got an

No matter how many times 

I had been code team leader, 
I still feared down deep that 

my instantaneous actions 
would be the sole 

determinant o f whether 
a person lived or died.

aide who came and got me, and I called the code.”
Still taking in the commotion in the room, I 

opened the chart and glanced at the nameplate to see 
how old the patient was. “Garcia, Jose. 28, Hispanic 
male.” I realized then that I had taken care of this 
patient before. I had admitted him about two 
months ago, during another horrible moonlighting 

night. In fact, I had admit­
ted him to the adolescent 
ward, because all the adult 
medical wards were full.

My thoughts drifted to 
that cold spring night when 
Jose was first admitted. I had 
learned then that Jose had 
moved to Hollywood when 
he was 23 to follow his 
dream of becoming an actor. 
Several years later, while 
working as a waiter, he col­
lapsed at work from excruci­
ating abdominal pain. His 

medical workup revealed that he had a rare small 
bowel tumor—and that he had AIDS.

Jose’s father had refused any active participation 
in his care because of the AIDS diagnosis. In fact, 
Jose’s mother had reported with some disgust, he 
had reduced contact with his son to brief cordialities.

Jose had been treated in California until four 
weeks ago. After his roommate died from complica­
tions of AIDS, Jose had moved back to the Midwest 
to be with his mother. He was now in the hospital 
for recurrent abdominal pain. His mother had relat­
ed all of these facts with great expedience, given her 
broken English. I remember thinking what a brave 
woman this was as she played the roles of mother, 
father, friend, and caregiver. It was humbling to 
watch this grown man fall into the shelter of his 
mother’s nurturing care as he succumbed to this ter­
rible disease.

I ended the deathwatch and prepared myself 
mentally to speak with Mrs. Garcia. While the staff 
prepared the body for viewing, I thought of what I 
would or should say. I thought back to our first 
meeting, remembering her big green eyes and how 
they were filled with apprehension as she hung on 
every word I spoke. I wished I had been more dedi-
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cated in the short course in medical Spanish I had 
signed up for the previous fall. I had dropped out 
because of too many call schedule conflicts.

I walked the long hall to the family conference 
room and pushed the door open gently. Mrs. Garcia 
was sitting at a table talking in hushed tones with 
the chaplain. She appeared older and more tired than 
I remembered. Her eyes were red and slightly 
swollen as though she had been crying for a long 
time.

“Mrs. Garcia,” I softly interrupted. As she rose 
from the table I could see she was sobbing quietly.

“I’m sorry,” I said as if that were enough.
She let out a loud cry as she fell forward into my

arms. Her embrace seemed to last forever as she 
alternated between moaning and sobbing. I felt 
uncomfortable holding and consoling this woman, 
but, at the same time, I knew it was the right thing 
to do. My discomfort gradually eased, and I felt a 
sense of sadness replace it. I felt empathy for this 
mother who had lost a son. I made a quick mental 
note to hug my son a little longer and harder when I 
got home the next evening. Seconds changed to min­
utes and my eyes searched the room to fixate on any­
thing to distract my thoughts. I latched onto the 
clock and could see it was 11:45 P.M . It was still 
Sunday. It was still Mother’s Day.

NOTE
I w o u ld  lik e  to  th an k  N ancy A ld ric h , o f  the P rogram  in C lin ica l E thics and M edical H um anities, L utheran  G enera l H osp ita l, Park  

R id g e , I llin o is , fo r ed ito ria l assistance.
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Issues & Currents
The Reign of Autonomy: Is the End in Sight?

Ron Hamel

AUTONOMY'S REIGN AS THE DOMINANT PRINCIPLE 
in medical ethics may be coming to an end. Fot the 
past 25 years, autonomy has not only shaped medical 
ethics in this country but also controlled ethical 
decision making about patient care. At times, it has 
been the sole consideration in resolving ethical con­
flicts; more often, it has been the decisive one, 
trumping all other considerations, principles, and 
values. Autonomy has verged on being tyrannous.

This statement may sound like blasphemy in a 
nation that prizes, indeed nearly worships, autono­
my and self-determination. And it may sound some­
what bizarre after the expenditure of so much ener­
gy over the past quarter century, by medical ethicists 
in particular, to redress the abuses of physician pater­
nalism. Such corrective action was undoubtedly nec­
essary. And the emphasis on patient autonomy has 
contributed significantly to enhancing the status of 
patients in the therapeutic relationship. This has 
occurred, however, at a price, which only recently 
has become apparent. Increasingly, in health care 
institutions and in the academy, at conferences and 
in journals, one hears rumblings about the need to 
dethrone autonomy (as it is commonly understood in 
medical ethics) as the reigning principle, though not 
to banish it.

For centuries, physician beneficence maintained 
suptemacy in the physician-patient relationship. But 
in the mid-sixties, autonomy emerged as the first 
principle of medical ethics. As Thomas Murray 
observes, “autonomy emerged as a powerful protest 
against evil ot thoughtless researchers and paternal­
istic physicians. It found deep ideological resonances 
within American popular, legal, and political cul­
ture: our celebration of the individual, our anger at 
infringements by others, our constitutionalized pro­
tections of personal liberty, our faith in matkets as 
fair and efficient methods for distributing social 
goods” (Murray 1994:32). Autonomy has come to 
mean the ability to follow one’s self-chosen norms 
free of external constraints or coercion. It is a bul­
wark, a moral and legal defense, against any and all 
who would usurp one’s right to make decisions for 
oneself and one’s life or who would impose their val­
ues upon the individual. The concept of autonomy 
was appropriately used to address the problems that 
bioethics faced in its beginnings. But it is now 
starting to show wear. Clinicians and medical ethi­
cists, in particular, are becoming increasingly aware 
of its limits and are calling into question its contin­
ued reign as the supreme principle. "Why is this 
happening? What is problematic about a medical 
ethics based on autonomy? A couple of scenarios 
may help to illustrate some of the difficulties.

Mt. Davis is a 51-year-old man with a relatively
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rare autoimmune disease that progressively destroys 
muscle tissue. The treatment for the disease has con­
tributed to his contracting pneumocistis carinii 
pneumonia. He is placed on a ventilator to assist him 
in breathing. Very high settings are required, risk­
ing damage to his lungs. He shows no improvement 
over a three-week period; in fact, his situation dete­
riorates. He develops Adult Respiratory Disrress 
Syndrome and multiple pneumothorax. The damage 
ro Mr. Davis’s lungs is irreversible. The chance for 
recovery is nil. Four weeks after he is placed on the 
ventilator, Mr. Davis’s family is approached about a 
do-not-resuscitate (DNR) order and discontinuation 
of treatment. In the opinion of everyone caring for 
Mr. Davis, further rreatment is futile. The attending 
physician and all the consultants meet with the 
Davis family to explain the patient’s prognosis and 
to offer their recommendarion. Because Mr. Davis 
does not have decision-making capacity or an 
advance directive and is terminally ill, he falls under 
the provisions of the Illinois Patient Surrogate Act. 
His wife is his legal proxy. She vehemently insists 
that she is “the legal decision maker” and wants 
“everything to continue to be done.” Mr. Davis has a 
righr to the best health care available, even a lung 
transplant (which, in fact, she pursue). He is a fight­
er, she says, and will come our of this.

The health care team backs off Further attempts 
to get a DNR order and to withdraw treatment are 
unsuccessful. Mr. Davis survives another three weeks 
with maximum treatment until his life can no longer 
be sustained.

Or take another case. Mr. Matthews, 64 years 
old, has a history of diabetes and suffered a stroke 
five years ago from which he has recovered, except 
for rhe existence of a slight limp and a bit of diffi­
culty with his speech. For the past few months, how­
ever, he has not been feeling well and has found it 
increasingly difficult to get around because of 
swelling in his legs. He tells his family that he 
thinks his death is not far off

Mr. Matthews is admitted to the emergency 
room because he has been found by his wife to be 
confused and combative. He is given oxygen, which 
does not remedy his condition, and so he is intubat­
ed. Approximately 36 hours later, Mr. Matthews’s 
family insists that the patient be extubated. They

maintain that Mr. Matthews had said he never want­
ed to be on a ventilator. Furthermore, his quality of 
life has been deteriorating and, in all probability, if 
he survives this episode, will worsen. Members of the 
medical team are opposed to extubation because they 
do not yet have a clear diagnosis. They believe, how­
ever, that his condition is likely to be reversible. The 
team tries to buy a few days’ time.

On the first day that the possibility of extuba­
tion was raised, Mr. Matthews had marginal deci­
sion-making capacity. When asked if he wanted to 
be extubated and if he realized the possible conse­
quences, he replied yes on one occasion and shook his 
head no when asked larer. The following day, how­
ever, Mr. Marthews had increased mental clarity and 
indicated both by shaking his head and in writing 
that he wanted to be extubated. The family was 
more adamantly in favor of discontinuing treatment 
than they had been previously. Against his and oth­
ers’ medical judgment, the attending physician 
finally aquiesced: ventilation was discontinued, 
along with antibiotics and IVs. Mr. Matthews sur­
vived and was in better condition when he left the 
hospital than when he had entered.

Both cases demonstrate problems with enshrin­
ing patient autonomy. The problems are both theo­
retical and practical. The latter are more obvious, so 
I would like to begin by raising some of the former. 
One theoretical problem concerns the way in which 
we understand the human person. Autonomy does 
not do justice to who we are. It offers only a very thin 
interpretation of what it means to be a human being. 
Autonomy tends to reduce the person to a decision 
maker. But we are more than decision makers. We 
are more than our freedom and our ability to choose. 
These alone do not sufficiently describe or define us, 
though they are undoubtedly a constitutive element 
of what it means to be human. Defining the person 
in terms of auronomy or focusing on autonomy as 
the key characteristic of the person does violence to 
our identities.

This distortion is compounded by autonomy’s 
depicting human beings atomistically, as isolated 
entities unrelated to others, as sovereign or nearly 
sovereign selves. The fact is chat we are not mere 
individuals. Human beings are essentially social 
beings, in relationship to others and dependent upon
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others. Sociality is not a choice; it is a fact of exis­
tence.

Placing an undue emphasis on autonomy dis­
torts not only our self-understanding but also our 
patterns of relating to others and our sense of respon­
sibility for others as individuals and as parts of a 
whole community. The assertion of individual rights 
and the pursuit of self-interest almost always super­
sede an acknowledgment of obligations to others and 
to the social whole and a willingness to sacrifice for 
the well-being of others and for the common good.

These are some of the theoretical problems with 
autonomy, roughly sketched. What are some of its 
practical shortcomings? One is that our focus on 
autonomy leads us to become overconcerned with 
procedures—informed consent, advance directives, 
decision-making processes, use of surrogates, and the 
like—to the neglect of other crucial moral dimen­
sions of patient care. We establish procedures and 
structures to ensure the free exercise of autonomy in 
various situations and in order to respect a pluralism 
in values, beliefs, and practices. A focus on autono­
my and procedures allows us to overlook differences. 
This is appealing in a pluralistic society. While we 
probably can’t agree on what values or norms should 
guide us, we can more easily agree on procedures. 
Respecting mechanisms or procedures becomes more 
important than affirming and respecting the particular 
values, beliefs, and practices of individuals and groups.

A case in point. Many faith-based health care 
facilities have largely abandoned their religious her­
itage in the domain of health care ethics. It is not 
their religious traditions that inform policies related 
to forgoing treatment, for example, but the concept 
of autonomy, namely, the patient’s right to refuse 
treatment (even if it be lifesaving treatment). To 
obtain an informed decision by an individual with 
decision-making capacity is all that matters. In an 
attempt not to offend those who do not share the 
religious convictions of the institution, those convic­
tions are allowed to play little if any role. This is 
undoubtedly a difficult problem, but the solution— 
adopting an ethic of autonomy—seems a betrayal of 
the identity of these institutions. The emphasis on 
autonomy poses, or should pose, problems at least for 
faith-based health care institutions and for people of 
faith within the Jewish, Christian, and Muslim tra­

ditions. While these traditions vary, none supports 
the understanding of autonomy embodied in 
American medical ethics. Each has a strong tradition 
of viewing the individual in relationship to commu­
nity and to a sovereign God. The individual in these 
traditions does have the capacity and the responsi­
bility for self-determination, but that is not an 
“auto-nomous,” absolute, and individualistic self- 
determination. In these traditions, decisions about 
oneself and one’s life must be made while consider­
ing one’s relationship to God and to others. It is 
ironic and quite sad that most faith-based health care 
institutions and people of faith have bought into the 
Enlightenment rendeting of autonomy now 
enshrined in American culture and American med­
ical ethics. So many have abandoned the richness and 
the insights (and in this area, the balance) of their 
own traditions for secular accounts that actually do 
violence to their traditions. Something has gone 
wrong; religious communities have failed somehow 
adequately to form their members in their traditions.

A second problem is that autonomy tends to be 
adversarial. The individual is a law unto him- or her­
self and alone determines what is in his or her best 
interests. The assertion of autonomy places one over 
against others. It says to others that one does not 
want them to interfere with ot infringe upon how 
one lives one’s life. Autonomy is a claim to non­
interference. There is something defensive about it. 
This is perhaps most clearly seen in the physician- 
patient relationship. Autonomy frequently has the 
effect of pitting the patient and/or surrogates against 
health care providers. It is a way of asserting or exer­
cising power over against physicians, in particular. 
This was perhaps necessary given the excessive 
physician paternalism of the past. But it is ultimate­
ly destructive of the physician-patient relationship 
or the healer-patient relationship. It pits will against 
will. It fosters mistrust.

Furthermore, by emphasizing the autonomy of 
the patient and by allowing patient autonomy 
almost always to trump, we have neglected the 
autonomy of physicians and other health profession­
als. We have diminished their moral agency and 
assaulted their professional integrity. This is exem­
plified in the two cases recounted above. In both 
instances, health care providers acted against their
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best medical judgment in deference to the claims of 
autonomy. The scales were tipped in favor of auton­
omy. Their professional judgment (and particular 
beliefs) had little or no moral weight. While we have 
asserted the right of patients to act upon their own 
values and beliefs, we have not encouraged or per­
mitted the same for health professionals. Physicians 
are expected to acquiesce to the wishes (and, occa­
sionally, the demands) of their patients even against 
their professional judgment. Patients or surrogates 
call the shots; they almost always win out. Health 
care providers often don’t feel free or comfortable 
expressing their own values or beliefs because of the 
fear of “violating patient autonomy.” They harbor per­
haps an even greater fear of litigation which harkens 
back to the adversarial nature of the physician-patient 
relationship.

The exercise of autonomy by patients can violate 
professional integrity in still other ways. Patients 
who execute advance directives, particularly durable 
powers of attorney for health care, sometimes check 
a box indicating that they do not want life­
prolonging treatment employed. There is no further 
explanation. They may even have communicated this 
wish verbally to family, friends, or relatives. But it is 
sometimes not clear how this exercise of autonomy is 
to be interpreted. Is the surrogate to refuse life­
prolonging treatment in all situations or only in 
those in which the life-prolonging treatment is non- 
beneficial or excessively burdensome? A literal inter­
pretation of the patient’s expressed wish to have no 
life-prolonging treatment may result in forgoing 
treatment that is reversing or assisting in reversing 
the patient’s condition and restoring the patient to 
his or her previous quality of life. Surrogates some­
times demand, against the medical judgment of 
health providers, that the patient’s expressed wishes 
be followed literally (as in the second case described 
above). This can be harmful, indeed deadly, to the 
patient and may also violate the professional integri­
ty of the care providers.

Requests or demands for medically “futile” 
treatment, as in the first case, can also assault profes­
sional integrity. Such requests challenge the health 
professional’s medical judgment, call into question 
his or her expertise, eliminate the latitude necessary 
for discretionary judgments, and ultimately reduce

the health care provider to an instrument of the 
patient’s or surrogate’s wishes. The patient’s moral 
right to autonomy must be balanced by respect for 
the autonomy of the physician and of other health 
professionals. Their capacity to make choices, to fol­
low their consciences about what is good medicine 
and what is morally appropriate in the situation must 
also be respected. Autonomy is not a unilateral right.

For some patients ot their surrogates, autonomy 
has become a burden, not a blessing. For patients, 
treatment decisions even in the best of circumstances 
can be overwhelming, confusing, or frightening. In 
addition, illness is likely to compromise patients’ 
decision-making ability, even though they appear 
able to make decisions. The anxiety, discomfort, 
pain, anget, and other emotions associated with dis­
ease, patients’ absorption with their bodies and their 
disease, the disruption of their identities, effects on 
mental functions due to fever, medication, shock, or 
dementia may lead patients to make decisions they 
would not otherwise make. For surrogates, such 
decisions can be psychologically traumatic. Some 
believe that by what they say, they are causing their 
loved one to die, a decision they are not able to make 
or willing to live with. Others find it difficult to sep­
arate their own preferences and needs from what the 
patient would choose. Their inability to let go of the 
patient or of their own guilt, or their anger toward 
caregivers leaves them unable to make appropriate 
decisions for the well-being of the patient, yet their 
decision prevails on the basis of patient autonomy 
and surrogate decision making. Impasses between 
surrogates and health professionals can sometimes be 
resolved when the caregiver relieves the surrogate of 
the full burden of the decision. What appeared to be 
an insistence that “evetything be done” can be, in 
fact, an inability to accept responsibility fot a life- 
and-death decision.

Perhaps the most extreme expression of autono­
my is the demand for the practice and legalization of 
assisted death—whether brought about by oneself 
with the assistance of another or entirely by another. 
The rhetoric associated with the debate over physi­
cian-assisted suicide and euthanasia is the rhetoric of 
rights—particularly the right to die. People believe 
that they have the “right” to choose the time, man­
ner, and place of their death.
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All of these examples are simply to make the 
point that patient autonomy is an inadequate con­
cept upon which to base a medical ethics. Not only 
is it inadequate, it can also be harmful—to the well­
being of patients themselves and their surrogates, to 
the identity and integrity of health professionals, to 
the relationship between patients and physicians, to 
the common good, and to religious identities of 
health care institutions, communities, and individu­
als. I do not mean to advocate a return to the days of 
physician paternalism nor totally to repudiate auton­
omy. But autonomy as we know it must be modified, 
which means, at least in part, that it must be con­
textualized. Two contexts are primary. The first is 
the relationship between patient and caregiver. The 
second is the relationship between the patient and 
his or her family, associates, community, and society. 
For people of faith, there would be yet a third pri­
mary context—their religious community and the 
Deity to which they profess faith. None of these does 
away with autonomy, but these contexts do make 
autonomy and its correlative, self-determination, 
less individualistic and more relational, less abso­
lutist and more responsive to other values, interests, 
and considerations. Beneficence and justice cer­
tainly must come into play as a balance to autono­
my. But many other values and virtues are also 
integral to being human, to being a member of a 
community, and to participating in a healing rela­
tionship.

Alternatives to the autonomy model do exist. 
One such example is the work of Edmund Pellegrino 
and David Thomasma, particularly their book For the 
Patient’s Good: The Restoration o f Beneficence in Flealth 
Care (Pellegrino and Thomasma 1988; see also 
Callahan 1987, 1990; Brody 1992). They wish to 
ground medical ethics in the very nature of medical 
practice itself. The goal of medicine is not to pro­
mote autonomy but to respond to the need and plea 
of the sick person for help. “The obligation to help 
the sick . . .  is grounded in the claim that comes 
from the vulnerability and suffering of a fellow 
human” (Pellegrino and Thomasma 1988:32). They 
call their approach “beneficence-in-trust.” The prin­
ciple of beneficence (not to be identified with pater­
nalism) unites a concern both for the well-being of 
the patient and for the patient’s autonomy. By 
beneficence-in-trust, they mean that “physicians and 
patients hold in trust the goal of acting in the best 
interests of one another in the relationship.” What 
that requires differs for each. What we begin to see 
in this approach is a focus on the healer-patient rela­
tionship, on the goals of the practice of medicine, on 
relationality, mutuality, partnership, and dialogue— 
correctives to some of the shortcomings of the auton­
omy model. There is promise in this approach. If 
nothing else, it begins to forge new ways of thinking 
and offers elements of a new paradigm. Development 
of that paradigm is the current challenge of 
bioethics.
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Notebook

Of the 597 respondents in a New Hampshire 
Medical Society survey,

•310 said that if it were legal, they would pre- 
sctibe or administer a lethal dose of medica­
tion to a terminally ill patient who requested 
it. Another 19 percent, or 113 physicians, 
said they would do so even if it were illegal.

•45 percent said they thought physicians should 
legally be able to give terminally ill patients, 
upon request, prescriptions for lethal doses of 
medication; 32 petcent said physicians 
should not have this right; 21 petcent said 
they didn’t know.

•30 percent voiced support for the physician’s 
right to administer a lethal injection to a 
patient in the same circumstances; 40 percent 
were opposed.

•99 reported having received requests for lethal 
injections, and 11 said they had complied; 
113 said they had had patients ask them 
for lethal doses of medicine to be self- 
administered, and 22 said they had complied.

•The majority (70 percent) reported they felt 
“pain” was the most important reason 
patients seek “aid-in-dying.”

Ironically, Ezekiel J. Emmanuel, M.D., after 
studying several polls on the issue and reporting on 
them in the September 12 issue of the Archives o f 
Internal Medicine, says that “the main reason for

wanting euthanasia . . .  is not pain. The main con­
cern of patients seems to be being a burden.”

{American Medical News, 10 October 1994)

The U.S. health system is still by far the most expen­
sive in the world, and the spending gap with other 
major countries is widening, a new study indicates. 
The U.S. spent $3,094 per person on health care in 
1992, or 13.6 percent of its gross domestic product, 
according to figures compiled for the Organization 
for Economic Cooperation and Development. Most 
of the other 23 countries spent less than half as 
much. A report published in the journal Health 
Affairs said the U.S. had the fifth-highest infant 
mortality rate—after Turkey, Portugal, Luxem­
bourg, and Greece—and the highest percentage of 
low-birthweight babies. But it was neat the top in 
life expectancy for senior citizens.

Canada spent 10.3 percent of its gross domestic 
product, or $1,949 per resident, on health in 1992; 
Einland 9-4 percent, $1,363; United Kingdom 7.1 
percent, $1,151; Japan 6.9 percent, $1,376; and 
Tutkey4.1 percent, $156.

Americans spent less time in the hospital than 
people in most other countries.

{Chicago Tribune, 6 October 1994)
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The vast majority of American doctors—88 per­
cent—believe too much emphasis is being placed on 
length as opposed to quality of life, according to a 
recent poll. Eighty-seven percent of the respondents 
also felt society had gone too far in using technolog­
ical advances to keep a person alive.

{Chicago Tribune, 4 October 1994)

Participants in the recent United Nations Inter­
national Conference on Population and Develop­
ment in Cairo were unknowingly speaking three dif­
ferent languages, said William F. Vendley, executive 
director of the World Conference on Religion and 
Peace, who was an official nongovernment represen­
tative at the meeting. The result, he contends, was 
sometimes a broadening of perspectives and some­
times sheer Babel.

The first of these languages, he said, was the 
empirical language of demography, public health, 
and international agencies, a language heavy on 
quantification and immediate problem-solving. It 
was the language in which many of the meeting’s 
preparatory documents were drafted and initially 
discussed. The second language was that of religious 
traditions, a language of moral norms rooted in some 
larger vision of the common good. It was the lan­
guage of the Vatican, the imams, and many other 
religious leaders at Cairo. The third language was 
that of specific situations, of sad instances—rape, 
destitution, absent or unsafe medical care—that 
seemed to challenge the applicability of the existing 
norms. It was the language of many feminists and 
religious dissenters at the meeting.

Vendley recalled a session that illustrated his 
thesis about the different languages. When several 
distinguished Muslims presented their tradition’s 
teachings on abortion as perfectly clear and settled, 
women veiled in traditional fashion ardently ques­
tioned the male leaders from the back of the room. 
The women challenged the leaders to discuss situa­
tions where bearing children meant courting death 
or devastating shame or family ruin. He suggested 
that religious traditions could be enriched by these

“voices refusing to allow the moral discussion to stop 
with the declaration of a norm.”

Vendley added that the religious and situational 
forms of discourse “cannot enrich one another unless 
people become aware that they are both legitimate 
but quite different.” He is more confident, howevet, 
that the world’s religions have the language to artic­
ulate comprehensive visions of social development 
and the human good that can augment and correct 
the “somewhat impoverished language” of much 
economic and population planning.

{New York Times, 24 September 1994)

British doctors attacked the ethics of an American 
clinic that was offering to sell the eggs of human 
donots. The clinic had advertised in British newspa­
pers for childless women to fly to the U.S. for treat­
ment. (British law prohibits the sale of eggs, which 
means that women often have to wait years for a 
donor.)

Also in Britain, the use of eggs from aborted 
fetuses to treat childless women was banned by the 
panel that regulates human fettilization procedures.

{Economist, 27 August 1994, 23 July 1994)

Genentech Incorporated, one of the biotech indus­
try’s largest, most profitable players, is quietly using 
a marketing tactic that is raising eyebrows: It is 
funding a nonprofit group that identifies “short 
schoolchildren who may only have a cosmetic need 
for a high-priced Genentech growth drug.”

In 1993 the company took in $217 million on 
sales of its human growth hormone. Protropin; some 
of the hormone was used to treat children suffering 
from hypopituitary dwarfism. But the drug has been 
controversial for years because the malady is hard to 
diagnose, a year’s dosage costs about $20,000, and 
critics say some doctors prescribe it fot children who 
are short but otherwise healthy.

Genentech is also by far the biggest donor to the 
Human Growth Foundation, a tiny nonprofit educa­
tion and research group in Falls Church, Virginia. In 
1993 the company contributed more than
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$100,000, or about 25 percent of the charity’s bud­
get, to pay for screening 35,000 kids in Atlanta 
grade schools for growth abnormalities. The chari­
ty trains gym teachers to measure students using 
highly accurate devices and to plot them on charts 
delineating abnormal growth; the devices and charts 
are supplied by Genentech at no cost. Parents of 
children who rank in the chart’s bottom 5 percent 
receive form letters from the charity urging them to 
contact their physicians or the charity, “if you are 
concerned about your child’s growth or weight.” The 
letter makes no mention of Genentech, which is 
based in San Francisco.

(Wall Street Journal, 10 August 1994)

Smoking is the leading cause of premature death in 
the industrialized world, and half a billion people 
alive today will be killed by tobacco if current trends 
continue, scientists warn in a new global survey.

“We are expecting to see a tidal wave of mortal­
ity from the developing world,” said Dr. Alan Lopez 
of the World Health Organization. The report, pub­
lished in September by scientists at Britain’s 
Imperial Cancer Research Fund, W H O , and the 
American Cancer Society, says that smoking will 
have accounted for 60 million deaths in the 50 years 
between 1950 and 2000. Smoking kills one person 
in the world every 10 seconds, but if trends contin­
ue, that figure will rise to one death every three sec­
onds, the report warned.

Although the epidemic of smoking deaths in the 
U.S. has abated, it is expanding sharply in the for­
mer Soviet Union, Eastern Europe, and the develop­
ing world, the researchers said. In Western Europe, 
where more than 500,000 people die each year from 
smoking, the trend also is upward.

“Smoking is like no other hazard,” Lopez said. 
“It will kill one in two smokers eventually.”

Even though U.S. death rates from smoking are 
declining, the report said “12 percent of the entire 
male population of the U.S. aged 35 will be killed by 
smoking before reaching 70.”

{Chicago Tribune, 20 September 1994)

Although the benefits of pastoral care in hospitals 
may be difficult to quantify, mounting evidence that 
chaplain visits aid in patient recovery is causing 
health care providers and insurers to sit up and take 
notice.

A two-year study of 700 coronary patients at a 
Massachusetts Veterans Administration hospital, for 
example, found that a group of patients who had 
daily visits from a chaplain were released from the 
hospital an average of two days sooner than were a 
group of patients who saw a chaplain an average of 
three minutes during their entire hospital stay. The 
director of the study. Dr. Elisabeth McSherry, noted 
that while the cost of the daily chaplain visits was 
“no more than $100 per patient,” the Veterans 
Administration saved as much as $8,000 if a patient 
spent two fewer nights in the hospital. The former 
group also had fewer complications after surgery, the 
study found.

Such data are of obvious interest to insurers, who 
are faced with rising costs and increased efforts to 
reduce the length of patient stays without jeopardiz­
ing the quality of care.

{Chicago Tribune, 27 November 1994)

Most of the mainline Protestant denominations in 
the United States are facing financial difficulties as 
contributions from local churches decline, according 
to the New York Times. “In some cases, the result has 
been reductions in church staffs that echo the 
wrenching dismissals in the corporate world,” writes 
Gustav Niebuhr, religion reporter for the Times. 
Niebuhr says the downsizing trend “has cut across 
ideological and theological lines, affecting the conser­
vative Southern Baptist Convention and the liberal­
leaning United Church of Christ.” Annual giving to 
the Southern Baptist Cooperative Program fell by 
about 3 percent (more than $4 million) from 1990 to 
1993, for example, and in the same period the 
United Church of Christ (U C C ) reported a reduction 
in contributions of about 6 percent, or $850,000.

When the amount of incoming money decreas­
es, budgets and staffs are cut as well. The Episcopal 
church has reduced the size of its workforce at the 
New York denominational headquarters by a
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third—to about 200—over the past three years, and 
the Presbyterian Church (U.S.A.) has cut its nation­
al staff by a quarter.

Church officials point out that lower contribu­
tions to denominations don’t reflect less giving at 
the local level; in fact, donations to member congre­
gations of some mainline denominations are at an 
all-time high. Both the Presbyterian church and the 
UCC reported record giving in 1993-

Why is less money finding its way to the nation­
al headquarters? Observers have several theories. 
Younger churchgoers (particularly baby boomers) 
have fewer denominational loyalties; some studies 
have shown that denominational affiliation is rela­
tively often far down the list of considerations when 
boomers are “shopping” for a church. Others note 
that while total giving is up, donations as a percent­
age of members’ disposable income are down, and 
some blame churches for appealing to members as 
“consumers” looking for a bargain rather than as dis­
ciples who are challenged to give more to the poor 
and the needy. A third explanation is that local 
churchgoers perceive that more of their money actu­
ally goes to the poor and needy when the funds are 
spent locally—on Habitat for Humanity projects or 
soup kitchens, for example. “Nobody wants to 
explain to their congregation, you’ve got to cut out 
that feeding program—when you’re feeding 200 
people per week—because you’ve got to give that 
money to the national church,” according to 
Episcopal bishop George Hunt of Rhode Island.

(New York Times, 25 September 1994)

ABC News is the first network to hire a full-time 
religion correspondent, according to a report in the 
Associated Press. Peggy Wehmeyer, a local TV 
reporter in Texas who had been putting a “spiritual 
spin” on some of her news stories, was selected by 
anchorman Peter Jennings to add a “new dimension” 
to ABC’s nightly national “World News Tonight.” 
Since her promotion to the post in January, 
Wehmeyer has done stories on school prayer and 
anti-Semitism and has interviewed President 
Clinton on his faith (he considers himself “a person 
who has sinned as a child of God, sought forgiveness.

searched for redemption, and is . . . struggling to 
find the guidance of God in this job”).

Wehmeyer, 39, describes herself as a conserva­
tive Christian but denies that she’ll be biased in her 
coverage. “1 have no agenda or need to convince peo­
ple that my view of the world is correct. If you’re a 
good journalist—whether you’re an atheist, a born- 
again Christian, a Muslim, or a Jew—you should be 
able to cover religion well. And I would say that 
someone who has faith has a good chance of doing it 
well.”

Although media observers agree that religion is 
generally underreported by the major networks in 
proportion to its importance in American life, expla­
nations for this discrepancy vary. Robert Wyatt, a 
journalism professor and author of a Vanderbilt 
University study of media coverage of religion, sees 
“more ignorance about religion than bias against it” 
in the average newsroom, although the study also 
found that American newspapers and broadcasters 
“largely refuse to take religion coverage seriously.” 
More conservative watchdog groups claim that the 
underreporting is a factor of a “liberal/secular bias” 
in the media; the Media Research Center, a conserv­
ative group, claims that “only 211 of 18,000 net­
work news stories in 1993 dealt specifically with 
religion.” Not surprisingly, many inside the media 
have other explanations. Peggy Wehmeyer’s boss at 
ABC, producer Sally Holm, says that religion makes 
for “tough television”; many religion stories, she 
feels, don’t lend themselves to traditional television 
formats. “Clearly, you can’t take pictures of angels,” 
Holm says.

(Chicago Tribune, 30 September 1994)

Many doctors and medical ethicists are criticizing 
the increasing number of “method patents,” which 
grant inventors exclusive rights for new diagnostic 
and treatment methods. The U.S. Patent Office has 
recently approved patents on methods for adminis­
tering insulin, diagnosing heartbeat disorders, and 
operating on cataract patients with a self-sealing 
incision that doesn’t require stitches. When the 
holder of the patent on the cataract incision. Dr. 
Samuel Pallin, filed a suit against a physicians’
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group for performing hundreds of surgeries using his 
procedure without paying him royalties, he was 
roundly condemned by some colleagues. “A viola­
tion of the Hippocratic oath” and “improper for an 
ethical physician” were two of the criticisms leveled 
at Pallin in letters to the editor of an eye surgery 
magazine.

Critics of Pallin contend that physicians have an 
ethical obligation to share their discoveries at no 
charge in the interest of public health. Calling such 
sharing of information “the hallmark of a profes­
sion,” the president-elect of the American Medical 
Association, Lonnie Bristow, argues that physicians’ 
role “isn’t to secrete information anyway.” In the 
past, it would have been difficult for method patent 
holders to track unapproved use of their procedures 
without, for example, examining patients’ scars, but

insurers’ and providers’ requiring more detailed 
recording of specific procedures performed makes it 
simpler to monitor such data.

Patent law advocates point to the incentive 
value of licensing and royalty privileges granted to 
patent owners and maintain that without such pro­
tection medical progress might be delayed. Thus, 
despite efforts by the A M A  and some physicians’ 
groups to ban medical method patents (which are 
not permitted in many countries), advocates say the 
number of such patents will only increase. “[Patents 
are] where the money is,” explains eye surgeon 
Pallin’s attorney. “[That’s what] encourages people 
to sit down with a glass of scotch and think up new 
ideas.”

{Wall Street Journal, 11 August 1994)
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Finding One’s Way through Illness: A Map of the Journey

Edwin R. DuBose

Marc Ian Barasch, The Healing Path: A Soul Approach to 
Illness (New York: G. P. Putnam’s Sons, 1993), 428 pp.

To S P E A K  O F TH E SO U L  in the same breath with ill­
ness and health raises the hackles of many in medi­
cine. The boundary between care of the soul and care 
of the body has been clearly defined for centuries in 
the Western world, originating with Cartesian dual­
ism in the seventeenth century. Modern medicine’s 
biomedical model has become the dominant para­
digm for understanding health, illness, and healing. 
Based on a mechanistic causality that applies only to 
the body, in which mind, health, and spirituality 
have no common ground for interaction, the model 
reduces medicine to physiology. This medical para­
digm is so pervasive that it determines not only how 
we interpret what we see but even what we see. It is 
so embedded within our psyche that few of us are 
aware of how determinative it is of the way we think 
about health and healing. According to this model, 
illness is “an attack on the body by heredity, a virus, 
a toxin, an oncogene; a statistical bad hop; an ordeal 
. . . sponsored by the Blind Forces of Nature” (p. 48). 
Not only does this emphasis on specific disease cau­
sation obscure important dynamics of the physician-

patient relationship as a factor in healing, it also 
encourages patients to think of their bodies as 
objects and themselves as passive followers of physi­
cians’ determinations.

There are signs, however, that this perceived 
bifurcation between mind and body is being ques­
tioned. Recent studies in mind-body interaction (for 
example, biofeedback) are forcing medical scientists 
to reconsider the adequacy of the biomedical model. 
In addition, the tremendous growth of public inter­
est in complementary therapies (such as natural heal­
ing, herbal medicine, acupuncture, massage, yoga, or 
reflexology) derived from a variety of alternative 
medical models (such as Tibetan medicine) seems to 
indicate a recovery of an appreciation of the relation­
ship among mind, body, and spirit. ̂  With such an 
explosion of interest, it is helpful to have an account 
that surveys the landscape, while offering a particu­
lar map of the terrain. Such a book is The Healing 
Path: A Soul Approach to Illness, by Marc Barasch.

Barasch was the editor of New Age Journal when 
he was diagnosed with cancer. On one level an auto­
biographical account of his struggles with his illness. 
The Healing Path is also an exploration of the com­
plex nature of illness as a catalyst for profound inner 
experience—“a marauding destroyer but also an 
agent for change” (p. 51). Illness, like any severe cri­
sis, may destroy even the most entrenched strategies
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for living, from work to personal relationships. It 
strikes at the very core of normal identity, fragment­
ing our carefully constructed images of ourselves, 
forcing attention and awareness in unaccustomed 
directions. For many people, illness is a shattering 
experience, leaving them vulnerable, angry, fright­
ened, dependent. The vulnerability of the ill leads to 
desire for control on the part of both patient and 
caregiver. This desire for control is expressed as 
desire for the return to one’s previous condition of 
health, the hope for which lies in the power of the 
physician’s knowledge and skill.

For others, illness becomes, paradoxically in the 
midst of this breakup, an opportunity to achieve an 
integrated wholeness previously unknown and 
unimaginable. What, if anything, do people who 
find such wholeness have in common? It is the quest 
for an answer to this question that carries Barasch 
through a seven-year odyssey of self-discovery. His 
story and the stories of the people he profiles provide 
examples of the many ways people search not only 
for wellness but also for the meaning of health and 
illness.

Knowledge of the underlying concept of health 
is central to understanding, evaluating, and advanc­
ing any system of medicine. It is crucial to specify­
ing the goals of health care practitioners and 
patients. Most definitions of health under scientific 
medicine have assumed that it, like disease, is sim­
ply located in the body and that a specific person’s 
experience of health is generally isolated from social 
life and larger forces. Health is usually seen as a sub­
jectively experienced, unshared, individual process, 
even though it is objectively affected by external 
events and relationships. Other thinkers claim that 
there is an intimate connection between the individ­
ual’s experience of health and the vast complexity of 
the individual’s immediate family, work, communi­
ty settings, social networks, and physical environ­
ment. Some now posit the existence of a connection 
identified by mystics and religious thinkers cen­
turies ago as the cosmological connection to the 
inner self (Salmon 1984:265). These concepts surface 
in current discussions of the definition of health (and 
the treatment of illness) as more consideration is 
given to what previous cultures viewed as the spiri­
tual dimensions to health and illness (Sobel 1979).

The scientific medical model assumes a state of 
health in the individual when its extensive clinical 
findings appear within normal ranges. The founda­
tions of this model go deep. To mention just one, 
during the later years of the last century the germ 
theory of disease and the theory of specific etiology 
(single causation) became the means for constructing 
new conceptions of disease and health, which became 
and remain basic supports of scientific medicine. 
With the practical success of medicine in treating 
infectious diseases, germ theory and specific etiology 
became the principal way of understanding the caus­
es of disease. The result was the tendency to down­
play social and environmental factors and focus on 
more limited concerns that medicine could more 
easily remedy. When the body came to be viewed 
more as a machine, with the natural occurrence of 
disease located in the individual, treatment logically 
was extended to individualized biomedical interven­
tion to fight disease. From this narrow clinical per­
spective of biomedicine, the patient’s behavior was 
not always regarded as important (Engel 1977). This 
is not to say that in practice physicians were not sen­
sitive to patients’ well-being but that the orientation 
of biomedicine has tended toward an engineering or 
mechanical approach for repair of the human 
machine. Less-than-precise interactions (including, 
too often, the human interaction between the patient 
and the doctor) were considered of lesser importance 
or excluded from consideration altogether. The non- 
scientific spiritual realm of health and illness was 
neglected, even stigmatized, in the subsequent 
development of biomedicine.

There are, of course, other, broader definitions of 
health that have persisted alongside the biomedical 
model. Generally, these posit a multicausal view of 
disease, where internal biological, along with exter­
nal human factors (families, social networks), govern 
the response of the individual to specific agents of 
disease, whether microbial, chemical, radiation, or 
whatever. Rene Dubos saw medicine as constantly 
changing to confront disease, but never completely 
producing health: “The concept of perfect and posi­
tive health is a utopian creation of the mind. It can­
not become reality because man will never be so per­
fectly adapted to his environment that his life will 
not involve struggles, failures, and sufferings” (in
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Salmon 1984:256). Given the complexities of 
human biology and social life, there may be many 
causes of disease that are generally neglected by the 
biomedical model. Alternative definitions of health, 
and the practices that spring from them, form the 
basis of the resurgent complementary health care. 
For the most part, the major therapeutic interven­
tions of holistic health care principally focus on the 
internal balancing of the person, with greater partic­
ipation by the patient in the process of treatment.

In contrast to the materialism of scientific med­
icine, a common element in alternative systems of 
medicine is an implied unity between the person and 
nature, which is said to account for an innate healing 
potential both within the person and from an exter­
nal healing source (Salmon 1984:266). While an 
imbalance in this unity may cause illness, health is 
tied to the patient’s response to illness, not merely to 
the objective, nonpersonal, physicochemical expla­
nations of disease along with its technical control. In 
contrast, “many traditional systems of healing are . . . 
aimed principally at providing meaningful and 
understandable explanations of illness experience” 
(Sobel 1979:108). In this sense, alternative medi­
cines focus mainly on the patient’s response to ill­
ness, not on disease. This approach was advocated 
by the influential turn-of-the-century physician 
William Osier, who admonished doctors to treat the 
patient who had the disease, not just the disease that 
the patient had. Such an approach, by recognizing 
that each person is also a social being, allows for a 
fuller accounting of the complex and interrelated 
dynamics of disease causation, onset, progression, 
and alleviation, including an individual’s physiolog­
ical and psychological dimensions, as well as social, 
cultural, ecological, nutritional, and spiritual fac­
tors.

The branch of medicine most deeply affected by 
studies on body-mind communication is immunolo­
gy. Psychoneuroimmunology (P N I), a relatively new 
branch of behavioral medicine, examines the rela­
tionship between the central nervous system, which 
can be affected by behavioral factors such as stress, 
and the immune system. The developing field of 
P N I, plus attention to the biopsychosocial model of 
medicine, suggests alternative paths of healing for 
the critically ill. Basing his discussion of a “soul”

approach to illness on these emerging medical disci­
plines, Barasch calls for a multidisciplinary approach 
to the attempt to discern all the factors (physical, 
psychological, and social) that may exert some influ­
ence on the immune response. While thousands of 
studies offer a mix of findings, nobody disputes the 
fact that the immune, endocrine, and central nervous 
systems of the body are interconnected (Droege 
1991:10). If stress has a negative influence on the 
immune system, and if there is therefore a connec­
tion between illness and consciousness, Barasch won­
ders whether positive imagery, for example, can 
influence rhe body’s immunological system. The 
imagery he employs in the course of his own illness 
is that of the journey along a path that challenges 
him to undergo a physical, emotional, psychological, 
and spiritual transformation.

Although Barasch describes the healing path as 
a soul approach to healing, he does not define soul as 
some eternal essence. Rather, he explores a holistic 
approach to life that embraces the usually parti­
tioned elements of emotion and reason, thought and 
sensation, social and private selves, and that leads to 
some integration of heart, mind, body, and spirit. 
Using his own experience with illness as a starting 
point, Barasch interviews dozens of others for whom 
serious illness had become a catalyst for change. He 
listens closely to their stories of hope and defeat, loss 
and triumph, and claims to have discovered a uni­
versal pattern, which he calls the healing path, with 
signposts others can use to guide their way.

Barasch uses narrarive to help delineate this 
path. Drawing on Joseph Campbell’s “hero’s jour­
ney,” and spicing his exposition with references to 
stories such as the Book of Job, The Wizard ofOz, and 
It’s a Wonderful Life, Barasch presents an archetypal 
map of a perilous transition that honors the individ­
ual’s need for physical healing while championing 
the quest for a fully integrated, spiritual life.

The path is perilous because the steps are hard 
and the way is unknown. Looking to the past for an 
understanding of one’s present situation is necessary, 
for the roots of one’s present condition lie there. 
Thus, Barasch favors various models of psychothera­
peutic intervention. But, as therapists know, a recog­
nition that the past is prologue is difficult for us 
fully to accept. If illness leaves one feeling disorient-
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ed or dis-membered and longing for a recovery of the 
once-upon-a-time condition of health, we invariably 
turn to the past for solace or clues to re-member the 
present. Trusting the intuition and guidance of oth­
ers as we let go of the past, however, is very hard. 
The very availability of expetts to help us with this 
sort of interpretation is evidence of a tendency to 
become fixated with the prologue to the journey, a 
desire to look to others for rescue. Because we have 
losr a sense of the soul, we falter at a direct engage­
ment with our inner life. As Barasch puts it, while 
visionaries, shamans, or therapists are necessary, 
“someone still has to make the coffee” (p. 385) and 
that someone is the patient.

The healing path, then, is hard work; it requires 
discipline. There is no unerring formula for success. 
It represents a challenge to those of us who have 
grown conditioned to expect a “quick and easy fix” 
from modern medicine. The outer world—parricu- 
larly the institutionalized world of medicine—pre­
sents clear distinctions between evil and good, sick­
ness and health, with treatment options. As repre­
sented in the story of Job, however, healing contains 
mixed, ambiguous outcomes (pp. 60—61, 334—35). 
The transformation that accompanies healing (pp. 
287, 290, 343) carries with it changes in the social 
fabric, as well as in the self (pp. 338, 344, 352), and 
these changes take as much time as the journey 
requires. The traveler or pilgrim on the way must 
cultivate a willingness to confront and accept the 
reality and pain of changes over which he or she 
finally has no control. The soul approach to healing 
involves a surrender to grace (the ego alone cannot 
do it), a spiritual, neuroimmunologic, biopsychoso- 
cial grace (p. 366).

This path of ttansformation is not easy, but 
according ro Barasch the journey is not in vain. By 
turning illness into an exploration of the furthest 
reaches of rhe self, the people interviewed by Barasch 
had perhaps extended their lives and inestimably 
deepened their understanding of its mysteries (p. 
286). For him, this deepening is what healing is all 
about, but it requires a process of facing and accept­
ing the certainty that the one who returns from the 
journey is not the same one who embarked.

Finally, the pilgrim arrives at a renewed or revi­
talized understanding of health. “Cured” is one of

the most welcomed words in our language, but in 
another sense “cured” means “alive to die of some­
thing else” (Lamm 1994:87). Thus, along with no 
quick fix, there is no final destination of health that 
is common to all. If there is a sense of health in 
today’s culture as the absence of illness, badness, or 
darkness in some final or absolute sense, Barasch is 
persuasive in reminding the reader that health must 
be a mixture of life and death, shattering and re­
forming (pp. 381-82), never a state that is finally 
reached. While many of the people whose stories he 
relates experience a dramatic turnaround in rheir 
parhologies, some have recurrences, some are healed, 
some live with a chronic condition, and some die. 
For those who seem cured, there is the realization 
that their health is a new condition, not something 
guaranteed.

Barasch touches on a variety of therapeutic 
options, both conventional and complementary, 
available to or undertaken by patients. He is not 
offering a comparative evaluation of these approach­
es. For example, he does not offer a review of the 
risks and benefits of conventional and complemen­
tary therapies. He is concerned about what happens 
when a person’s story becomes a patient’s case. For 
Barasch, healing occurs when the healer creates a 
space for the patient that is outside the ordinary, 
where rheir habitual boundaries can be redrawn in a 
more holistic fashion. For him, complementary ther­
apies and therapisrs can do more to foster this space 
and this redesign than the standard approach to ill­
ness and healing of biomedicine.

There is something of a double standard in his 
discussion: he tends to cite scientific studies that 
give evidence of the healing potential of comple­
mentary therapies, but he does not discuss studies 
that might undermine his argument. Biomedicine 
consistently is presented as a mechanistic and reduc­
tive undertaking, but many physicians would tell a 
different story of medicine. Concepts like alien­
ation from one’s body, the quest for meaning in the 
midst of illness, and the interconnection between 
one person’s need, the sense of community, and 
another person’s response (and responsibility) are 
only secondarily intellectual phenomena: they are, 
after all, widely shared human experiences that med­
ical practitioners struggle to describe and under-

Second  Opin io n  • J a n u a r y  1995

88



B o o k s

stand. Many doctors are sensitive to the limits of 
medical examinations and therapies, and quite a few 
of them appreciate the value of attention to spiritual 
realities.

At the same time, too often the well-being 
movement and more generally mind-body studies as 
a whole pay too much attention to matters of per­
sonality and self and do not adequately acknowledge 
the social context of health and illness. In an impor­
tant corrective to this tendency, Barasch recognizes 
the limitations both of modern medicine’s under­
standing of the patient who “presents” with an ill­
ness and of the wellness movement’s tendency to 
focus on the work of trying to change the inner ele­
ments that may contribute to illness. Rather than 
concentrating on treating heart disease caused by 
smoking or demonstrating the benefits of a wellness 
program directed against smoking, Barasch sees that 
the healing path he is traveling requires an appreci­
ation of the social environment that encourages or 
reinforces smoking. While combining an awareness 
of personal or individual responsibility with a recog­
nition of the value of scientific medicine, he does not 
neglect the social conditions that promote illness 
rather than health.

If the spiritual-physical conception of human 
consciousness is valid, many of scientific medicine’s 
key notions about health need to be reevaluated— 
and some discarded. Yet alternative therapies are 
new, and more theoretical development is needed. 
Albeit in disarray, the Office of Alternative Medicine 
at the National Institutes of Health and a journal 
such as Advances: The Journal o f Mind-Body Health 
represent efforts to establish correlations. Books like 
Barasch’s may contribute to the dominant scientific 
community’s acceptance of complementary systems 
of medicine and understanding that alternative 
beliefs and practices can be an ally of biomedicine. In 
order for an alliance between biomedicine and com­
plementary therapies to occur, more biomedical 
practitioners must come to appreciate the value of 
the inner struggle for meaning and the potential of 
cultural symbols and practices to aid in that quest.

Barasch is onto something. First, medicine is 
more than merely an empirical activity, and physi­
cians are more than just scientists. For example, 
studies that show no evidence that stressors lead to

cancer may not capture the whole point: if a person 
thinks there is a connection, then this in itself is an 
important clinical fact, which needs to be addressed. 
The physician who ignores such belief is belittling 
the patient, for whom these are real issues. Similarly, 
it may be unwise to dismiss dreams as unimportant 
in the course of treatment. The patient’s psychologi­
cal search for meaning is part of his or her existential 
struggle, and the sharing of dreams should be 
respected as opportunities to treat the patient if not 
the disease.

Second, the effort to find some meaning (in part 
the work of caregivers and patients) in the midst of 
the uncertainty of illness often goes underappreciat­
ed. There is a medicine that we can provide for our­
selves, without a physician, through the work of pre­
vention or complementary therapies, a change in 
behavior, and a rebalancing of the inner elements 
that may contribute to our healing (Dienstfrey 
1994:5). Attention to the values inherent in the kind 
of “healthy” world in which we want to live is of 
paramount importance to these efforts. Such a re­
imaging of the healing path requires a leap of faith, 
away from cynicism and fearfulness that inhibits 
change in medicine, in ourselves, and in our society. 
Thus health, Barasch argues, comes only after a spir­
itual quest and a recommitment to a well-integrated 
biopsychosocial and spiritual life.

In a radical reinterpretation of the all too com­
mon view of the division between body and mind, 
scientific and so-called alternative medicine must be 
seen as partners, not competitors. In this new vision, 
the physician and nurse become allied with the 
dream therapist, the chaplain, the shaman, and other 
caregivers in the role of the petson’s guide on the 
path of illness. This partnership and guiding role 
requires physicians’ letting go of claims to scientific 
authority, a willingness to experience their own suf­
fering and to share it with patients. Physicians and 
patients must therefore develop the habit of listen­
ing to each other’s stories of illness and care and 
work to make those shared stories an ingredient of 
caregiving, thereby honoring their journey together.

In summary, Barasch is interested in questions 
of professional power, self-determination, and prac­
tices for healing. In this book he analyzes the tension 
between conventional medicine and alternative heal-
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ing techniques, especially conflicts about the locus of 
authority and responsibility in the healing process as 
reflected in a variety of stories. The author argues 
that such cases reveal the weakness of bioscience’s 
mechanistic view of healing, and he urges the ill to 
undertake the arduous journey into self-revelation 
that healing entails.

Such a description of Barasch’s book, however, 
does not do it justice. His close examination of the 
lived experience of those involved in both conven­
tional medicine and alternative therapies makes the 
book more than a text on complementary therapies. 
Barasch enables his readers to enter narrative worlds 
alien to theit own experience. The sympathetic 
accounts of those who seek conventional medicine 
and those who seek alternative therapies allow the 
reader to appreciate the suspicion and resentment 
each group sometimes has for the other. They enable 
the reader to enter quite different and alien ways of 
construing the world, of valuing and seeking heal­

ing. Sometimes the boundaries between these differ­
ent worlds blur, and sometimes the worlds merge. 
Through his sympathetic attention to the stories of 
doctors and holistic healers, as well as to those of the 
patients (including himselO who entrust themselves 
to them, the book is significant for the work of all 
practitioners and similarly useful for clinicians, 
chaplains, medical ethicists, and sufferers.

The value of A Healing Path lies in its engross­
ing discussion of the importance of communication 
and acceptance of the patient’s journey and the heal­
ing opportunities present thetein. It is important for 
caregivers to listen to the hopes and fears of patients 
on more than a superficial level. The imagery and 
story developed by the partners as they go along 
together reveals the need of people facing life- 
threatening experiences to hope and to understand 
more deeply the integrated nature of health and ill­
ness.

NOTE
1. For a discussion o f  the ex ten t to  w h ich  th e  p u b lic  tu rn s to  ‘‘u n con ven tion a l” therap ies in  th e  U n ited  States, see E isenberg et al.

1 9 9 3 .
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Book Notes

Diane M. Komp, A Window to Heaven: When Children 
See Life in Death (Grand Rapids, Mich.: Zondervan, 
1992), 125 pp.

Diane M. Komp, A Child Shall Lead Them: Lessons in 
Hope from Children with Cancer (Grand Rapids, Mich.: 
Zondervan, 1993), 173 pp.

I n  1920 R A IN E R  M A R IA  R IL K E  D E SC R IB E D  his goal 
in writing a series of stories about God told by chil­
dren for adults as “transferring God from the sphere 
of rumor into the realm of direct and daily experi­
encing; the recommending by every means a naive 
and lively taking-into-use of God with which I 
seemed to have been charged since childhood”
(1932:9).

Like Rilke, physician Diane Komp believes that 
as childten we adults had intuitive knowledge of 
God and possessed a wisdom about our lives and our­
selves. Children’s stories can lift the veil that 
descends as we move into adult awareness and pre­
occupations, and help us glimpse again the springs 
of hope, trust, and courage that can fill some times 
of our lives—including times of illness and dying— 
with meaning.

Komp’s stories, unlike Rilke’s, are about chil­
dren with cancer, some of whom recover and some of 
whom do not. All the children, though, have taught 
her about God and about what matters in her life. 
Reading Komp’s stories, the reader can listen and 
learn too, and remember. A three-year-old asked his 
parents for permission to spend some time alone 
with his newborn sister. His parents opened the door 
as he leaned over her bed, “You’ve got to tell me 
about God. I’m beginning to forget already” (Child, 
p. 50).

What does Komp, a pediatric oncologist who 
practices and teaches at Yale University Medical 
School, learn from her patients? Her stories alone, of 
course, convey those learnings in depth. I would like 
to mention a few points in expository prose, under 
the headings “health,” “faith,” and “ethics.”

Health. Komp has learned from the children 
that health is compatible with having cancer, even

with dying. She has learned that “the tendency to 
avoid pain and suffering is ‘the primary basis of all 
human mental illness’” (Window, p. 108). Thanks to 
the children, and contrary to the lore she received 
through formal channels as a medical student, she 
now knows that it is healthier for her as a physician 
to open her heart to her patients and their parents: to 
care, to cry, to hold and hug, to remain a supportive 
presence, even when the disease is winning and the 
pain doesn’t go away. “Instead of sapping my ener­
gy,” she writes of her discovery when she ventured 
from the lab into clinical care and opened her heart, 
she found that “these kids were life-giving” (Child, 
p. 40). If more physicians opened their hearts and 
allowed themselves to be more human in their rela­
tionships with their patients, she speculates, it 
“might just help resuscitate our mortally ill health­
care system” (Child, p. 93).

She has learned, too, about remarkable medical 
discoveries and mysteries of recovery from childhood 
cancer. During her career, she has seen childhood 
cancer, once an almost universally lethal force, 
become a curable or chronic illness for growing 
numbers of young people. She sings in her book of 
the wonders that chemotherapy and bone marrow 
transplants have wrought. Simultaneously, she 
recounts the tales of long-term survivors whose 
recovery is not scientifically explainable. She has 
learned from her patients of the truly and measurably 
medicinal powers of hope, of faith, and of intimacy in 
the face of pain and supposedly incurable cancers.

Faith. Dr. Komp’s children patients have awak­
ened her own faith, not only in the sense of drawing 
her back into fellowship and worship, but also by 
lifting that veil referred to earlier and giving her 
glimpses of “eternal yet invisible” spiritual reality. In 
that sense, faith is not a “belief in the supernatural” 
to her. Rather, faith is the ability to see, feel, and 
touch a dimension of life that has been there all 
along but hadn’t seemed real until the children 
taught her to pay attention to it. It is like going 
from being color blind to seeing color, or hearing 
tunes that have been playing the whole time. The 
children, she says, “retuned my ear” to the melodies 
of the spiritual {Window, p. 34).

An example is the story of the seven-year-old 
boy dying of cancer. As the end approached, he spoke
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with eyes aglow; “The angels—they’re so beautiful. 
Mommy, can you see them? Do you hear their 
singing? I’ve never heard such beautiful singing!” 
Then he laid his head back on the pillow and died 
{Window, p. 28).

Ethics. Dr. Komp’s medical ethics, like her spir­
ituality, is not so much articulated in concepts and 
principles as blended into her accounts and reflec­
tions as a kind of leaven or subtext in her stories. She 
cites moral theologian Paul Ramsey and ethicist 
William May occasionally, yet in the main lets her 
actions bespeak her ethics more than her words.

She does not “argue” that palliative care is 
important. Rather, she puzzles over a chaplain’s 
remark: “The way I see it, doctors should let the cler­
gy know when someone is dying. That is where your 
job ends and ours begins” {Child, p. 105). Strange, 
she muses, that a chaplain would see his job and hers 
as serial rather than parallel. No, she states (and 
demonstrates, repeatedly), a physician’s duty is to 
accompany her or his patients to the end and to pre­
vent or alleviate their suffering all the way along.

She thinks, like Ramsey, that “covenant” best 
expresses the character of her relationship as a physi­
cian to her patients and their families. Physicians 
should hang in there with their hearts and hands— 
even with patients who fudge on the terms of their 
contracts and elicit separation fantasies (or worse) in 
their physicians. Fidelity is one of Komp’s favorite 
virtues: fidelity to her art and science, fidelity to her 
God, who is present in her patients, one at a time. 
For “Dr. Di,” doctoring is health, faith, and ethics all 
together.

These little books, while filled with food for 
thought, deserve a reading or two with the critical 
faculties temporarily suspended. My advice is to let 
these stories and reflections flow in. Notice the 
lights that they switch on in your memories and 
attend to the gentle chills along your spinal column. 
Afterward, pay attention to the next child who cross­
es your path—and watch, and listen.

—Daniel O. Dugan
Senior Associate fo r Healthcare Ethics Consultation
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Diana Friel McGowin, hiving in the Labyrinth: A 
Personal Journey through the Maze o f Alzheimer’s (New 
York; Delacorte Press, 1993), 147 pp.

N o t  y e t  50 w h e n  t h e  s y m p t o m s  of early-onset 
Alzheimer’s first intruded into her life, Diana Friel 
McGowin from the beginning of her illness kept a 
journal that eventually became a book. She docu­
mented her growing realization that something was 
wrong, the problems she encountered in securing an 
accurate diagnosis, her own and her family’s difficul­
ty in accepting her diagnosis, the gradual shrinking 
of her world. This is a book that is painful to read.

She unflinchingly writes about such difficult 
issues as the increased sex drive of many Alzheimer’s 
patients and her abandonment by some longtime 
friends. She matter of factly describes acts of compe­
tence and kindness—and their reverse—from family 
members and professionals as well. There is the doc­
tor she saw when she first suspected something was 
wrong. After reading her M R I results, he sent her 
home with the words “it probably means nothing—  
Just keep your nose clean” (p. 16). But when she is 
lost in the hallways of a large hospital, a doctor who 
doesn’t know her takes the time to escort her to the 
lab and explain her predicament to a technician. 
When she receives a letter confirming the diagnosis 
of Alzheimer’s, she hides it from her husband: “I 
never knew how Jack would react to bad news. 
Usually he was as much of a morale boost as a rub­
ber crutch to a broken leg” (p. 47). Yet, years later, 
when Diana helps found a support group for early- 
onset victims, her husband publicly affirms her 
courage (p. 118).

Leafing through old family albums and memen­
tos, she comes across a small box she had packed 
away following her mother’s death. Along with 
childhood drawings by her brother and herself, 
Diana found “hand drawn maps and bits of direc­
tions scribbled on note papers.” She smooths out the 
folded and rumpled papers and finds “maps to every 
place my mother went about town, even to my home 
and my brother’s home” (p. 52). Suspecting a hered­
itary link for the first time, she thinks again about 
her unwillingness to hold a family conference and 
advise her own children of her condition.

She tells of being unable to cook a meal, of being
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afraid to have her young grandchildren visit because 
she can no longer supervise them adequately. From 
managing a law office she goes to being a “temp,” 
but before long even those duties are beyond her 
capacity. She clings to her attempts to cook, to drive, 
and to perform simple daily tasks. “I feared the pos­
sibility of someday losing control over my own 
home, my own meals, my own family, and my own 
automobile. . . .  I feared losing my last shred of dig­
nity and control over myself” (p. 82).

A concern she touches on repeatedly is one not 
unique to victims of Alzheimer’s or even to the ill. 
As she acknowledges her increasing dependence, she 
wonders whom she can count on. “What I wanted, 
no, needed, was someone to assure me that no mat­
ter what my future held, they would stand beside 
me, or if need be, for me. I wanted assurance from 
someone that I would not be abandoned to shrivel 
away. They would give me encouragement, love, 
moral support, and if necessary, take care of me” (p. 
53).

Some illnesses by their very nature will have few 
(or no) spokespersons. That is one reason this is such 
a valuable book: patients, families, and caregivers 
can glimpse the inner world of the dementia patient. 
McGowin brings home powerfully the patient’s frus­
tration, sense of loss of her self, fear of the future, 
awareness of her fluctuating ability—as well as some 
grounds for hope in abilities that remain, having 
good days, reaching and maintaining a plateau, and 
finding what joy one can. “Life was meant to be 
lived, not endured. And live it I shall. . . .  I am 
reminded that even with Alzheimer’s, life can be fun 
. . .  if you know how to play it” (p. 125).

— Sandy Pittman

Daniel Donovan, A Time o f Grace: One Family’s 
Experience with Chronic Care (Mahwah, N.J.: Paulist 
Press, 1990), 98 pp.

E x p e r t s  c o n f i r m  w h a t  o u r  e x p e r i e n c e  is 
already telling us. Increased life expectancy due to 
medical advances and a greater awareness of health 
issues is making old age and chronic care part of the 
normal experience of more and more families. A Time

o f Grace: One Family’s Experience with Chronic Care 
offers practical and religious insights, as well as 
encouragement and hope, to those who face the chal­
lenge of chronic care.

Through narrative and reflection, this book tells 
the story of one elderly but still active and indepen­
dent woman who was suddenly incapacitated by a 
stroke and of how she and her family attempted to 
cope with her reduced state. The author—her son— 
in order to help her, had to learn to deal not only 
with his own feelings and with his relationship to 
her but also with a variety of institutions. Positive as 
well as negative experiences convinced him of the 
importance of family involvement in the care of the 
chronically ill and the crucial role that health care 
professionals are called upon to play in fostering it.

Families find it difficult to see parents or friends 
suddenly stricken by a chronic condition. People are 
afraid of hospitals and especially of chronic-care 
facilities. They are reminded of their own vulnera­
bility and mortality when they realize that, in spite 
of efforts to plan or control the nature and duration 
of their last days, they suddenly may find themselves 
incapacitated, in need of long-term care, and facing 
their own deaths. Such emotions can be crippling if 
family members feel inadequate or frustrated when 
they visit. They make it more difficult for people to 
come the next time, and before long they may not 
come at all. If there are no programs that introduce 
families to the institution and its services and no real 
encouragement to families to become an integral 
part of caregiving, this last opportunity for families 
and patients to be together can become very tense 
and frustrating.

The challenge for an institution is to translate 
the ideals and values of its mission statement into 
attitudes and behavior of the staff. Because families 
are upset and have so little experience with chronic- 
care facilities, Donovan feels that the responsibility 
for establishing lines of communication and for 
making them known resides with the institution. 
Once that has been done, the family has its own 
responsibility to enter into the process and, while 
respecting the nature of the institution and the 
workload of its staff, courteously but clearly to make 
known its concerns. When the technical and medical 
knowledge of the institution is brought into creative
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relationship with the personal sensitivity and aware­
ness of family and friends, a genuinely helpful pro­
gram of care can be developed.

The critical illness and death of our parents puts 
us in the front rank of our family’s continuing jour­
ney through the generations. Inevitably we become 
more conscious of our own death. Yet, by entering as 
deeply as we can into what is most authentic about 
our life through caring for an ailing parent­ enter­

ing his or her world with all its weakness, frustra­
tions, depression, confusion, and all its triumphs and 
joys—Donovan believes that we can find grace. In 
giving, even in the most trying times, we find how 
much we receive. In telling the story of one family’s 
experience with chronic care, Donovan offers valu­
able insight to patients, families, and caregivers.

—Edwin R. DuBose
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Guidelines for Authors

The manuscript should be typed on one side only, on standard white paper, with mar­
gins of at least 1 inch. All material, including extracts and references, should be double­
spaced. Manuscript length should not exceed 30 double-spaced pages.

Style and spelling are governed by The Chicago Manual o f Style (l4th edition) and 
Webster’s New International Dictionary. If you have any questions on style, please consult 
these sources.

3. Authors are urged to use nonsexist language.

4. Figures, diagrams, tables, and charts, if appropriate, should be submitted on separate 
pages and keyed to their position in the text. In addition, a list of legends or captions 
should be typed separately.

5. We welcome suggestions for illustrations. Our criteria for selecting illustrations are rel­
evance to the article and visual interest.

6. Articles should be aimed at a diverse but educated public. Do not write for the six spe­
cialists in your field but rather for the general reader.

7. Notes, citations. Notes are to be reserved for substantive observations, and their use is 
discouraged. They should be numbered consecutively and placed in a separate section 
following the text. All notes that consist merely of supporting citations should be 
placed in parentheses in the text, listing (in order): last name of author, year of publica­
tion, and page numbers where appropriate, e.g., (Tillich 1967:353). Subsequent cita­
tions of the same source should also follow this model.

8. In a separate section titled “References” list alphabetically by author (and, for works by 
the same author, in order of publication with the most recent last) all items that are 
cited in the text. Give complete bibliographical information, including the author’s 
first name, publisher, and place of publication. If there is more than one reference to the 
same author and year, distinguish them by the use of letters (a, b) attached to year of 
publication, e.g.. Smith 1978a.
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Tillich, Paul. 1946. “The Relation of Religion and Health: Historical Considerations and 
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--------- . 1967. “The Meaning of Health.” In Religion and Medicine: Essays on Meaning, Values,
and Health, ed. David Belgum, 3-12. Ames: Iowa State University Press.

Witten, Robert W. 1978. “What Is a Healthy Personality?” Counseling Psychologist 9:17—29.



Second Opinion (ISSN #0890-1570) is published four times a 
year in January, April, July, and October for $40 per year by 
the Park Ridge Center for the Study of Health, Faith, and 
Ethics, 211 E. Ontario, Suite 800, Chicago, Illinois 6 0 6 ll.  
Second-class postage paid at Chicago, Illinois, and addition­
al mailing points. POSTMASTER: Send address changes to 
Second Opinion, 211 E. Ontario, Suite 800, Chicago, Illinois 
6 0 6 1 1 , attention subscription fulfillment.

This publication is available in microform, in paper, and/or electronically from
UMI

A Bell & Howell Company 
Box 78, 300 N. Zeeb Rd.

Ann Arbor, MI 48106  
Toll-free phone: 800/521-0600 

Fax: 313/761-1203

Articles are indexed in the following: Abstracts of Research in Pastoral Care and 
Counseling; Bibliography of Bioethics; BIOETHICSLINE; Christian Periodical Index; 
Cumulative Index to Nursing and Allied Health Literature; EBSCO Publishing; Hospital 
Literature Index; Index to Book Reviews in Religion ( I B R R ) ;  Religion Index One: Periodicals 
(RIO) .



S E C O N D  O P I N I O N
Volume 20, number 3 January 1995

Power-Over and Power-To: Human Reproduction and Insights from Taoism
Laura Shanner

11

AIDS, Judaism, and the Limits of the Secular Society 
A ndrew  F. Shorr 

23

CASE STORIES

The Case; Dawn Runner 
Lois M. Verbrugge 

33

Commentary: Running to the Sun 
Ellen Flookes 

39

Can a Healer Be Too Wounded to Heal? 
M axine Glaz 

45

Population, Ecology, and Women 
C hristin e E. G udorf 

59

R eflection • Issues & Currents 
Notebook • Books

A Publication of the Park Ridge Center fo r the Study of Health, Faith, and Ethics


	Second opinion: Health, Faith, and Ethics, 1995, V20 N3, January
	tmp.1687376342.pdf.MD_i6

