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A sculpture ofworkers on the exterior of the
Lakshmana Temple in Khajuraho, India.
This temple was built c. 930-950 and dedi-
cated to the deity Vishnu.



BY MARTIN E MARTY

is issue of Second Opinion
Trncludes articles designed to help
readers discover resources that they or
their contemporaries may overlook. We
have all experieneed oecasions when,
after we looked to all the predietably
promising and obvious places for help,
we find it serendipitously or in loca-
tions we had written off as irrelevant.
The best way to illustrate this theme in
the present instance is to frame the first
two articles in this issue.

The first resource is the past. Vigen
Guroian takes us there in an effort to
find lessons for dying well. He not only
takes us to the past; he has the remote

EDITOR’'S NOTE

past in mind. He chooses the ancient
church, Christianity as of many cen-
turies ago. As we pile on additions to our
list of “unlikelies,” note that he draws us
to the Armenian funeral rite. Expect
yawns from the major media. They have
it all figured out: the present, the near,
and the immediately relevant are all
that matter.

1lhad an early experience with the
issne of remote and near pasts, remote
and near places. On my first day as a
teacher at the University of Chicago,
which means my first day as a teacher, |
chatted with Langdon Gilkey, a theolo-
gian who was also beginning at Chica-
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go. He asked me what course | was
offering. I told him | was not offering it;
the powers that be had assigned it—
“History of Christianity 303: the Mod-
ern Period.”

Gilkey had come from Vanderbilt
and knew a good deal about Christian
history and about course numbering.
Why start with 303? What happened
to 301 and 302,
medieval eras? They are usually met

on ancient and

up with first by anyone who has
chronology in mind. 1told Gilkey that
the curriculum planners reasoned dif-
ferently. The times were, after all, the
sixties, when academics had to be rel-
evant above aU else. And they assumed
that by teaching the modern period
first we would grasp students where
they are, and could then tantalize them
to go backward. Gilkey said he could
buy that logic as soon aswe coidd show
how American Puritans influenced Ter-
tuUian, one of the puritanical Chris-
tian ancients.

After that smUing response he and
1 got serious. We agreed that for histo-
rians of Christianity, the study of here-
sies, orthodoxies, councils, expansions,
and persecutions in the first four cen-
turies would reveal more about life
today than might many stops along the
way in the eighteenth and nineteenth

MARTY: EDITOR’'S NOTE

centuries. We are shaped by many pasts,
and these dead pasts, as novelist Wiliam
Faulkner reminded us, are neither dead
nor past. They live in us.

Today more women graduate stu-
dents are writing theses on medieval
women mystics than on modern spiritu-
al leaders. Hildegard of Bingen, Margery
Kempe, and company are more relevant
to them than women of our time. They
study these figures of long ago not to turn
medievalist but to find better ways to live
in our own time.

lremember aparaphrase of some-
thing in conversation uttered by Ger-
shom Scholem, the great scholar of
Jewish mysticism. Asked why he spent
his fife on obscure medieval texts, he jus-
tified it only by saying that he thought
they knew “back there” something that
we do not know “as yet.” Guroian
hypothesizes the same about the ancient
Christian world and informs our own.

Now, not everything in the past is
full of potential. Much of its leavings
are inert, and nothing we do can make
them “ert.” It takes discerning scholars
and practitioners to help isolate the best
prospects, and that is what Guroian does.

The other illustration is contem-
porary. Joseph J. Kotva Jr. finds resources
in a profession and a context. The pro-
fession is pastoral ministry, and the con-



text is the congregation, the local com-
munity of belief.

To most pastors their relevance to
health care, care of the soul, and care for
the good, is so obvious that it hardly
needs selling. 'They are constantly posi-
tioned at bedsides or family gatherings
where people have to make decisions
about the good and the true. Most of
them are trained not only in theology and
ministerial practice but in specialized
versions of practice, for example through
Clinical Pastoral Education. Many are
formed by undergraduate training in phi-
losophy and philosophical ethics.

The professional bioethicists who
are not at home with pastoral and con-
gregational life pursue their disciplines
and crafts in different fashion than do
ministers. Even those trained as minis-
ters before they specialized in medical
ethics often slip into another mode of
perception and discourse when they put
on their bioethics coats. Kotva gives us
good reasons to ask whether such a
division of disciplines, practices, and
labor are best for patients. He offers
cases and examples, ones that we will
not now anticipate.

Before one even explores the
equipment of those trained as pastors, it
is useful to probe their congregational

contexts. Some years ago Don Browning,

mentioned in Kotva's article, wrote at
book length on the moral context of pas-
toral care. He conld as well have spoken
of the pastoral context of moral care.
What might we mean by that?

Chaplains, perhaps more of whom
see these pages than do parish ministers,
may love their work. But they know its
difficulties and limits. When ethical
issues come up as they tend to do in
most circumstances, they find it hard to
speak of the good and the true when
they cannot find a context. This does not
mean they are all relativists or mere
improvisers. It does mean that when
they understand philosophically and
religiously where a patient derives
resources, where she or he is “coming
from,” it is easier to help lead them to
the place where they can make judg-
ments. Chaplains on their own often
cannot discern what might be the roots
of good decisions by families, those
close to them, and physicians.

"The rich resources of pastoral and
congregational worlds are by no means
automatically available. 'Hiese worlds
can represent routine, unreflective, bor-
ing, tired ways of life. But at their best
they are attentive, offering communal
help in times of loneliness and sub-
stantive approaches to ethics on their

own. Let Kotva make the case. m
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DIVINE THERAPY

BY VIGEN GUROIAN

Lessons on Dying Well from the Ancient Church

ith the advent of a new millenni-
Wum we on the North American
continent are anticipating an increase in
the average human life span to four
score or more years. In this century, the
accomplishments of scientific medicine
have been truly astonishing. There are
many reasons why we should be grate-
ful for these advances. But with these
marvelous achievements, come tech-
nologies that give us the capacity to
control and manipulate life and death
processes beyond the wildest dreams of

GUROIAN: DIVINE THERAPY

our ancestors. It is no exaggeration to
say that a society resembling Aldous
Huxley’s Brave New World may soon be
within our reach and might even suit
our desire. In such a society reproduc-
tive technologies and eugenics could
insure that every human being is “pre-
destined” to be “useful” to society. And
what Doctor Kevorkian has named
obitiatric and thanatologic medicine
might be carried on in hospitals as
human beings are dispatched the way
dogs and cats are now put to “sleep.”



In addition to the available tech-
nologies, ideological currents that chal-
lenge traditional religious prohibitions
against radically altering human nature
or medically ending human life swirl
through the culture. Today’s medicine is
not yet consciously antagonistic toward
biblical faith, nor does it deliberately
seek to subvert or contravene religious-
ly inspired moral and legal limitations
on what humans do with their bodies
and biology. But the medical profes-
sion is under increasing pressure to use
new technologies in ways that challenge

these limits.

THE CULTURE OF DEATH

In his hilarious and deeply troubling
short story, “The Death of Justina,”
John Cheever introduces his readers to
a character named Moses who rebels
against our culture’s aversion to death
and disrespect of the dead. Moses makes
this stunning comment at Justina’s
funeral: “How can a people who do not
mean to understand death hope to
understand love, and who will sound
the alarm?”' Moses’s unsettling state-
ment is reminiscent of that chilling
scene in Huxley’s novel when John, the
so-called Savage, is called to the Park
Lane Hospital for the Dying to visit his
dying mother Linda. In this facility, the

“patients” are put out of their misery in
the pleasantest way possible, with plen-
ty of soma, canned mnsic, perfume
mists, television, and other amenities. In
Brave New World, care for the dying
has been perfected into a clinical and
sanitized form of warehousing bodies
until they may be utilized by society
one last time—as phosphorous extracted
by cremation. Love, attachment, and
feelings of loss are discouraged in this
brave new world as marriage and par-
enthood have been abolished. Suffering
has been isolated and death is not
mourned; both are sequestered to places
where, apart from the attendants, the
living needn’t be.

I think Moses is right. At the heart
of our culture’s moral sickness is a grow-
ing aversion to death and the dying.
This may be traced to a commensurate
diminishment of abiding love in human
relations. There spreads through society
awillingness to impose death upon the
sick and dying in order to cause the
least discomfort and distraction to the
healthy and the living. With such atti-
tudes in mind. Pope John Paul Il has
rightly warned that ours is becoming a
culture of death.2 There is a compelling
need for Christians to be far better edu-
cated about what the faith says about

the meanings of sickness and death.

SECOND OPINION: MARCH 2001
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From the beginning the Christian
church understood death as the coun-
terpoint of life within the broad scope of
God’s providence. God’s unbounded
and steadfast love in Jesus Christ was
the remedy to mortality. In our day,
however, the church has not said
enough about death, and it is failing to
persuade society to guard life and love
adequately in the medical environment.

1will present, first, a religious view
on the meaning of death that draws
especially from Eastern Christian the-
ology and liturgy. Second, 1will exam-
ine some of the ancient sources of the
church’s long-standing interest in the
healing arts. And, third, 1wiU illustrate
with a true story how this theology of
death applies in our own day, urging
Christian churches to assume a much
greater role in and responsibility for

preparing people to die well.

DEATH AND CHRISTIAN BELIEF

Not according to God’s will, but by sin,
has sickness unto death come to define
the human condition, says the ancient
tradition. Because of sin the entire race
of Adam and Eve has been disconnect-
ed from God’'s immediate life-giving
energies. We are like run-down batteries
that finally lose their charge. AH human-

ity is under this condition of mortality:

GUROIAN: DIVINE THERAPY

In our day ... the church
has not said enough
about death.

no one is exempt. Original sin is the
intractable habit of making the wrong
moral choices and doing damage to the
human environment. It is passed from
generation to generation, and its effects
are deadly. Saint Paul writes in his Epis-
tle to the Romans: “Sin came to fife, but
ldied.”3

The fear of death threads through
the whole fabric of human life. It drives
human beings to desperate and often
selfish acts. Sometimes it moves them to
end their own fives so that they do not
suffer the agony of death’s onset. The
ancient fathers of the church named
the death that we die due to sin “cor-
ruptible death.” They often cite the
Wisdom of Solomon, a Greek inter-
testamental text included among the so-
called Apocrypha of the Old Testament.
“God created him for incorruption, and
made him in the image of his own eter-
nity, but through the devil’s envy death
entered the world,” says the Wisdom of
Solomon.?

Drawing upon this. Saint Athana-

sius recounts the story of the advent of



corruptible death in his tract entitled On

the Incarnation:

God set them [Adam and Eve] in His
own paradise, and laid upon them a
single prohibition. If they guarded
the grace and retained the loveliness
of their original innocence, then the
life of paradise should be theirs with-
out sorrow, pain or care and after it
the assurance of immortality in heav-
en. But if they went astray and became
vile, throwing away their birthright
of beauty, then they would come
under the natural law of death and
live no longer in paradise, but, dying
outside of it, continue in death and
corruption.5

Thus, because of sin, human exis-
tence comes under the strict determinism
of nature’s law. In other words, sin throws
human existence into nature’s cycle of
life and death, into the entropy of natu-
ral existence that draws every living thing
toward extinction. Sin activates our crea-
turely proclivity to fall into the darkness
and nothingness from which we were
lifted into light and life by God’s cre-
ative doing. Corruptible death, there-
fore, is a profound tragedy that has
befallen the image of God. A hymn of the

Byzantine Burial Rite lends powerful

expression to this: “l weep and 1 wail
when 1think upon death, and behold our
beauty, fashioned in the image of God,
lying in the tomb disfigured, dishonored,
bereft of form. 0 marvel! What is this
mystery which doth befall us? Why have
we been given over unto corruption, and
why have we been wedded to death?”®
Only for the human being is death
contrary to nature because in man’s
case mortality is a consequence of sin. At
the close of the Armenian Church Ser-
vice for Burial of the Dead, the priest
gives voice to the deceased as the coffin
is carried in procession out through the
doors of the sanctuary. The deceased
laments his fallen and corruptible state
and prepares himself to meet “the Righ-
teous Judge,” adding the inevitable and
strong penitential note found in aU East-
ern Christian funeral and burial rites.

Let the whole world look upon me
and witness my woes ...

I have sinned and am condemned
to oblivion.

I have dug my own grave. | have
plotted against myseK.

I have betrayed, 1cheated ...

Once | was hght and now | am in
darloiess and the shadow of death.

How shall 1 recount my sins, they

are so numerous ...

SECOND OPINION; MARCH 2001
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Hurry, 0 my person, flee from evil,
desire goodness.

Collect yourself, before Death’s
sleep overcomes you.

Commit yourself to the Righteous
Judge.

Lord, have mercy.

As reflected so poignantly in this
Armenian hymn, the ancient tradition is
quite clear that the death we know in a
fallen world is not what God intended for
human beings. Saint Gregory of Nyssa
writes: “From the nature of the dumb
animals, mortality is transferred to a
nature created for immortality.”®God
created Adam and Eve for eternal life,
not to endure personal extinction, insists
Gregory. Had the first couple not sinned,
the parents of the race would have
passed on to eternal life with God after
the dmation of their temporal lives. This
passage into eternal life would not have
entailed the radical rupture of body and
soul, and the demise of the person that
we see in death. However, Jesus Christ,
the only begotten Son and express image
of the Father, reversed the entropy and
corruption that sin activated in
humankind. Only the incarnate Son of
God, who lived and died in our human
flesh, was capable of renewing human

nature by restoring the image of God

GUROIAN: DIVINE THERAPY

The ancient tradition
Is quite clear that

the death we know in
a fallen world is not
what God intended.

within us through his sinless life and
freely-willing death on the Cross. By
these things Christ healed humankind
so that all might be whole and inherit
eternal life. Christ, by his good death,
transformed death back into a passage to
eternal life. This is the conviction of the
ancient tradition.

THE MEDICINAL METAPHOR IN THE
ANCIENTTRADITION

From this theological perspective, we
are invited to think of the redemptive
act of God in Jesus Christ as a kind of
divine therapy. God’s love and compas-
sionate care have cured our diseased
and mortally sickened hiunan nature. In
Georges Florovsky’'s words: “Redemp-
tion is notjust man’s reconciliation with
God. Redemption is the abolition of sin
altogether, the dehverance from sin and
death ... The death of Om Lord was the
victory over death and mortality, not

just the remission of sins, nor merely



justification of man, nor again a satis-

faction of an abstract

justice.” ™
Florovsky’s view is rooted deep within
the ancient tradition and is forcefully
reflected in the liturgies of the Orthodox
Church. Salvation is understood as heal-
ing and also growth toward perfection.
God’s medicinal prescription of salva-
tion in Christ remedies the carcinogenic
effects of sin and cures the mortal sick-
ness that corrupts our whole being. The
fourteenth century Byzantine theolo-
gian Nicholas Cabasilas evokes this
meaning of healing in his great work of
sacramental theology, The Life in Christ.

There he explains:

Many are the remedies which down
through the ages have heen devised
for this sick race; it was Christ's death
alone which was able to bring tme life
and health. For this reason, to be bom
by this new birth [of baptism] and
live the blessed hfe and be disposed to
health and, as far as lies in man, to
confess the faith and take on oneself
the passion and die the death of
Christ, is nothing less than to drink of

this medicine.'®

This is a wonderful image of salvation in
Christ through faith and baptism by

water and the Spirit. Cabasilas plumbs

the deep etymology of salvation. Its
Greek root is sozo from saos, which lit-
erally means healthy. The Hebrew
equivalent isyasha, which is to rescue
from danger. The second century church
father Clement of Alexandria leads us in
this same direction when he states: “The
Word of the Father, who made man,
cares for the whole nature of His crea-
ture; the all-sufficient Physician of
humanity, the savior, heals both body
and spirit.” n Clement maintains that
“the whole nature of His creature
[man]” needs to be healed. Gregory of
Nyssa may exceed all of the Greek
fathers in his vivid description of the
Christian eucharist as medicine for a
mortally sickened human nature, a rem-
edy for corruptible death. In his Great
Catechism Saint Gregory states:

Those who have been deceived into
taking a poison use another dmg to
counter its harmful effects. Moreover
the antidote, just like the poison must
enter aman’s system, so that its heal-
ing effect may be thereby spread
throughout his whole body. Such was
our case. We had eaten something
that was disintegrating our nature, ft
follows, therefore, that we were in
need of something to restore what
had been disintegrated; we needed

SECOND OPINION: MARCH 2001
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an antidote which would enter into us
and so by its counteraction undo the
harm already introduced into the
body by the poison.

And what is the remedy? It is that
body which proved mightier than
death and became the source of our
life. For, as the apostle says, a httle
yeast makes the whole lump of dough
like itself [see 1 Cor 5:6]. In the same
way, when the body which God made
immortal enters ours, it transforms it
entirely and makes it like itself. It is
just like mixing poison with some-
thing wholesome, where everything in
the mixture is rendered as worthless
as the poison. Similarly the entry of
the immortal body into the body that
receives ittransforms it in its entirety
into its own immortal nature.*”

If we venture to say that medicine
has gained inspiration from the Chris-
tian ethos, it is equally true that Chris-
tian theology has taken from medicine
metaphors that help to identify the mys-
in Christ. These
metaphors imprint a value to medicine

tery of salvation

deep within the Christian imagination.
In contrast to the Juridical and forensic
metaphors that have so often been dom-
inant in Roman Cathohcism and Protes-

tantism, Eastern Christian writers

10 GUROIAN; DIVINE THERAPY

According to Eastern
Christian writers, true faith
brings about an inner

change or cure.

employ medicinal metaphors to explain
salvation; true faith brings about an
inner change—or cure—that enables per-
sons to pursue perfection. This perfec-
tion is no mere moralism. While it
includes good works, it is primarily a
process of inner transformation and
healing of the sinful seh. This process is
engendered by faith so the person may

increase in divine similitude.

ANCIENT CHRISTIAN

ANTHROPOLOGY AND MEDICINE
This
redemption is rooted in a Christian

medicinal interpretation of
anthropology that does not make a
sharp distinction between body and
soul. Rather, the ancient tradition
emphasizes that the unity of the two
constitutes the whole person. God
breathed the breath of life into the man
he made from dust, and the man
became a living soul.i® The body with-
out a soul is a corpse, and the soul with-
out a body is a ghost. Only when they



are perfectly one is the person alive and
present.

This notion of the human person
as a psychosomatic unity was alien to
the Hellenic mind. And my experience
in the college classroom and in church
parishes leads me to conclude that it is
nearly as strange to many modern peo-
ple, including Christians. Many in the
churches embrace the Hellenic dual-
ism that the soul is immortal but the
body perishes. My undergraduate stu-
dents at Loyola College—the vast major-
ity of whom have attended Catholic
parochial schools—are surprised to hear
that the soul is by nature no more
immortal than the body. They have a
hard time believing that Christianity
defines personal identity as the unity of
body and soul.

The earliest Christian creeds bold-
ly insist that the final resurrection is a
bodily resurrection. And it is precisely
because the ancient church understood
that salvation pertains to the whole
human being, body and soul as one,
that it valued scientific medicine as an
important human art, aiding the process
of our temporal journey to God. In the
fourth century Saint Basil the Great
commented at length on the impor-
tance of medicine among the other arts

and sciences that God uses to help us

sustain our earthly existence and to
advance toward our heavenly home. In
his Long Rules for monastic living, Basil

declares:

Each of the arts is God’s gift to us,
remedying the deficiencies of nature,
as, for example, agriculture, since the
produce which the earth bears of itself
would not suffice to provide for our
needs; the art of weaving, since the use
of clothing is necessary for decency’s
sake, and for protection from the wind;
and similarly for the art of building.
The same is true, also, of the medical
art. In as much as our body is suscep-
tible to various hurts, some attacking
from without and some from within by
reason of the food we eat, and since
the body suffers affliction from both
excess and deficiency, the medical art
has been vouehsafed us by God, who
directs our whole life, as a model for
the cure of the soul, to guide us in the
removal of what is superfluous and in
the addition of what is lacking. Just as
we would have no need of the farmer’s
labor and toil if we were living amid
the delights of paradise, so also we
would not require the medical art for
rehef if we were immune to disease, as
was the case, by God’s gift, at the time
of Creation before the Fau."”»
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According to Saint Basil, medicine
functions within the catastrophic effects
of the Fall and is a partial remedy for
those effects. Rational or scientific
medicine cannot save the human being
from death, hut it can contribute to a
healthy and meaningful life, so long as
human beings do not put their whole
hope in it. Saint Basil's advice is espe-
cially pertinent in our day when so many
people mistakenly idolize medicine and
expect their physicians to be priests and

shamans also. He continues:

So then, we should neither repudiate
this art [medicine] altogether nor does
it behoove us to repose all our confi-
dence in it; but, just as in practicing
the art of agriculture we pray God for
fruits, and as we entrust the helm to
the pilot in the art of navigation, but
implore God that we may end our
voyage unharmed by the perils of the
sea, so also, when reason allows, we
call in the doctor, but we do not leave
off hoping in God.i®

HOW EVEN DEATH BECOMES A
PRESCRIPTION FOR LIFE

The ancient tradition is able to guard
against inflated expectations in the
curative power of scientific medicine

because it allows for hope even in
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death. The Cross and Resurrection
have transformed death into a
medicine of salvation. Nowhere that 1
know of in Christian liturgy is this
more movingly portrayed than in the
central portion of the Armenian funer-
al ritual performed in the home.

We first encounter a compelling
series of penitential and intercessory
hymns that are dialogical in character.
Both the deceased and the congregation
are lent voices. The deceased pleads
with God for healing because sin—the
infective source of all sickness and of
mortality itself—requires supernatural
cure even after death. By willing sub-
mission to the judgment and mercy of
Christ the sins of the deceased may be

washed away forever.

When my days are consumed, help
me, 0 Lord, lover of mankind.

You, who have assumed the tor-
tures and death on the cross, help
me, 0 Lord, lover of mankind.

Through the intercession of the
ever-virgin Holy Mother of God, help
me, 0 Lord, Lover of mankind ...

As a sinful person, I cry to you, 0
Heavenly father, help me in my distress,
1, who am dead in my sins, help me.

1have been wounded by the invis-

ible enemy, 0 Healer of the sick, cure



my malady. I, who am dead in my

sins, help me.'®

These hymns embrace the entire
meaning of salvation, understood both
as rescue from danger and healing of
the whole person. After several more
hymns, a litany, and prayers, the dea-
con chants Psalms 39:5-6 as the
mourners are reminded that they share
the fate of the deceased under acom-
mon condition of mortality. A reading
from Saint Paul’'s Second Epistle to
the Corinthians follows and comple-
ments the psalmist’s meditation on the
The Apostle
invokes God the Father who is merci-

brevity of our lives.

ful and comforts us in our afflictions so
He

reminds his reader of the Son, Jesus

that we may comfort others.

Christ, who has shared in human suf-
fering and by his death and resurrec-
tion heals humanity of the siekness

and mortality of sin.

Blessed be the God and Father of our
Lord Jesus Christ, the father of mer-
cies and God of all comfort, who com-
forts us in all affliction, so that we
may be able to comfort those who are
in any affliction, with the comlort with
which we ourselves are comforted by
God."

Medicine needs better
patients, and the church
can and should help

provide them.

These three elements of the Arme-
nian funeral rite, penitential and inter-
cessory hymns, psalm, and Pauline
blessing, exemplify the three principal
steps of the ancient Christian church’s
pedagogy of dying well in Christ. The
first is to recall our mortality in the light
of God’s enduring love. The second is to
seek meaning in our suffering through
the crucifixion and resurrection of
Christ. And the third is to envision sal-
vation as cure of sin and healing of
body and soul, leading to eternal life. If
this simple pedagogy were practiced
more often and consistently in the
Christian churches, medicine might be
infused anew with an ethos of healing

and life.

A MODERN STORY OF

DEATH AND DYING

Medicine needs better patients, and the
church can and should help provide
them. In contemporary medical ethics
the character of the patient is often
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ignored. All too frequently medical
ethics is fixed in quandary ethics that
focus on the decisions, agency, and acts
of the physician. Even when issues of
character are taken up, the profession-
al care provider is usually the focus of
attention, not the patient. Mueh good
could be accomplished if the church
were to attend to the rest of us—who may
never be professional care providers but
wilU be patients at some point, at the
least when we are dying.

In a recent book. The Measure of
Our Days: New Beginnings at Life's End,
physician Jerome Groopman tells a dis-
turbing story that illustrates the impor-
tance of character and internal resources
when facing the prospect of personal
demise.

Kirk Bains was a highly successful
businessman who made a small fortune
in speculative investment ventures.
Before coming to Dr. Groopman, Bains
went to the top cancer treatment hospi-
tals and was told repeatedly that nothing
could be done for him. But Bains was a
fighter. He told Groopman on their first
meeting: “You've seen my records from
Yale and Sloan-Kettering... They think
Fm too sick for their research studies. So
you cook up some new magic. Make me
a guinea pig, 1 take risks all the time.

That’'s my business. 1won't sue you.” i8
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Groopman decided to run the
standard tests. But he also trusted his
intuition, believing that it is at least as
important to know the story of the
patient as to know clinically what he suf-
fers from. The test results were as grim
as the records said. He explained to
Bains the difficulty of his case. And the
conversation turned in this direction:

“1 had hoped it would be a replay of
The Exorcist,” Kirk painfully quipped.
“Remember how the priest took the
demon out of the child, abloody, ugly
creature? | thought the surgeon woidd
do the same. Maybe I'd have been
better off with a priest than a doctor.
Never thought I'd need the clergy.
But that's what everyone is recom-
mending now.”

“Are you affiliated with a church?”
| always try to learn the scope of reli-
gious feeling, the ties of the patient
and his family to faith. God, whether
positive, negative, or nuU, is an essen-
tial factor in the equation of dying.

“Episcopalian. | celebrate Christ-
mas. The food. The music. Decorating
the tree. Giving gifts. That's fun. But
the religion— can’'t take much stock
in a church founded because Henry
VI wanted a younger wife.”

My response was a skeptical look.



“Let me put it in my own terms.
Fm not a long-term investor. | like
quick returns. 1 don't believe in work-

ing for dividends paid in heaven.”"*

Dr. Groopman decided to try a
radical and unorthodox combination of
treatments. The night before the surgery,
Groopman visited Bains in his hospital
bed and noticed that he was troubled

and agitated:

“Are you thinking you could die
tonight? . . . You won't, Kirk,” | said
confidently.

“So you're a prophet, not awizard.
Shall 1 call you St. Jerome? ... |
didn’t expect to be so afraid, Jerry,”
his

“Maybe it's because |

Kirk paused, reaching for
thoughts ...
know this is my last chance and I'll
probably die, and after death ... it's
just nothingness.”

| absorbed his words and tight-
ened my grip on his hand. | now
understood why he had insisted on
treatment, and | realized it would be
wrong to readdress that decision
tonight.

“So then it would be the same as
before we were born?” | sofdy replied.
“Is that terrifying, to be unborn?

That's what my father used to say to

comfort me as a child when | asked
him about death.”

“See if you still find that enough
comfort when you're the one in this
bed. Nothingness. No time. No place.
No form. | don’t ask for heaven. I'd
take hell. Just to 6e.” D

Kirk Bains's imagination is strong
and vivid; and it terrorizes him. The
church he neglected or which neglected
him might have helped form in him a
religious imagination better equipped to
cope with the futility of his physical
condition. Dr. Groopman himself is
aware of the importance of imagination
and how it is formed. He comments: “1
thought about how we all develop our
inner pictures of death and an afterlife,
from stories and words we hear as chil-
dren, which form our first image. As
we pass through life, we redraw these
images, hoping that at the end we will
be prepared for what awaits.” 2

My friend Rev. Charles Kratz, an
Episcopal priest, first brought Dr.
Groopman’s story to my attention. Rev.
Kratz commented that he has seen
many like Kirk Bains in his fifty-plus
years as a priest, and he also knows
how miserably his church has failed to
address matters of mortality and per-

sonal demise in the pulpit or at the
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bedside. “I couldn’t help thinking,”
he said, “that we clergy are to blame.
Look at what kind of a person and
patient we left for this doctor to deal
with.”

The conversation Dr. Groopman
cites constitutes a crucial moment in
the life and death of Kirk Bains; he is
open to counsel, but Dr. Groopman’s
father’s religious views do not allay
Bains’s fears or satisfy his needs. Of
this scene. Rev. Kratz said, “Maybe
something might have been accom-
plished with the right religious counsel
at that moment. But we rarely get to be
there at those moments. And by this
time, it is almost too late for people
like Kirk Bains, short of a divine act of
grace.”

Dr. Groopman is himself shaken
by this conversation with Bains. He
spends several paragraphs ruminating
over it. He recalls his father's death.
And he acknowledges that probably the
reason he rarely visits that memory is
that it is a nearly unbearable reminder
of the personal nature of death.

After he died, it was impossible for
me to imagine my father as disinte-
grated into nothingness ... Itwas too
painful, too stark an image in my

mind, that his body, the warm expan-
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sive body that had snuggled me in
bed when | was fearing the shadows
of the night, held me in the water
when | learned to swim, embraced
me with surprising strength when |
succeeded, and embraced me with
even greater strength when | had
failed. That that body was now inan-
imate matter ... And nothing more
... I hoped I would not lie terrified in
bed, like Kirk.22

The radical treatment prescribed
by Dr. Groopman worked for a time.
The tumors shrank, and the cancer went
into temporary remission. Kirk Bains
was given four months of relatively com-
fortable living. How did he use this gift?
Dr. Groopman stayed in touch with
Bains and his wife during this period of
time. When the cancer came back, he
visited Bains in the hospital after an
initial radiation treatment:

“Fm sorry the magic didn't work
longer,” I finally offered to Kirk.

“It did more than anyone expected,
Jerry. But you shouldn’t feel sorry.
There was no reason to live anyway...
You read newspapers?” Kirk asked
abruptly... “1 don't read newspapers
anymore. | don’'t know how to. Or why

I should,” Kirk paused and his voice



lowered. “Newspapers used to be a
gold mine for me. They're fiUed with
what to you looks like disconnected
bits of information. A blizzard in the
midwest, the immigration debate in
California ... For you, Jerry, those
articles are about the lives and for-
tunes of individuals and nations. For
me, they mean nothing beyond infor-
mation for deals and commodity trad-
ing. 1 never really cared abont the
world's events or its people. Not deep
down inside ... And when I went into
remission | couldn’t read the papers
because my deals and trades seemed
pointless. Pointless because | was a
short-term investor. Like | told you
Jerry, | had no patience for the long
term. |1 had no interest in creating
something, not a product in business
or a partnership with a person. And
now | have no equity. No dividends
coming in. Nothing to show in my
portfolio,” Kirk grimaced with pain.
“How do you like my great
epiphany? No voice of God or holy
star but a newspaper left unread in its
wrapper . . . Jerry, you realize I'm
right. The remission meant nothing
because it was too late to relive my
life. 1 once asked for hell. Maybe God
made this miracle to have me know

what it will feel like.”

So much of what
constitutes dying a good
death depends not on the
health care setting . . . hut
on the religious and moral

resources of the dying.

Groopman says he felt “the crush-
ing weight of Kirk’s burden.” He con-
tinues pensively, “There is no more
awful death than to die with regret, feel-
ing that you have lived a wasted life-
death delivering this shattering final
sentence on your empty soul.” 23

It's a terrifying tale of modern
death. The story is a challenge, not pri-
marily to medicine, hut to the Christian
faith. There will always he patients like
Kirk Bains who believe in nothing or
very little and who come to the medical
practitioner with the demand: “Save
me! Save me in whatever way you can!”
But in the future there may well be
increasing numbers of others who wiU
come to physicians with the equally
ferocious demand: “If you can’t fix me,
then put me out of my misery!”

So much of what constitutes

dying agood death depends not on the
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health care setting or the medical skills
of care providers hut the religious and
moral resources of the dying. Sr.
Sharon Burns, R.S.M., taught theology
for many years, hut for the past fif-
teen, she has worked as a chaplain at
Stella Maris Hospice in Towson, Mary-
land. She told me how much it helps if
her patients have religious formation,
equipping them with beliefs that can
carry them through. She says these
people can be healed deeply during
their dying.

At Stella Maris the stories, sym-
bols, and rituals of the Christian faith
are brought to a prominence in the daily
routine that secular culture does not
permit. Much in the way of penance
and forgiveness, reunion and reconcil-
iation can be accomplished in the lives
of Stella Maris patients in a relatively
brief period of time. Love, too often
hindered and sometimes discouraged
in more typical health care environ-
ments, is given and returned by staff
and family. Suffering is not isolated, but
shared in a manner that reflects the
great pastoral counsel of Saint Paul in 2
Corinthians.

Churches need to more consci-
entiously prepare people for dying.
Indeed, the ancient fathers of the

church considered the unremitting
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The meaning for living
and dying supplied by
faith must be claimed

over a lifetime.

remembrance of death a principal
virtue of Christian life. This is a virtue
long neglected in Christian teaching
and sorely needed today. “The unremit-
ting remembrance of death is a power-
ful trainer of body and soul,” wrote
Saint Hesychios of Sinai. “Vaulting over
all that lies between ourselves and
death, we should always visualize it,
and even the very bed on which we
shall breathe our last, and everything
connected with it”24 While a secular
world might view this as a call to mor-
bidity, Christians should receive this
advice in the joyful light of their resur-
rection faith. Death and resurrection
are inevitably and necessarily woven
together in the Christian imagination.
This pedagogy of the remembrance of
death is already present in the liturgies
of the church. | mean especially the
theology and spirituality communicat-
ed through baptism, the Eucharist, and
the rites of burial. Thus, for example,

near the conclusion of the Byzantine



rite of burial, the mourners are asked
specifically to exercise this remem-
brance of death. “As we gaze on the
dead who lieth before us, let us all
accept the example of our own last
hour.” 5

Care of the dying has heen a deep
concern of the church from the earliest
centuries, but so too has the prepara-
tion of Christians to meet their deaths.
Much has been written in the annals of
medical ethics about virtues that physi-
cians and health care professionals
need in order to care properly for the
terminally ill and dying. Yet surpris-
ingly htde has heen said about the char-
acter the church must cultivate in
persons so that they make good
patients.26 If there is a lesson to be
learned from the story of Kirk Bains, it
is that medicine cannot cure our mor-
tality. We must be prepared, with
courage and bope, to accept that this is
true in order to be best served by our
physicians. The resources that Chris-
tianity has to help people live toward
their dying cannot be instantaneously
transmitted to the sick person waiting
for death. The meaning for living and
dying supphed by faith must be claimed
over a lifetime.

Physicians have always needed
good patients to be good healers. The

situation has not changed in our day
and may, in fact, be more necessary
than ever before. How else will physi-
cians feel free to shift their goals at the
appropriate time, from cure to being
present for their patients as death
approaches. The physician’s most
important obligation is to be present
throughout for the sick or dying person,
to never abandon them. This can only
be accomplished successfully if doctor
and patient collaborate. As Christian
ethicist Stanley Hauerwas wisely said in
his book Suffering Presence: “It is
important, then, that the one who is
dying exercise the responsibility to die
well. That is, the person should die in a
manner that is morally commensurate
with the kind of trust that has sustained
him or her in life ... A good death is a
death that we prepare for through living
because we are able to see that death is
but the necessary correlative to a good
life.” 27 Good care for the terminally ill
and dying begins with care for the
Through the

church’s own best standards, that care

healthy and living.
is the fundamental responsibility of the
church, not of medicine. By the exam-
ple of Christ and all the martyrs and
saints, it is the responsibility of the
church to prepare people to die well,
while they are still living, through the
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sacraments, prayer, and preaching. If
the church and those of us who are its
living members could look to this ped-
agogy and preparation more conscien-
tiously, then we might make a great
contribution toward strengthening the

humane ethos of medicine. =
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THE CHRISTIAN

PASTOR’'S ROLE IN
MEDICAL ETHICS

BY JOSEPH J. KOTVAJR.

In the Pew and at the Bedside

ince discussions of medical ethics
Soften focus on a case, consider Eve.
Eve was a fixture at Christ Church. She
married and huried her husband there.
She raised her children there. For fifty
years she sat in the same pew and joined
with fellow members in offering prayers
of invocation, thanksgiving, confession,
and petition. For fifty years she looked at
the stained glass windows of the Good
Shepherd, Jesus blessing the children,
and the resurrected Christ welcoming

all. For fifty years she sang hymns about

God'’s providential care and listened to
countless sermons about God’s grace
and how we are to respond with faith,
hope, trust, and love. For most of those
years she read the scriptures with her
Sunday School class while facing pic-
tures of Christian martyrs.

At eighty-four years old. Eve elect-
ed to have major surgery despite her age
and a significant chance that she would
not survive the operation. She chose
surgery because her heart had become
so bad that she could no longer partic-
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ipate in the church and family activities
that she loved.

Paul, Eve’s pastor, visited the night
before surgery. They talked about her
faithful life and the hope and risks of
surgery. Eve responded that God had
been good to her and that matters were
now in God’s hands, as they had always
been. They read Psalm 16 together:
“Protect me, 0 God, for in you 1 take
refuge.”

Although surgery went well. Eve's
reeovery did not. She looked and felt
good initially. But her heart would not
stay in sinus rhythm, her kidneys began
to fail, and her lungs filled with fluid.
Two weeks after surgery Eve was on a
respirator and maximum doses of heart
and kidney medieations. The doctor
told the family that there was some
chance that Eve would recover and rec-
ommended starting dialysis. The family
agreed.

At that point. Pastor Paul, who
stayed with Eve and her family through-
out the two weeks, intervened. Paul
pressed the doctor to explain to the
family what “some chance” of recovery
meant. The doctor responded that Eve
probably had a two or three percent
chance of getting significantly better.
Although chilled by this news, the fam-

ily was still inclined to start dialysis.

Paul then gently suggested that contin-
uing treatment seemed inconsistent with
Eve's life and with the family’s own trust
in God.

After prayerful consideration. Eve
and her family decided against dialysis
and asked for the respirator’s removal.
Christ Church was filled for Eve’s funer-
al service. The service itseK was filled
with tears and laughter—the latter cele-
brating the well-lived life of one who
trusted that we are in God’s hands.

Unlike typical case studies in med-
ical ethics. Eve's case starts long before
and separate from hospitalization and
culminates after her death. 1begin with
this case because it illustrates my con-
tention that for Christians the pastor’s
relationship to medical ethics extends
from the pew to the bedside.

Reflecting the dual focus on pew
and bedside, my argument has two dis-
tinct sections. The first section does not
deal with what first occurs to most of us
when we hear someone say “ethics” or
“medical ethics”—that is, a forced choice
between undesirable alternatives or a
violation of moral norms or the princi-
ples and procedures we adhere to in
making decisions. Instead, the first sec-
tion directs our attention to concerns
that are antecedent to this type of ethics
by contending that, for Christians, med-
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The pastor’s priestly role
of representing the faith
community’s and God’s
presence to the patient
helps limit medicine to

its proper authority.

ical ethics is an outgrowth of congrega-
tional life. More specifically, 1argue that
both moral medical decision making
and medicine as a morally worthwhile
social practice are dependent on pre-
ceding theological convictions and qual-
ities of character. 1then argue that the
pastoral responsibilities of communi-
cating Christian convictions and helping
shape Christian character constitute a
significant pew-based, that is, congrega-
tion-based, relationship to medical
ethics.

Many will recognize this first sec-
tion as an argument for concerns arising
from character or virtue ethics. Central
to virtue ethics is a shift in the focus of
ethical reflection. Since the eighteenth
century, moral theory has tended to
focus on moral quandaries, rules, prin-
ciples, and methods for determining the

moral status of specific acts. By con-

trast, virtue ethics shifts the focus by
concentrating on “background” issues,
such as character traits, personal com-
mitments, community traditions, and
the conditions for humans to excel and
flourish." The first section of this paper
argues for this shift in focus. However,
instead of an extended technical discus-
sion of virtue theory, 1use Eve’s case to
argue for the importance to medical
ethics of background issues, such as
convictions and character. And, conse-
quently, 1locate much of the pastor’s role
in medical ethics in the background.

Without losing sight of these back-
ground concerns, the second section
deals more directly with what most
understand when they think of medical
ethics. This section discusses the pas-
tor’s role at the bedside by sketching
interconnected images of ministry: the
pastor as priest, theological interpreter,
medical translator, prophet, and friend.
1l use these images to highlight aspects
of the pastoral bedside task and to sug-
gest how that task intersects with med-
ical ethics. Thus, for instance, 1 argue
that the pastor’s priestly role of repre-
senting the faith community’s and God’s
presence to the patient helps limit
medicine to its proper authority.

A caveat about the scope of this

project is in order. Due largely to my
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own social location, this paper address-
es how the pastor in the Christian con-
gregation or parish intersects with and
informs aspects of medical ethics. How
these issues work out for leaders in
other faith traditions is not my explicit
concern. Further, while some aspects
of the second section are applicable to
Christian clergy in noncongregation-
based ministries—hospital chaplains, for
example—l do not directly address these

ministries.2

CONGREGATIONAL LIFE

Christian Convictions

In her wonderful book Stewards of
Life, Sondra Wheeler observes that vir-
tually “every serious decision about the
treatment of the sick has theological
implications.”Wheeler is right. In Eve’s
case, for example, the decisions to not
start dialysis and to remove the respira-
tor presumed certain theological con-
victions, including the need to “honor
your parents.” Remembering the seren-
ity with which Eve approached this risky
surgery, the family realized, with help
from the pastor, that continuing to deny
death’s approach was to dishonor their
mother and her convictions.®

The family also shared Eve's belief
that her life was in God’s hands and
that death is not the last word. Eve

raised her family in the church. They
always attended Good Friday and East-
er services. They grew up with that win-
dow of the resurrected Jesus and those
same pictmes of the martyrs. They knew
that suffering and death are not the
worst evils. With Pastor Paul’s help, they
gradually realized that to deny death
not only dishonored their mother, it
belied their own faith in God.s

This contrasts sharply with the
physician who recommended dialysis
while suggesting that Eve might stiU
recover. Itis possible, indeed likely, that
the physician made the recommenda-
tion in part because he viewed death as
the end and final defeat. Although sel-
dom explicit, this view is common in our
culture. When death is viewed as the
ultimate defeat, fighting death to the
bitter end becomes the medical imper-
ative. Thus, when we compare the doc-
tor’'s actions to those of Eve and her
family, we see that convictions about
death that are at heart theological lead
to different medical decisions.

Like the decision to forgo dialysis.
Eve’s decision to pursue surgery rested
on theological convictions, specifically
about the purpose of life. As a Christian,
Eve viewed life as a good directed to
God and others. Life is for relationship
to God, worship of God, and serving
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God through the church; life is for relat-
ing to and caring for others. Yet Eve's
health left her unable to participate in
church or to join in family activities.
Eve cherished life and would never have
aimed at her own death.” Eler decision
for surgery aimed instead at getting well
enough to participate more fully in the
purposes of life: worship, relationships,
service.

End-of-life decisions are not the
only ones to rest on theological beliefs.
Other examples include abortion and
issues of justice. Two years ago, ayoung
woman, still in high school, told me
and some of her peers that she was
pregnant. Someone soon raised the
question of abortion. The young woman
responded immediately, “Oh, 1couldn’t
do that.” When pressed for a reason,
she offered religious convictions; talking
about the limits of human freedom and
about the unborn being precious to
God. Her religious convictions ruled
out abortion. So too, when medicine
wrestles with questions of justice—such
as who gets the transplant or how health
care should be distributed—it wrestles
with “an area that the prophets and
epistle writers persist in viewing as a
theological matter.” ™

Medical decisions presume beliefs
that are at bottom theological, although

these convictions are often implicit and
unconscious. They assume that we are
essentially autonomous or interdepen-
dent, that life is merely a personal pro-
ject or necessarily involves vocation and
service, that we are embodied selves or
merely bodies or trapped in our bodies,
that our worth derives from our social
contribution or our being-in-relation to
God.

To realize this dependence on the-
ological premises is to recognize that, for
Christians, medical ethics is an out-
growth of congregational life and pas-
toral leadership, for itis in our churches
that we discuss and learn, or fail to dis-
cuss and learn, Christian theology. It
was in the church that Eve learned the
convictions that led to her surgery and
then to forgoing further treatment.
Lacking a congregational context like
Eve’s, or failing to talk explicitly in
church about beliefs and their real
world implications, Christians slowly
adopt assumptions that are often at odds
with Christian beliefs.

Christian Character

Although our beliefs are impor-
tant, moral decision making requires
more than mere intellectual assent to
certain claims. Determining and doing

the right requires our having developed
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the appropriate tendencies, dispositions,
and capacities; it requires our having
developed the requisite virtues. Some
examples will clarify what | mean.

Over a lifetime, Eve acquired
virtues she drew on in her decision for
surgery. We see hope both in her desire
for healing and in the serenity with
which she approached death. Truthful-
ness is visible both in Eve's description
of her current life, its value and its lim-
its, and in her recognition that surgery
might fail.

Contrast Eve with Harold, another
member at Christ Church. Harold suc-
cessfully hid his fifty years of heavy
smoking from fellow church members.
To those few who knew his secret,
Harold insisted that it was a harmless
habit. Harold developed serious lung
and circulatory problems, but he con-
tinued to smoke, claiming that smoking
had nothing to do with his “minor”
problems. As things progressed, Harold’s
physician frequendy hinted that there
was little point in additional treatments
or therapies, but Harold could not hear
this limit. Indeed, for the last six months
of his life, Harold was repeatedly rushed
to the hospital, admitted to various treat-
ment and rehabilitation programs, and
then sent home again. Harold continued

to insist that he was getting better and

Medical decisions
presume beliefs that are

at bottom theological.

would often note, “I just don’t know
what is wrong with me.”

The difference between Eve and
Harold does not rest on their beliefs.
They believed the same things. The dif-
ference is that those shared beliefs were
not rooted in Harold’s character in the
form of the virtue of truthfulness.
Harold never intentionally lied; he sim-
ply did not have the ability to look at
himself and the world honestly. He
lacked the quality of truthfulness. Defi-
cient in this characteristic, Harold never
faced his impending death. The result
was that instead of getting ready to die,
instead of having those important con-
versations with family, instead of getting
his house in order, Harold spent much
time and money (private and public) in
treatment programs that provided
marginal improvement at best.

In the stories of Eve and Harold we
see that moral decision making requires
well-formed character. It is important to
recognize, however, that moral decisions
depend on character at multiple levels:
our character informs not only how we
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It is in the church

and church-like
communities where
people acquire the
convictions and character
necessary to sustain
medicine as a morally

worthwhile activity.

handle the decisions that we confront
hut also what decisions we confront.

| treat the latter point first. Char-
acter significantly influences what we
see as choices before us. In Harold's
case, character not only informed his

decisions, it determined what he
encountered as a choice. Harold’'s
inability to be truthful about his

impending death meant that he never
encountered or viewed treatment as an
option that might be declined.

Our virtues and vices enable us to
perceive certain choices and incline us to
overlook others. A physician or nurse
who has internalized a concern for jus-
tice will notice when someone is being
treated unfairly or when the real under-

lying question is one of distribution.

Those who lack the virtue of justice are
unlikely to recognize when it is at stake.
Similarly, | notice that some nurs-
es quickly sense when a patient does not
understand the doctor’s explanation of
treatment options, while other equally
caring nurses never recognize the
patient’s confusion. The difference, | sus-
pect, is that the former have acquired
characteristics and skills—that is, virtues
such as patience, sympathy, and the abil-
ity of imaginative listening—that enable
them to recognize when communication
and patient understanding is amiss.
Beyond influencing what decisions
we confront, well-formed character is
vital to deciding well. Lacldng the requi-
site virtues, we are far less likely to find
the right course or to see it through.
Consider how vital the virtue of courage
is to moral medical decisions. In our liti-
gious age, doctors often need courage to
reject unnecessary tests. Lacking courage,
the tests will be ordered, perhaps under
the guise of thoroughness or patient
autonomy. Nurses need courage when
deciding whether to approach a doctor
who discounts a patient's wishes or when
contemplating whether to submit an inci-
dent for ethics review. Patients need
courage when they consider asking for
another opinion or contemplate rejecting

their doctor’s recommendation.
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Moral medical decisions rest on
character: character informs both what
moral choices we confront and how we
decide them. Yet to realize the impor-
tance of character is to realize that con-
gregational life and pastoral leadership
are related to medical ethics. Church life
and pastoral leadership is, or ought to
be, eminently concerned with shaping
Christian character, for the church is the
principle place in which Christians seek
to become the kind of people God is

calling them to be.

M edicine Needs the Church

The argument that medical ethics is,
for Christians, an extension of congrega-
tional life can be extended to surest that
the practice of medicine needs the church
or church-like communities. Stanley
Hauerwas claims that what we value
about medicine depends on health work-
ers and patients alike belonging to com-
munities like the church.® It is in the
church and church-like communities
where people acquire the convictions and
character necessary to sustain medicine as
a morally worthwhile activity.®

Consider, for example, the com-
mitment to stay with the sick in the
midst of pain, fear, and helplessness,
even when we cannot cure or they can-
not pay. | take it that most Christians,

perhaps most people in our society,
would accept this commitment as one of
medicine’s central purposes.

Note, however, that this commit-
ment assumes certain convictions and
qualities of character: we are essential-
ly social creatures who need each other,
and we owe each other care even when
it is uncomfortable, financially unprof-
itable, or risky. This commitment also
assumes a host of virtues, including
courage, fidelity, and hope. It takes
courage not to flee when we are con-
fronted with disease, sickness, and
death. And we cannot trust our doctors
and nurses to remain with us in crucial
moments if they lack fidelity and hope.

The problem is that these convic-
tions and virtues are not supported by
the broader culture. Our culture prizes
autonomy and freedom above interde-
pendence and obligations. Our culture
idolizes effectiveness and the techno-
logical control of nature. Ours is an
ethos of the marketplace, where skills
are commodities to be purchased by
autonomous consumers. We Americans
share few socially accepted examples
of courage—except perhaps the soldier,
who may not be the best role model for
health workers. Our culture’s notion of
fidelity is seen in the divorce rate and

the preponderance of absentee fathers.
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The commitment to remain with
the sick assumes convictions and char-
acter that are increasingly at odds with
this dominant ethos. To the extent that
medicine stUl exhibits this commitment,
it exhibits a morality that is out of step
with our culture. To the extent that
medicine is becoming something less
morally worthy, we need look no further
than the society shaping the convic-
tions and character of those who prac-
tice medicine.

There are, in fact, good reasons
to be distressed about medicine’s direc-
tion. The doctor/patient relationship is
starting to look more like a contract
than a covenant. Patients increasingly
sue physicians for failing to meet their
expectations. Hospitals compete over
patients, cut staffto improve profit mar-
gins, and send people home before they
are ready. And, in a great irony,
medicine’s technologically driven
imperative to cure is now being resisted
with appeals to autonomy that would
force another—the very one we have
asked to cure us—to help us die.

Yet, as Stanley Hauerwas and
Charles Pinches point out, we should
not ascribe

blame to the institution of medicine for
our present state of iUhealth ... The

simple fact is that we are getting pre-
cisely the kind of medicine we deserve.
Modern medicine exemplifies a secu-
lar social order shaped by mechanistic
economic and political arrangements,
arrangements that are in turn shaped
by the metaphysical presumption that
our existence has no purpose other

than what we arbitrarily create.i**

The problem with modern medicine is
not the institution of medicine itself but
the wider society that shapes medicine
and its practitioners.

Our society cannot be trusted to
form the kind of people necessary to
sustain medicine as a morally worth-
while activity. This is why Hauerwas
suggests that medicine needs commu-
nities, like the church, whose convic-
tions and practices might shape a people

capable of morally worthy medicine."

Pastoral Implications

This dependence on weU-formed
people has profound implications for
pastoral moral leadership. Pastors help
shape the convictions and character of
their parishioners and help their con-
gregations become the kind of commu-
nities that facilitate the formation of
Christian beliefs and virtues." The fol-

lowing discussion illustrates how the pas-
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tor facilitates the formation of Christian
convictions and character hy attending to
everyday matters, such as funerals, prayer,
and visual images. This discussion also
highlights the connection between such
formation and medical ethics.

Communicating convictions. To
consider the importance of clearly com-
municating Christian theological con-
victions and their possible moral
implications in medical settings, let us
return to Eve’s case. Besides the biblical
prescription to honor your parents. Eve's
case includes the beliefs that (1) God
cares about us and can be trusted; (2)
death is not the end; and (3) we are
created for the purposes of worship, fel-
lowship, and service. These beliefs are
not rules or prescriptions for action, nor
are they commonly discussed in stan-
dard works on medical ethics. Yet Eve's
case turned on such obviously theolog-
ical notions.

Pastors need to be aware that such
basic theological convictions do real work
in parishioners’ lives outside of worship.
Knowing this, it behooves pastors to be
explicit about what Christians beheve
and to illustrate how those beliefs func-
tion in shaping lives and informing deci-
sions, including medical decisions.

For example, funerals and Ash
Wednesday offer opportunities to remind

parishioners that they are made of dust
and should be unashamed of their fini-
tude. Christians know that it is fine to be
finite, that it is okay to be dust, because
God views these earthen vessels as good,
and because they commune with a God
who breathes life into their clay bodies.
To illustrate how these convictions
function in the life of a Christian, the
pastor can aUude to their implications in
end-of-life decisions. Much of modern
technological medicine is a denial of
our finitude. We pour as much as 80
percent of medical dollars into the last
two years of life, because we do not
know that the end of life is at hand and
because we deny our finitude and the
propriety of death. People who know
themselves to be divine breath-filled
dust do not need to so deny death.
Another example of Christian
convictions and their potential medi-
cal implications is the apostle Paul’s
vision of the church as a body.i” Pastors
can rightly highlight the implications of
this image for Christian medical deci-
sion making. If Christians are as inter-
dependent as the parts of a body, then
they should seek the counsel of other
parts of the body when making major
medical decisions. So too, in making
those decisions, they need to ask

whether the contemplated course is
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commensurate with building up the
body."*

Shaping character. Pastors must
also attend to character formation. Here
the issue is broader and subtler than
merely explicating Christian beliefs
from the pulpit or in Sunday School.
Pastors must consider matters as diverse
and mundane as prayer, visual images,
music, and church potlucks because
every choice, experience, and relation-
ship has “some effect-no matter how
small—on the person we are in process
of becoming.”'5

To illustrate let us again return to
Eve’'s case. She offered prayers with the
same congregation for fifty years. If Eve
learned to pray well during those fifty
years, if she learned to attend to and
wait on God, then in the process she
acquired virtues such as humility,
patience, and solidarity.

When we pray well we cease to be
preoccupied with ourselves and cease to
be the center of our own attention. We
thereby begin to acquire humility. So
too, as we rightly learn prayers of con-
fession, we learn to own our limitations,
failures, and rebellion. And as we learn
to pray prayers of petition, we are
reminded of our needs and our depen-
dence on God and others. Humility is

therefore avirtue of prayer. In learning

to pray rightly—earning to attend to
God, learning to confess and petition
properly—we also grow in humility.

Humility is also essential to moral
medicine. Humility is part of what
enables physicians to recognize their lim-
its and part of what prevents them from
taking advantage of vulnerable patients.
Humility enables patients to recognize
honest, human mistakes by doctors and
nurses for what they are: the normal
consequences of well-intentioned but
limited people endeavoring to offer care.
Lacldng humility, patients will sue for any
perceived mistake or failure, irrespec-
tive of genuine incompetence or negli-
gence. Finally, patients require humility
to open their bodies to strangers and to
grant these caregivers invasive authority.
When patients lack humility, medicine
loses its authority and starts to look like
one commodity among others from
which we may pick and choose.

Other prayer-formed, medically
relevant virtues include patience and
solidarity. As Michael Duffey notes,

prayer teaches the prayerful to wait:

Prayer is the suspension of time and
the adoption of a patient and quiet
heart in order that we might be led into
deeper communion with God. Pray-
ing requires stepping out of the current
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of activities in which we are caught
up ... Prayer isfirst of aUthe intention
to create an opening, a space where we
might wait for the stirrings of God"\®

Learning to pray thus means learning to
wait, learning patience.

Prayer also teaches solidarity. This
is seen in the Lord’s Prayer, where
Christians are taught: pray to our Father,
ask for our daily bread, and seek for-
giveness for our debts. Solidarity is also
learned in intercessory prayers, where
one presents another’s need to God.

Morally worthy medicine also
needs these virtues. It is difficult to
imagine how one could be a good doc-
tor, patient, or nurse, without patience.
How can we remain with each other in
our sickness if we have not learned to
wait? Similarly, how can medicine
expect to stand with those who cannot
pay or cannot be cured unless health
workers have acquired a deep sense of
solidarity with those whom they serve?

Prayer is thus relevant to medical
ethics. It is also an issue of pastoral
leadership, for Christians learn how to
pray from and with others in the church.
They learn how to pray as they stand in
the liturgy and pray prayers of invoca-
tion, confession, petition, and so on; as

the Psalms are read aloud and as the

When patients lack
humility, medicine loses
its authority and starts to
look like one commodity
among others from which

we may pick and choose.

congregation recites the Our Father; as
prayer is modeled by teachers, friends,
and those viewed as saints. They learn to
pray as others teach them how.i®
Congregational life involves many
other character shaping practices
besides prayer, for example, viewing the
windows of Jesus and pictures of Chris-
tian martyrs. Such images have power to
shape. They provide pictures of the ends
and purposes of life, present role mod-
els to be emulated, and “create assump-
tions about how the world really is.”'®
Routinely viewing pictures of martyrs
would lead one to expect suffering as
part of faithful Christian existence. The
image of Jesus the Good Shepherd
could affirm one’s self-worth, while the
image of the resurrected Christ might
make one less anxious about death.
This ability to shape is relevant to

medical ethics. One who expects suffer-
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ing is likely to respond differently to
end-of-life decisions than is one who
views suffering as an evil to be avoided at
all costs.19 The person who has learned
his or her self-worth is less likely to he
hullied into or out of medical proce-
dures. And Eve is a perfect example of
what happens when death is less feared.2o

Prayer and images are only two
aspects of congregational life that hear
character shaping implications. Never-
theless, it should already be clear that
pastoral moral leadership requires atten-
tion to mundane, everyday matters.
There is nothing earthshaking about
prayer and pictures of martyrs. Such
matters present no obvious dilemmas
or conflicts. Indeed, they are so mun-
dane that they usually escape our atten-
tion. Yet, it is in and through them that
Christians become, or fail to become, the
kind of people they should be. Thus,
pastoral moral leadership includes such
seemingly insignificant matters as help-
ing parishioners learn to pray well, eval-
uating the images to which they are
exposed, testing whether music culti-
vates emotions and desires befitting
Christians, asking whether potlucks
encourage Christian friendships, explor-
ing how the Lord’s Supper might train
the believer in community and forgive-

ness, and so on.

These everyday pastoral concerns
are indirectly relevant to medical ethics.
Patients, nurses, and doctors will con-
front the right questions, choose the right
answers, and engage in the right actions
only ifthey are righdy formed. Moreover,
medicine’s moral value as an expression
of solidarity with the sick depends on
character-shaping communities whose
ethos is at odds with our culture’s.

Pastor’s role. In short, the pastor’s
role in medical ethics is neither curso-
ry nor centered at the bedside, and it has
surprisingly little to do with medical
moral dilemmas or the four standard
principles of medical ethics. The focal
point of the pastor’s relationship to med-
ical ethics is the pew: pastors help or fail
to help parishioners acquire the requi-
site convictions and character.

This conclusion does not mean
that pastors should spend an enormous
thinking
medicine’s requirements. The foremost

amount of time about
reason for teaching Christian convic-
tions is not that medicine needs them,
but that we believe them to be true and
relevant to our whole lives. Likewise,
serving medicine is not the primary rea-
son for cultivating Christian character;
the primary reason is that God calls and
enables us to become a certain kind of

people.
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Nevertheless, pastors must remain
cognizant of medicine. As any active
pastor or priest can attest, medicine suf-
fuses the lives of parishioners. Indeed,
institutionalized medicine seems to have
become more culturally powerful and
“pervasive in our lives than the church
ever was and surely far more powerful
than it is today.””* Since Christians can-
not and should not avoid medicine, they
need to help each other acquire the
convictions and character required to
meet medicine as Christians.

Medicine pervades the lives of
parishioners—whether as patients, fam-
ilies of patients, or health workers. Pas-
tors do not teach and seek to cultivate
character because of medicine, but since
virtually all North American Christians
confront Western medicine and medical
decisions, pastors must ask whether
church teaching and practices equip
parishioners to morally navigate con-
temporary medicine well.

Pastors can, for instance, ask
whether they sufficiendy teach Christian
convictions about the purposes and
nature of hfe, and they can use medical
examples to illustrate the repercussions of
such convictions. Pastors can similarly
ask whether the congregation provides
sufficient opportunities to grow in

patience, humility, solidarity, and so on.

So too, when privileged to stand with a
patient like Eve, the pastor can ask what
convictions and practices enabled her to
make the choices she did. When standing
with a patient like Harold, the pastor can
ask how the congregation may have failed

to help Harold become more truthful.

ATTHE BEDSIDE

Although the pastor’'s greatest contri-
bution to medical ethics is in the pew.
Eve’s case reminds us that pastors also
play an important role at the bedside.
Pastor Paul read scripture with Eve the
night before surgery, visited her and
her family throughout the ordeal, and
intervened in the family’s discernment
process. This extensive involvement is
common when parishioners know and
trust their pastors. lunpack this involve-
ment at the bedside by using a series of
partial, interconnected images of min-
istry: priest, theological interpreter,
medical translator, prophet, and friend .22

Priest

Perhaps the central dimension of
the pastor’s role at the bedside is that of
priest.23 This dimension is not limited to
churches with formal liturgies or an offi-
cially sanctioned priesthood. Even in less
formal traditions, such as Baptist or Men-
nonite, the pastor’s presence has a sym-
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bolic and ritual function. Specifically, the
pastor represents the church community
and often represents God's own loving
and faithful presence.24 As many pastors
can attest, parishioners often view the
church as virtually absent—irrespective
of how many congregational members
visit—until the pastor appears. Yet when
the pastor makes himself or herseK read-
ily available, those same parishioners see
the church as overwhelmingly present.
Moreover, the extraordinary comfort that
many find in unhurried pastoral visits is
understandable once we grant that those
visits symbolize God’s own presence.
This priestly function includes the
rituals of prayer, scripture reading, con-
fession, and Communion. Pastors offer
prayers of invocation, gratitude, and
intercession; they sometimes also offer
prayers that voice the feelings, thoughts,
and fears that patients themselves dare
not express. Such prayers console and
often strengthen the patient’s resolve to
cling to God. Sometimes they even bridge
the chasm that patients sense between
themselves and a seemingly distant God.
Similarly, the pastor’s reading of Scrip-
ture allows patients to affirm the faith that
they share with the hibHcal writers and to
listen to God’s Word for comfort and
encouragement.25 Although many would

not call it “confession,” patients often

By symbolically represent-
ing God’s presence ...

the pastor helps the
patient take medicine

and his or her doetor

a little less seriously.

acknowledge their sins in the pastor’s
presence. In these moments, the “priest”
is especially evident: the pastor both ver-
bally expresses God’s promise of for-
giveness and physically demonstrates the
patient’'s reconciliation to God and the
church by remaining present”\® In many
traditions, the patient’s participation in
Communion is a comparably powerful
reminder of God’s love and presence in
the midst of suffering.

Pastors fulfill this priestly function
to serve God, not to serve medicine. But
this dimension of the pastor’s role does
affect medical ethics. Minimally, Christian
patients will make more consistently
Christian decisions when they experi-
ence their faith community’s support and
know themselves reconciled to God. Itis
easier to calmly and honesdy face uncer-
tain or even life-threatening decisions

when we know that we are not alone.
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This priestly function serves
another task vital to medical ethics; it
helps to counteract medicine’s exces-
sive authority. In our day, medicine and
psychology the
metaphors for healing, and laity often

provide major
heed medical advice “with the kind of
deference given religious disciplines in
earlier centuries.””™My personal expe-
rience is that many parishioners, espe-
cially older ones, obediently accept
“doctor’s orders” without questioning
or understanding those orders. This
excessive authority is visible in Eve's
case: Eve's family initially accepted
without question the physician’s rec-
ommendation to start dialysis and stiU
inclined to dialysis even after hearing
that Eve’s chance of recovery was slim.
This reaction reflects their unques-
tioning acceptance of the physician’s
authority. If they were looking for a
medical miracle, then it also reflects
medicine’s hegemonic control of heal-
ing metaphors. The pastor’'s priestly
function helps curb this immense
authority. By symbolically represent-
ing God’s presence, calling in prayer on
the one true redeeming God, and read-
ing passages wherein God through
Christ is healer, the pastor helps the
patient take medicine and his or her

doctor a little less seriously.

H. Phil Gross, aretired orthopedic
surgeon and professed Christian, writes
that he only prayed silently for himself
and his patients. The major reason for
not praying aloud, he says, is that such
prayer can be construed as a lack of
authority and confidence.28 | believe
that Dr. Gross was wrong never to pray
aloud, but he was right about prayer’s
ability to rein in a physician’s authority.
As Allen Verhey points out.

One cannot invoke the one tme God
and take a presumptuous medicine too
seriously ... When we invoke God as
redeemer, we are freed from the vani-
ty and illusion of wielding human
power to defeat mortality or to eliminate
the human vulnerability to suffering.
An honest prayer could ... restore a
modest medicine to its rightful place
alongside other measures that protect

and promote life and health.29

I concur with Verhey. Prayer’s abil-
ity to restrain medicine’s authority is
enhanced when combined with the pas-

tor’s priestly representative function.

Theological Interpreter

The pastor’s task as theological
interpreter includes two related ele-
ments: helping patients search for theo-
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logical meaning and helping patients
properly understand their traditions.
Regarding the former point, hospital-
ization often occasions a search for
Whether

life-threatening procedure or merely

meaning. faced with a
with the strangeness and inconvenience
of hospitalization, many ask questions of
meaning. Am | being punished? Do 1
somehow deserve this suffering? Where
is God in this? What am 1to learn from
this experience?

The pastor can gently guide the
parishioner in this search for mean-
ing.30 ITis guidance takes various forms.
Pastors can point out appropriate scrip-
tures or discuss the role of suffering in
the life of a disciple or ask what it means
to believe in a God who suffers. Pastors
can also suggest worthy lessons that can
be learned from the experience. For
example, 1 suggested to a parishioner
that her frequent but not serious hospi-
tal stays were an occasion for her to
grow in patience—a virtue she recog-
nized was not well developed in her
life. So too, pastors can sometimes legit-
imately suggest that a parishioner view
his or her illness as an opportunity for
growth in humility, trust, or hope.

In guiding the search for meaning,
pastors must sometimes challenge a

patient’s theological assumptions. If a

parishioner assumes too simple a con-
nection between sin and suffering, for
instance, then the pastor may need to
challenge this linkage—perhaps by
pointing to Job or to Jesus’ explicit rejec-
tion of a simple correlation between sin
and suffering or to Jesus’ own innocent
death. Of course, the pastoral goal in
pointing to Job and Jesus is not merely
to challenge assumptions but to offer a
more profound engagement with suf-
fering—that is, an invitation to wrestle
with the meaning of suffering and to
cling to God'’s presence, even when such
meaning eludes us.

In addition to guiding the search
for meaning, the pastor also helps the
patient or family properly understand
their tradition. Faithful adherents of a
tradition often misconstrue its beliefs or
implications. Consider as examples the
cases offered by Don Browning and
William O’Brien.

Browning’s case is that of “Mar-
garet and the Will of God.” Browning
notes that Margaret and her family held
“to arigid version of Reformed Chris-
tianity ... in which all life’s fortunes,
good or bad, were regarded as the direct
wiU of God.” Browning says that these
beliefs were not “just idle chatter. Mar-
garet did not comply well with even the
simple routines of her everyday care.” 3i
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After all, why should she? K God decides
that she will be sick, then she will be
sick. And if God decides that she should
get better, then she will get better.

For our purposes, it is the chap-
lain’s response that makes this case
noteworthy. The chaplain aclmowledged
God’s providential governance, but chal-
lenged Margaret’'s understanding of that
rule by using scriptural arguments to
show that God’s providence does not
mean that God wills particular sick-
nesses. Instead, argued the chaplain,
God’s providence is such that we can
strive with it toward health. The chap-
lain must have been caring in his con-
versation and skillful in his use of
scripture, for the effect on Margaret was
profound. Her attitude and behavior
changed; she started to cooperate with
her treatment.

O’Brien’s case concerns sixty-five-
year-old Thelma.32 Thelma was ventila-
tor dependent. Thelma had a large,
growing, inoperable tumor in her face
and sinus cavity. She had a history of
pulmonary embolism, heart disease,
asthma, lupus, and diabetes. Thelma
was lucid, but she grew understandably
frustrated and asked for the ventilator’s
removal.

Thelma’s request sounds unre-
markable, given the circumstances. But

Pastors can ... legitimately
suggest that a parishioner
view his or her illness as an
opportunity for growth in

humility, trust, or hope.

Thelma and her loving family were
devoted Catholics who worried that
withdrawal, and the resulting death,
amounted to suicide or euthanasia. They
feared that Thelma’s death would leave
her rejected by God and by her church.
Thelma's family had cared for her the
past eight years and was willing to con-
tinue that care. They strongly resisted
Thelma’s request.

As a Catholic priest. Father O’'Brien
helped Thelma and her family move
toward a more accurate understanding of
their shared tradition. By clarifying the
distinction between “killing” and “letting
die,” O'Brien helped them to see that,
from a Catholic perspective, Thelma was
neither committing suicide nor asking for
euthanasia. Thelma was iastead asking to
be allowed to die. Once relieved of their
fears about suicide, the family, guided by
Father O'Brien, directed their energy
toward caring for and assuring each
other.
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We see the theological interpreter
at work in both Browning’s and
O’Brien’s cases. The chaplain helped
Margaret and her family come to amore
classic expression of their Calvinist faith.
O’Brien helped Thelma and her family
move toward a fuUer and more accurate
understanding of Church teaching. In
both cases, the person responsible for
pastoral care did more than help an
individual in her private search for
meaning. Accepting the authority of
their respective traditions, the pastors
directed patients and their families
toward more complete understandings
of those traditions.

As with the priestly image, pas-
tors do not fulfill their function as the-
ological interpreters to serve medical
ethics. If they fulfill this function well,
they serve God and their parishioners,
and they do so in the belief that the the-
ological claims are true. Nevertheless,
this aspect of the pastor’s role is relevant
for medical ethics. The pastor as theo-
logical interpreter is primarily con-
cerned with beliefs and convictions,
although the search for meaning some-
times also includes character growth.
But as we saw earlier, convictions and
character matter to medical ethics.

The moral implications of the

interpretive function are obvious in the

cases discussed by Browning and
O’Brien. Margaret’'s care and Thelma’'s
death hinged on their gaining better
understanding of their respective theo-
logical heritages. Without this under-
standing, Margaret had no reason to
comply with her treatments and Thel-
ma’'s family had every reason to resist
her decision.

Note too that the standard princi-
ples of medical ethics—such as the prin-
ciples of autonomy and beneficence—
could not substitute for this interpre-
tive function. Granting Margaret's auton-
omy or talking about beneficence does
nothing to address her lack of self-care.33
Indeed, the lack of self-care could be
claimed as an antonomous right. Even
worse, to emphasize Thelma’s autonomy
would disregard the moral claims that
her family rightly makes on her. As a
good Catholic, Thelma may not make
her decision in isolation. Her faith and
her family have avoice that she is moral-
ly obligated to hear. Unlike a generic
appeal to autonomy. Father O’Brien rec-
ognized these moral connections. He
also recognized that Thelma and her
family were misunderstanding their faith.
Attending to either the principle of
autonomy or the pastor’s interpretive
function might have arrived in Thel-

ma’s case at the same physical action-
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removing the respirator. The latter, how-
ever, honored Thelma’s existing moral
commitments in a way that the former

could not.

Translator

The pastor’'s role at the bedside
also includes translation, where he or
she works toward mutual understanding
between all including the

patient, family, and hospital staff.34 As

parties,

translator, the pastor helps patients and
their families “hear” each other, asks
guestions of medical personnel that
patients and families find difficult to
voice, and ensures that patients and
their families understand what they are
being told about tests or treatment
options.®

Pastor Paul acted as a translator, as
an agent of communication, when he
pressed the doctor to explain Eve’s
chance of recovery. Suspecting that rel-
evant information was being left out,
Paul asked the doctor a question that
the family could not bring themselves to
ask.

The chaplain in Browning's case
also acted as translator. Margaret was
hospitalized with severe kidney prob-
lems when dialysis was still scarce and
kidney transplantation was new. See-

ing Margaret's lack of self-care, the hos-

pital committee charged with deter-
mining her course of treatment con-
cluded that she lacked the intelligence
and background to follow the routines
and procedures that would make such
treatments effective. The chaplain
objected to this conclusion. He realized
that Margaret's behavior, which was
perfectly consistent with her world view,
was being interpreted by the committee
as a lack of intelligence. The chaplain
argued that what the committee saw as
signs of mental deficiency were actual-
ly signs that Margaret looked at the
world differently. Thus, besides helping
Margaret reinterpret her tradition, the
chaplain acted as translator by helping
the committee to understand Margaret's
view of God’s providence.36

Facilitating open communication
is a task shared with others in the health
care setting, including nurses, social
workers, and ethics consultants.'? Peo-
ple in these roles are often positioned to
recognize breaks in communication and
understanding. Nevertheless, there are
several reasons that pastors are espe-
cially well situated to this task.

First, there is a good chance that
the pastor and the patient already know
and trust each other. In contrast, the
patient experiences the hospital as a
virtual “universe of strangers.”3 Amid
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those strangers, the pastor offers an
established relationship of trust in which
the patient may explicitly or implicitly
confess questions and concerns that he
or she would not otherwise admit.
Moreover, because the pastor knows the
patient as a real person outside the hos-
pital, the pastor may notice when the
patient’s care, mannerisms, or decisions
seem unbefitting his or her identity.

Second, itis socially acceptable to
acknowledge need and express vulner-
ability to a minister. There is a social
stigma attached to admitting need; yet,
many who would never admit need or
guestions to a doctor, nurse, social work-
er, or ethics consultant are free to talk to
their pastor.

Third, the pastor and parishioner
operate out of the same world view.
They share beliefs and convictions that
health workers may not share. As
Browning's case su”ests, understanding
each other’s convictions is no small mat-
ter. Behavior or wishes that seem odd to
hospital staff may be perfectly compre-
hensible to one who shares the patient’'s
world view.39

To fulfill this function of translator
well, the pastor must cultivate a climate
of trust, security, and openness to
human vulnerability. The pastor also

must exhibit a basic familiarity with the

Being a bedside prophet
also means advoeating
for the patient whose

voice is unheard.

clinical and moral language used in the
hospital setting. For example, it helps to
know the difference between a naso-
gastric and a PEG tube. It helps to know
what a respirator does or how violent-
and often futile—resuscitation is. It helps
to know what is meant by DNR (do not
resuscitate) or PVS (persistent vegetative
state) or EEG (electroencephalogram).
Pastors do not need a technical under-
standing about such matters, but a mod-
est level of understanding is essential if
they are to help bridge communication
gaps.40

Similarly, pastors need a basic
working knowledge of matters such as
health
informed consent, and the four princi-

living wills, care proxies,
ples of bioethics: autonomy, nonmalef-
icence, beneficence, and justice. As
translators, pastors take these notions
and relate them to language and con-
victions that are more natural for their
Christian parishioners. Conversely, pas-
tors sometimes need (as best as possible)
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to translate patient and family concerns
into the moral language of modern

medicine.

Prophet

In invoking the image of prophet, |
suggest two aspects of the pastor’srole at
the bedside: (1) challenging parishioners
to live and die in a way consistent with
what they profess, and (2) explicitly advo-
cating for patients whose voices are
ignored or drowned out.

Pastor Paul acted as prophet when
he gently suggested to Eve's family that
continuing treatment was not in keeping
with their trust in God. Paul’s gentle
suggestion reminds us that being a
prophet at the bedside does not require
harsh, caustic, or demanding speech.
The words may be gentle, the tone quiet.
What is required is hard honesty about
making decisions that are faithful to
what one believes. Pastor Paul exhibit-
ed this honesty in Eve’s case.

Such hard honesty is conspicu-
ously absent, however, from Harold's
case. Harold lived and died his last few
months in a way that belied his faith in
God. Harold never admitted the harm-
ful effects of his addiction or that he was
dying. Perhaps the pastor should have
been more prophetic in Harold’s case.

Perhaps he should have reminded

Harold that Christians need not deny
their sinfulness or their mortality. Per-
haps what Harold needed was a soft
but clear word from his pastor: “Harold,
you are dying. Spend your time with
your family. Spend your time getting
things in order.”

Being a bedside prophet also
means advocating for the patient whose
voice is unheard. The chaplain in
Browning’s case not only translated
Margaret's world view, he championed
her cause. The chaplain challenged the
committee’s conclusion that Margaret
lacked the mental resources for treat-
ment. He also challenged their assump-
tion that perceived intellectual capacity
“He

argued that Margaret was a human

should determine treatment:

being and for that reason alone was
deserving of treatment.”N

Pastors should not underestimate
the need for prophetic patient advo-
cates. Institutional medicine is still basi-
cally benevolent, but the cultural and
economic forces shaping a different,
less caring kind of medicine are strong.
Pastors need to watch out for patients
who are poor and for patients who lack
family as advocates.

| pastor a small urban church, and
my parishioners go to any of four local

hospitals. 1see much good care at these
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hospitals. But in the last few years |
have also seen: the grossly inadequate
pain management of an elderly person
afraid to complain; the discharge to an
unsupervised apartment of a scared,
elderly, confused woman who was both
incontinent and unable to walk; the
failure to determine proper medication
levels before discharge, resulting in mul-
tiple readmissions; nursing assistants
who repeatedly failed to close the door,
pull the curtain, or cover an uncon-
scious, naked patient; technicians and
support personnel who allow patients to
believe that they are trained nurses;
physicians who do not present patients
with all their treatment options; and
doctors and families who ignore a
patient’s advance directives.

The patients in these instances
were unable to advocate for themselves
and lacked family to advocate for them.
With the current cultural and econom-
ic pressures on medicine, pastors will
need to fidfill their prophetic function in
part by becoming patient advocates.

This prophetic function at the
bedside may, of course, inform the pas-
tor’s prophetic role beyond the hospital
walls. Many difficulties confronted with-
in the hospital are systemic. The second-
rate or shortened care a patient receives
often has more to do with limited or

absent health insurance or a health
maintenance organization’s focus on
the bottom line than it does with the
particular doctors and nurses involved.
Nurse or physician error is often ulti-
mately rooted in hospital organization,
not health worker incompetence. So
too, patient care is direcdy influenced by
the exorbitant cost of medications and
indirectly influenced by the way drugs
are marketed to physicians and public
alike. I believe that when such systemic
issues emerge in the pastor’'s advocacy at
the bedside, they should inform aspects
of the pastor’s prophetic task outside the
patient’s room, outside the hospital
walls. These experiences within the hos-
pital could prompt us, for instance, to
ask how the church should voice its
concerns within public debates about
universal health coverage, error report-
ing, Medicare, drug costs, and so on.
The reach of the pastor’s prophet-
ic task beyond the bedside
reminder that the direction of influ-

is a

ence is not unidirectional. What hap-
pens at the bedside also informs our
activity within the congregation and in
“the world.”

Friend
Sometimes pastors are fortunate
enough to have their parishioners also
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become their friends. I do not mean
that they pal around together or that it
is a peer relationship. Rather, I refer to
that deep connection between people
who share common values and goals,
who have come to know, respect, and
trust each other, and who desire each
other’s weU-being.

This image of friendship hints at
moral aspects of care at the bedside
that do not easily fit within the other
images. Consider, for instance, what it
means for a friend to visit, or hold your
hand, or cry with you. Friends do not
visit out of duty or obligation or because
they fill a specific social role. Friends
visit because they care about you—with
all your particular needs, wants, com-
mitments, experiences, and idiosyn-
crasies. Friends visit because they prize
what you bring to the relationship.

There is something deeply affirm-
ing and solidifying about a visit from a
friend that is not encompassed by the
images of priest, interpreter, translator
and prophet. When the pastor is lucky
enough to be afriend, the visit involves
mutual care, even though it is more
focused on the patient. When the pastor
is a friend, the patient is affirmed as an
utterly unique individual who knows
that he or she has received and given

more than a priestly visit.

The reach of the
pastor’s prophetic task
beyond the bedside is
a reminder that the
direction of influence

iIs not unidirectional.

Relatedly, friends listen. Careful,
empathetic, and imaginative listening
skills are also vital to the pastoral
dimensions of interpreter and translator,
but good friends listen in a way that is
not entirely captured by those images.
Good friends often understand what we
mean even though our words are not
carefully chosen. Friends are frequent-
ly the best at understanding what we
mean, not what we say. Conversely,
friends are sometimes called upon to lis-
ten even when they do not understand
what we mean or what we are talking
about. At such times, what is important
is not the understanding but the per-
sonal affirmation implied by the act of
listening. Indeed, sometimes we need
our friends to listen even when we are
not speaking at all.

Friends are also those whom we
are most likely to invite into our moral
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discernment. Pastors are often involved

in a patient’s moral deliberation, but
that involvement is most profound when

the pastor is a friend. In deliberating

with true friends, we do not need to ask
about what some abstract rational person

would do. When deliberating with

friends, we are not even limited to ask-

ing what a believing Christian should do.

When friends discern together they ask
a different question: “What should you—
my friend, an individual whom 1value,

a person with a unique story—do?”

CONCLUSION

The Christian pastor’s relationship to
medical ethics extends from the pew to
the bedside. It starts in the pew, for it is
in the church that we acquire the con-
victions and character vital both to
deciding well and to sustaining medicine
as a praiseworthy practice. It extends to
the bedside since pastors are, or some-
times become, priests, interpreters,
translators, prophets, and friends. =
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INTEGRATING

SPIRITUALITY INTO

HEALTHCARE

BY JOHN SHEA

Adaptive Challenges and Spiritual Paths

e current discussions of how spir-
T?tuality fits within health care can
he grouped into different yet related
conversations. There are conversations
about the spiritual needs of people
when they become patients, about how
medical caregivers are becoming pro-
fessionally interested in patient spiritu-
ality, and about medical caregivers’
interest in their own spirituality. There
is a conversation among chaplains
about how an emphasis on spirituality
influences who they are and what they

do, one within organizations about the
spirituality of leaders and employees in
faith-based health care, and finally a
conversation on how spirituality and
ethics interact on medical and organi-
zational levels.'

The medical and organizational
conversations are the most heated and
the most visible. The give-and-take of
these conversations is not limited only
to professionals in health care, but on
occasion includes contributions from

the larger population. There are strong
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opinions on these issues, and these con-
versations are hy no means over.

The medical conversation begins
with questions of how to evaluate the
recent research into the relationship
between religiousness/spirituality and
mental and physical health. Many stud-
ies show that spirituality/religiousness
has positive effects on mental and phys-
ical health and is influential in both
preventing and coping with illness.®
However, questions abound. Is this
research methodologically sophisticat-
ed? Does it warrant some of the con-
clusions reached? What effect should
this research have on medical practice?
Should physicians inquire into patients’
spirituality and encourage religious prac-
tices as part of a treatment plan? If this
is going to happen, what guidelines are
available to structure this physician-
patient conversation? Do hohstic visions
of health care warrant a deeper involve-
ment of medical caregivers in the lives
of patients? In terms of religion and
spirituality, what do patients want from
nurses and doctors and, in turn, what
level of interaction are doctors and nurs-
es comfortable with? If religion and
spirituality enter into the medical con-
versation in a more systematic way, does
this entail a new relationship with chap-

lains? How do medical caregivers, chap-

lains, and community clergy work
together to provide holistic care?

This focus on the nature and
extent of the interaction between the
medical caregiver and the patient natu-
rally unfolds into questions about the
spirituality of the medical caregivers
themselves. Does their faith and spiri-
tuality influence how they practice
medicine? If spiritual behefs were influ-
ential in their choice to become doctors
and nurses, how are those beliefs main-
tained and how have they changed? If
they are to ask questions about faith
and spirituality, what type of training is
necessary? Is this whole question of the
religiousness/spirituahty of the medical
caregivers an intrusion into their per-
sonal lives?

The organizational conversation
encompasses the medical conversation,
but also goes beyond it. It flourishes in
faith-based health care and asks how
spirituality is or can be avisible feature
on every level of the enterprise, from
boardroom to lunchroom. How do lead-
ers in faith-based health care systems
articulate the theological values that
inform the organization? Should they
also have a spiritual life that is in sync
with the faith-based nature of the orga-
nization? If so, how would that spiritu-
al life manifest itself in their leadership
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style and how could it be measured?
Also, should a health care organization
that welcomes the religiousness/spiri-
tuality of patients extend the same wel-
come to its employees? If so, how should
this be done, especially in an interfaith
world? What does it mean to be an orga-
nization that welcomes the whole per-
son—physically, psychologically, socially,
and spiritually?

Into these conversations on how to
integrate spirituality into health care, |
would like to introduce a distinction
and a perspective. The distinction, bor-
rowed and adapted from organizational
development, differentiates adaptive
challenges from technical fixes. The
perspective, taken from contemporary
spirituality, focuses on people’s experi-
ences and work as a spiritual path. |
think this distinction and perspective
can illumine these efforts to integrate
spirituality into medical practice and
organizational life and also point to a
possible next step in this process.

FROM PROBLEM SOLVING TO
ADAPTIVE CHANGE

In their article “The Work of Leader-
ship,” Ronald A. Heifetz and Donald L.
Laurie distinguish problem-solving
approaches from adaptive change.» When

using the problem-solving approach,

leaders define problems and provide
solutions. In doing this, they shield peo-
ple from the distress the problem is caus-
ing, clarify roles and responsibilities, and
restore order. In adaptive work the lead-
er identifies the challenges, recruits peo-

ple
encourages the rethinking of roles and

into the work of responding,

responsibilities, and does not prema-
turely close down conflict and change
in the name of order. Leading adaptive
work means facilitating a process of deep
change that can involve basic identities,
role definitions, and specific responsi-
bilities. Of course, the key is to discern
what situations call for problem solving
and what situations call for adaptive
work.

Heifetz and Laurie think organi-
zational leaders are most comfortable in
a problem-solving modality. Leaders
have reached their present position of
authority by providing leadership in
the form of solutions, and there is no
reason to call into question what has
been successfnl in the past. Therefore,
they are prone “to make the classic
error of treating adaptive challenges
like technical problems that can be
solved by tough-minded senior execu-
tives.”4

The tendency to approach every

situation as a problem to be solved
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goes beyond organizational leadership.
It can be extended to include medical
professionals. The dominant method of
the medical professional is diagnosis
and treatment, which is a variation on
defining the problem and providing
the solution. The problem-solving
mind-set, once it is firmly in place,
moves to meet each new situation, siz-
ing it up on the terms with which it is
most familiar. It becomes the accept-
able and predictable way of doing
things.

As spiritual interests emerge in
health care settings, they encounter the
organizational and medical problem-
solving mind-set. Spirituality is auto-
matically appreciated in terms of the
medical and organizational structures
already in place and evaluated in terms
of whether it fits or not. The question
becomes: how can this new kid on the
block be included in an appropriate
way, a way that does not disturb estab-
lished roles and ways of working? Lead-
ers in consultation with experts address
the situation and determine an organi-
zationally acceptable response. In other
words, under this modality the inclusion
of spirituality is a problem in need of a
solution.

In the efforts to integrate spiritu-

ality into health care a number of pre-

Could it be that the
efforts to integrate
spirituality into health
care will spur deeper

adaptive work?

dictable problems emerge and solu-
tions are not far behind. If a patient
raises a religious or spiritual issue,
here is what should be done and what
should not be done. If a physician
wishes to incorporate a spiritual history
into the medical history, here are some
guidelines and some sensitive ques-
tions to ask. If leadership wants to
know whether employees and patients
view the organization as spirituality
friendly, here is an assessment tool to
use. Depending on the outcome of the
assessment, here are some procedures
and programs to put in place. If, in
interviewing prospective chief execu-
tive officers for a faith-based health
care system, there is a need to assess
their theological abilities and spiritu-
al sensitivities, here is a way to go
about it. In organizational and profes-
sional cultures that value solutions,
solutions are supplied, often in the
form of guidelines and best practices.
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However, once solutions are in
place and are regularly evaluated,
another process may be triggered. The
necessary stage of problem solving may
be the forerunner of deeper adaptive
work. Although Heifetz and Laurie draw
a sharp distinction between problem
solving and adaptive work, the health
care example that begins their article
holds the two approaches together.

To stay alive, Jack Pritchard had to
change his life. Triple bypass surgery
and medication could help, the heart
surgeon told him, hut no technical
fix could release Pritchard from his
own responsibility for changing the
habits of a lifetime. He had to stop
smoking, improve his diet, get some
exercise, and take time to relax,
remembering to breathe more deeply
each day. Pritchard’'s doctor could
provide sustaining technical exper-
tise and take supportive action, but
only Pritchard could adapt his
ingrained habits to improve his long-
term health. The doctor faced the
leadership task of mobilizing the
patient to make critical behavioral
changes; Jack Pritchard faced the
adaptive work of figuring out which
specific changes to make and how to
incorporate them into his daily life.

Jack Pritchard’s situation begins
with a technical fix—triple bypass
surgery and medication-and unfolds
into an adaptive challenge. The adaptive
challenge is a call to take personal
responsibility and change ingrained
habits. Therefore, the problem solving is
not an end but a beginning, and not
the beginning of more technical fixes,
but an invitation to a deeper level of
involvement. The authors spell out this
deeper involvement in terms of needed
behavioral changes. But the call to
adaptive work often entails an inner
assessment of identity and attitudes as
the basis of behavioral change. In other
words, adaptive work is often ajourney
of self-knowledge that looks inside in
order to find the energy and persever-
ance to change the outside.

Could it be that the efforts to inte-
grate spirituality into health care will
spur deeper adaptive work? Could it
be that as people-patients, physicians,
nurses, leadership, and all levels of
organizational health care—engage the
prescribed solutions of how to inte-
grate spirituality into health care, they
will hear and accept the invitation hid-
den in the solution? Could it be that a
patient hearing a physician say, “Is faith
or spirituality important to you in this
illness?” will begin a process of reflec-
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tion leading down a path Rachel Remen

marks out?

Through illness, people may come to
know themselves for the first time
and recognize not only who they gen-
uinely are hut also what really matters
to them. As a physician, | have
accompanied many people as they
have discovered in themselves an
unexpected strength, a courage
beyond what they would have thought
possible, an unsuspected sense of
compassion or a capacity for love
deeper than they had ever dreamed. |
have watched people abandon values
that they have never questioned
before and find the courage to live in
new ways. Often these ways are more

soul-infused.®

Could it be that physicians who
ask patients whether faith or spirituali-
ty is important to them also pose this
question to themselves? Could it be that
as leaders struggle to connect theologi-
cal values to concrete business deci-
sions they wiU realize no mechanical
connection is persuasive, and seek in
themselves a deeper, more integrated
space to speak from? Solutions are the
seeds of deeper work. As people engage
them, they are called to more. The invi-

tation may be ignored or accepted. If it
is ignored, things go on as usual. Ifitis
accepted, they begin to walk a spiritual
path.

SPIRITUAL PATHS

There are many ways to appreciate the
complex and mysterious reality that is
referred to by words like “religion,”
“faith,” and “spirituality.” From the
perspective of medical research this
reality has been approached by distin-
guishing and relating religion and spir-
ituality, by focusing on spiritual needs
that are companions to physical, psy-
chological, and social needs, and by
spelling out the various domains of
religiousness/spirituality, from church
attendance to religious experienee, in
order to study them more effectively.
However, from the perspective of trying
to integrate faith, religion, and spiritu-
ality into medical practice and organi-
zational life, a different approach may
be helpful. Perhaps the way to proceed
is to appreciate how people’s experi-
ences and activities become a spiritual
path and how spiritualities—beliefs, sto-
ries, and practices-are used on this
path to develop spiritual consciousness
and service. It is this perspective that
will illumine the individual and orga-

nizational adaptive work that might go
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on as a result of engaging the solutions
of integrating spirituality into health
care.

Activities hecome spiritual paths
when in and through them people
develop spiritually. Traditional spiritu-
al paths would include the various
activities of organized religions, e.g.,
liturgies, religious education, prayer
sessions, etc. Many people today include
activities that previously would not he
considered spiritual. People say par-
enting is their spiritual path, or volun-
teering at the hospital is their spiritual
path, or they name being a patient or
nursing or working in human resources.
All these activities have responsibilities
and objectives of their own. Yet the
people engaging in them are adding a
dimension to what is happening. They
are using these activities to awaken and
develop spiritually.

How does this go on?

A story Rachel Remen tells pro-
vides some significant clues. She is
working with a cancer surgeon who is
suffering from depression. “1 see the
same diseases over and over again. |
just don’t care anymore. 1 need a new
life.” Remen suggests that each night he
review his day by asking three ques-
tions; “What surprised me today? What

moved or touched me today? What

He was still attending
to bodies and their
disease proeesses,
but now he was

seeing people.

inspired me today?” He was to write his
answers in ajournal.

At first he came up empty. He just
wrote “nothing” in the journal. Then he
began recalling clinical oddities. He was
surprised that a cancer had grown or
shrunk or that a new experimental drug
was effective. But eventually “he saw
people who had found their way
through great pain and darlmess by fol-
lowing a thread of love, people who had
sacrificed parts of their bodies to affirm
the value of being alive, people who
had triumphed over pain, suffering,
even death.” He was still attending to
bodies and their disease processes, but
now he was seeing people.

This new sight developed in stages.
At first, he became aware only of what
he was seeing at night, as he was review-
ing the day. But gradually the time lags
shortened. “1was building up a capac-
ity 1 had never used. But 1got better at

SECOND OPINION: MARCH 2001 55

PERSPECTIVE



it. Once | began to see things at the
time they actually happened, a lot
changed for me.” What changed was
how he practiced medicine. He began to
share with his patients what he saw,
and they responded in kind. One of his
patients gave him a stethoscope
engraved with his name. When Remen
asked him what he would do with it, he
responded, “I listen to hearts, Rachel. 1
listen to hearts.”

A spiritual path has two inter-
locking elements. The first is the use of
spiritualities-heliefs, stories, and prac-
tices—to facilitate spiritual awareness,
to give new eyes.» In the physician’s
story Remen gives him a practice, three
guestions he must ask himself at the end
of each day. This practice puts him on a
path, and the path becomes a counter
force to his depression. As John Wel-
wood says, “The nature of path is to
lead us on a journey, and it is life's
deepest urge to move forward in this
way. Whenever our lives have this sense
of forward momentum, we feel an
unmistakeable stream of vitality flowing
through us, which tells us we are on to
something real.”~In the extravagant lan-
guage of mystical traditions, the practice
brought him back from death to life.

The surgeon persevered in this

practice and gradually came to see more

deeply. This seeing more deeply hap-
pened in stages. At first, he saw nothing.
Then he saw the surprising on the phys-
ical level. Finally, the personal and spir-
itual came into focus. On a spiritual
path there is a need for both persever-
ance and growth. It is not just the
beliefs, stories, and practices people
espouse. It is the steadfastness of their
attention to these beliefs, stories, and
practices. The beliefs have to be con-
sistently entertained and integrated into
the mental processes, the stories have to
be told and retold to the listening heart,
and the practices have to have a greater
priority than sleep. Path and persever-
ance go together.

However, if there is only persever-
ance and no deepened spiritual aware-
ness, a spirituality is not functioning well.
As the story suggests, spiritualities are
stethoscopes to hear the pulse of the
spiritual in each experience and in every
situation. Therefore, they are known by
their fruits, the effects they produce in the
minds, hearts, and actions of those who
espouse them. Spiritualities must facili-
tate growth in spiritual consciousness.
If they do not do this, it is time to find
new beliefs, stories, and practices that
wil. As people walk the path, the spiri-
tualities that illumine the path and

inspire the journey often change.
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The second interlocking element
of a spiritual path is the dynamic inter-
action of realization and integration.
Realization is seeing the deeper dimen-
sion of the spiritual as it suffuses phys-
ical, psychological, and social life.
Integration is the struggle to act on what
is seen. The physician reflects on this

process.

At the beginning | couldn’t talk about
it and | just wrote everything down.
But I think when | began to see things
differently, my attitude started to
change. Maybe that showed in my tone
of voice or in some other way. People
seemed to pick up on it because their
attitude seemed to change, too. And
after a while, | just began talking to
people about more than their cancer
and its treatment. | began talking

about what I could see.'®

Once again, growth continued—
from not being able to talk, to suspect-
ing that his new attitude was showing
even though he was not talking about it,
to finally saying what he saw. This is the
movement from realization to integra-
tion. However, it is not always this
smooth. In fact, it usually entails exten-
sive trial and error with new ways of

talking and new ways of acting.

In general, spiritual growth moves
from the inside to the outside and back
to the inside. People see or realize the
presence of the spiritual as it arises in
the ordinary interactions of life and,
after a sufficient amount of inner work,
venture out of hiding with their new
realization. This movement into the
outer world has to go through the con-
ditioned mind and deal with recalci-
trant and uncomprehending elements in
their situations. Also, it is often unclear
how this spiritual realization should be
embodied. This struggle of integration
necessitates a return to the realization to
draw from its wisdom and strength, and
then another attempt to embody the
inner spiritual in the outer world. This
inner-outer dynamic is the realization-
integration two-step that is used by

people who walk a spiritual path.

CONCLUSION

Integrating spirituality into health care is
aformidable problem-solving enterprise
that must take into account medical,
moral, organizational, theological, finan-
cial, and legal considerations. Leaders
and experts conspire to find solutions
and develop time-tables for implemen-
tation. What will happen to people as
they engage these solutions? Will some
hear in the solution an invitation to
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deeper adaptive work and begin to walk
a spiritual path? Will they experiment
with spiritualities to guide them and live
in the oscillation between realization
and integration? If they do, the integra-
tion of spirituality into health care will go
beyond structural adaptation into per-
sonal transformation. Also, there will be
a need for different individual and orga-
nizational responses. Envisioning those
responses may be the next step in inte-

grating spirituality in health care. =
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BY MARY B. MAHOWALD

JUST GENETICS?

Biological and Philosophical Perspectives

Books Reviewed

The Triple Helix: Gene, Organism, and
Environment.

Richard Lewontin.

Cambridge, Mass.: Harvard University

Press, 2000. 136 pp. $22.95 (Hardcover).

From Chance to Choice: Genetics and
Justice.

Allen Bnchanan, Dan W. Brock, Norman
Daniels, and Daniel Wilder.

Cambridge, U.K.: Cambridge University

Press, 2000. 412 pp. $29.95 (Hardcover).

Ithough these two books address
Aissues raised by advances in genet-
ics, they are hardly similar in other
ways. The Triple Helix (TH) targets a
fairly widespread assumption that
genetics alone determines how living
things work, amply illustrating that life,
in all of its forms, is much more com-
plex. Maverick biologist Richard
Lewontin refutes the thesis of genetic
determinism—eor what might be called
“yust genetics,” meaning only genetics.

Lewontin is highly regarded not only for
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his research in population biology but
also for his empirically grounded and
challenging critiques of the field.

In contrast, From Chance to
Choice (CC) develops a sustained cri-
tique of discriminatory practices that
arise in applications of genetic infor-
mation, arguing for policies intended
to reduce or avoid injustice. Four main-
stream philosophers advocate moral or
social ideals of fairness or justice, call-
ing for what could be dubbed as “yusJ
genetics,” meaning fair genetics.
Authors Allen Buchanan, Dan W. Brock,
Norman Daniels, and Daniel Wikler
have often collaborated in their appli-
cations of Rawlsian theory to biomedi-
cal problems.

The emphases of the two books,
empirical in TH and theoretical in CC,
befit their authors’ expertise and com-
plement each other: CC may be seen as
building on the descriptive material
provided by TH, or TH may be viewed
as lending empirical support to posi-
tions articulated in CC. Lewontin him-
self apparently construes the work of
Buchanan et al. as complementing his
own; in the blurb on the jacket he prais-
es the authors for demonstrating “how
professional moral philosophers can
help us work through a major social

issue of immediate concern.”
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Four mainstream
philosophers advoeate
moral or social ideals of
fairness or justice, calling
for . . . “yitst genetics,”

meaning genetics.

1 doubt, however, that Buchanan
et al.’s exposition of justice in genetics
within the context of liberal individual-
ism is compatible with the more radical
critique to which Lewontin alludes
when he identifies the cause of “degra-
dation of the conditions of human life.”
That cause, he says, is not the alter-
ations of the natural world that envi-
ronmentalists castigate but “the narrow
rationality of an anarchic scheme of
production that was developed by indus-
trial capitalism and adopted by indus-
trial socialism.” “The environment,” he
claims, “does not exist to be saved.” We
cannot prevent environmental change or
species extinction, nor should we,
because there is no evidence that this is
either possible or desirable. Eventually,
no matter what we do, all life on earth
will be extinct; in fact, having originat-
ed over two billion years ago, life on



earth is already half over. Rather than
engage in futile efforts to “keep things as
they are,” Lewontin counsels us “to try
to affect the rate of extinction and direc-
tion of environmental change in such a
way as to make a decent life for human
beings possible.” Although death cannot
be prevented, we can eliminate or at
least reduce the overwork and under-
nourishment that stiU lead to premature
deaths in countries less “advanced”
than ours. Obviously, Lewontin’s con-
cerns are global rather than parochial.
In contrast, Buchanan et al. tend to
limit their discussion to conditions in
the United States.

Lewontin’s slim tome, readable
within a few hours, is replete with
provocative prose and graphs, sketches,
and tables. Lewontin describes behavior
in various species of plants and ani-
mals, ranging from simple to complex
organisms, including those that have
been extinct for millennia. Fruit flies
(Drosophila), with which the author has
long been familiar through his own
research, figure more prominently than
other organisms as examples of the
ongoing interactions of genes, organ-
ism, and environment that form the
triple helix.

Although many scholars have

explored the interaction between envi-

ronment and genes, few have accorded
influence to the organism itself. But dif-
ferent phenotypes can and do develop
from identical sets of genes and with
identical environments; in both cases,
this signals the impact of the particular
organism on either of the other strands
of the triple helix. Just as phenotype is
an indicator of genotype, “if one wants to
know what the environment of an organ-
ism is, one must ask the organism.” For
Lewontin, then, “aU organisms construct
their own environments,” and “there
are no environments without organisms”
His view coincides with the literal mean-
ing of “environment” as “surrounding”:
there must be an organism for an envi-
ronment to surround. Consequently, to
consider features of the environment,
such as rain forests and river systems, as
if they exist apart from native organ-
isms misrepresents environment, exem-
plifying what philosophers call the
fallacy of abstraction.'

Some might argue that Lewontin’s
critique is directed at a straw person.
Any respected or respectable scientist,
they would claim, is well aware that
genes and organisms and environment
interact, affecting each other in myriad
ways. Lewontin is surely right, however,
that genetics has become “the reigning

mode of explanation” not only among
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biologists but also among tbe public at
large. In general, it has replaced the
environmental model that prevailed
years ago, when B. F. Skinner published
his famous defense of social behavior-
ism.2 Neither environmental nor genet-
ic determinism makes room for human
freedom. As Lewontin makes abimdandy
clear, however, neither model is ade-
qguate. Moreover, his triple helix account
allows us to impute the capacity to exer-
cise free choice to human organisms.
While the author does not examine this
possibility, hmnans may then be properly
construed not only as interactive with
but directive of genetic and environ-
mental influences on their development.

Although Lewontin employs the
triple helix as a new metaphor, his cri-
tique challenges the adequacy of
metaphors in general. Even the
metaphor of “development” comes
under fire because it suggests that each
individual is entirely defined by “the
unfolding of a genetic program imma-
nent in the fertilized e”.” The metaphor
of “adaptation,” once useful in explain-
ing evolution, currently serves to sup-
port the wrong-headed notion that
environment is causally independent of
the organism. To correct the flaws of
these metaphors, Lewontin proposes
one of “construction.” “The construc-
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tionist view,” he says, “is that the world
is changing because the organisms are
changing.”

TH provides clarification of sci-
entific concepts that underlie the dis-
cussion of policy issues undertaken by
CC. Philosophically demanding but flu-
idly and accessibly written, CC is an
impressive example of collaboration
and careful scholarship. Although
Buchanan is the first author, the prin-
cipal philosophical source for all four
authors is John Rawls,”™ whose theory of
justice was applied to health care in
Norman Daniels’s earlier work. To his
credit, Daniels has acknowledged that
the theory of justice he then presented
did not allow for social factors that
impede access to health care, such as
gender, race, and class bias. In its
account of the history of eugenics and its
examination of current issues involv-
ing people with disabilities, CC sub-
stantially reduces this limitation of
Daniels’s earlier work.

Interestingly, another body of work
that has clearly left its mark on the
authors of CC is not explicitly acknowl-
edged for its influence: the work of Tom
Beauchamp and James Childress in var-
ious editions of Principles ofBiomedical
Ethics.” Like Beauchamp and Childress,

Buchanan et al. invoke “common sense



morality” and Rawlsian “wide reflec-
tive equilibrium” while identifying prin-
ciples that are applicable to a variety of
ethical issues. The “method” of wide
reflective equilibrium is defined as fol-

lows:

we test various parts of our system of
moral beliefs against other parts of our
general system of beliefs, seeking
coherence among the widest set of
moral and nonmoral beliefs by revis-
ing or refining them at all levels.

This resembles
Beauchamp and Childress’'s defense of

methodology

coherence as a method ofjustification.”
In addition, the principles through
which they defend their positions are
substantively the same as those devel-
oped in Principles ofBiomedical Ethics,
alheit with a different vocabulary than
the Georgetown mantra of respect for
autonomy, beneficence, nonmalefi-
cence, and justice.”» The term “justice” is
retained in both accounts, but “benefi-
cence” and “nonmaleficence” are main-
ly discussed as “harms” and “benefits”
in CC, and “respect for autonomy” is
mainly considered in the context of “lib-
erty rights” or as “freedom,” especially
“reproductive freedom.” Although the

same principles are used by both sets of

authors, Buchanan et al. focus on jus-
tice, discussing the other principles
mainly or only to the extent that they
relate to justice.

The authors of CC describe them-
selves as performing an “ethical autopsy”
not only on the history of eugenics but
also on current and anticipated issues
raised by advances in genetics. While
their book explores philosophically rich
issues such as genetic determinism, con-
cepts such as “wrongful life” and “nor-
mal species function,” and the treatment
enhancement distinction, they mainly
ignore the philosophical question that is
unavoidable if a thorough ethical autop-
sy of access to genetic services is con-
ducted: the moral status of the fetus.
Their book, they say, is about “problems
raised by advances in genetics, not about
abortion, and so we limit ourselves to
showing the connections between the
issues of the prevention of genetic dis-
ease, wrongful life and abortion, but can-
not pursue the moral and policy
complexities of abortion itself.” Yet con-
sideration of the connection between
“wrongful life and abortion” is insepara-
ble from examination of “the moral and
policy complexities of abortion,” and the
core issue to be addressed in examining
those complexities is the moral status of
the fetus. The genetic services to which
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Buchanan et al. believe everyone should
have routine access include abortion fol-
lowing a positive prenatal diagnosis. By
advocating permissive policies in this
regard, they inevitably support a position
they decline to defend on the spurious
grounds that it is separable from their
concluding recommendations.

In apluralistic culture such as ours,
it is not surprising that the authors
demur from engaging in philosophical or
ethical conflicts that seem irresolvable.
The probability that their input wiU in
fact influence the development of pub-
lic policy may well depend on their not
taking sides in such emotionally charged
debates. My point here, however, is that
they do take a side. Like it or not, then-
positions assume the permissibility of
abortion, and that assumption demands
defense or refutation. Acceptance or
rejection of at least some of their rec-
ommendations rests on the adequacy of
the arguments on either side.

Nor is it surprising that Buchanan
et al. subscribe to a Rawlsian view of jus-
tice, i.e., one that alternates between
the emphases on individual liberty and
on social equality that mark libertarian
and socialist theories, respectively. Most
Americans want both liberty and equal-
ity, despite the incompatibility between
the two if either is construed as an abso-
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lute value. Buchanan et al. also want to
affirm both values. But this particular
rendition of Rawls is more egalitarian
than some accounts, and clearly more
egalitarian than his more recent work.®
The authors’ recurrent, well-reasoned
concerns about genetic enhancement
show their willingness to limit autono-
my so as to promote equality: they sup-
port a parental right to avoid the birth of
children with disabilities while rejecting
policies through which enhancement
of some people disadvantages others.
In addition, they argue strenuously for
social accommodations that would
reduce the disadvantages endured by
people with disabilities solely because
currently able individuals have ignored
their interests.

Buchanan et al. interpret the nor-
mal function model of Daniels, based on
the concept of fair equality of opportuni-
ty in Rawls, as superior to models based
on equal capabilities or equal opportuni-
ty for welfare or advantage. The latter
models, they argue, betray the diversity
and complexity of egalitarian concerns.
To better capture this complexity, the
authors purport to move beyond Rawls’s
“veil of ignorance,” that is, an effort to
overcome potential bias, through a
“morality of inclusion.” This approach

would in fact reduce the inevitable near-



sightedness of policymakers such as
themselves.9 Of course, all of us are near-
sighted in that we cannot adequately see
what others see from where they are in
the world; from a policy standpoint, this
myopia is most troublesome if the poli-
cymakers consist only of those who are
already dominant in society, i.e., afflu-
ent, white, well-educated, currently able,
heterosexual men.

Over adecade ago, feminist stand-
point theorists elaborated and defended
a “morality of inclusion” as a means of
promoting justice (including but not
limited to gender justice).Their pro-
posal, however, goes farther than that of
Buchanan et al. because, on epistemo-
logical and ethical grounds, they
attribute “privileged status” to the input
of those who are nondominant. The
privileged status of the nondominant
individuals who are typically excluded
from policymaking is based on the
expectation that they bring to the table
relevant content that would otherwise
be missing. Ironically, the morality of
inclusion of those who have been least
represented (if at aU) in the development
of policies about genetics might exclude
some of the authors of CC from their
own involvement in that development.

Whether the normal function

model defended by Buchanan et al. is

Like it or not, their
positions assume the per-
missibility of abortion, and
that assumption demands

defense or refutation.

morally superior to other models is of
course debatable. Because they straddle
opposing views on many issues, some of
which may be more coherent than those
the authors defend, the policies that
Buchanan et al. idtimately support seem
to this reviewer rather obvious or wishy-
washy. On pragmatic grounds, their rec-
ommendations may be the best that
policymakers who serve a diverse con-
stituency can hope for. On idealistic
grounds, however, I would have pre-
ferred a more radical critique, one such
as Lewontin’s book invites. Nobel lau-
reate Amartya Sen’s model of equal
capabilities is much more likely, |
believe, to remedy the central flaw of
Daniels’s earlier theory, its neglect of
social and cultural impediments to
human development. While Buchanan
et al. have admirably addressed this flaw
with regard to race and disabihties, they

largely ignore sex, cultural, and class
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differences as obstacles to the full and
free fulfillment of human capabilities.

CC does fulfill another ideal quite
successfully: the principle that intellec-
tual inquiry is most fruitfully conducted
coUaboratively. Although multi-author-
ing typically poses risks of disjointed-
ness, incoherence, inconsistency and
repetition in the resultant text, Buchanan
et al. have not only overcome these risks
but produced a work that is probably of
higher caliber than any one of them
would have produced on his own. In a
limited way, then, the authors exemplify
the benefits of the morality of inclusion
in their own scholarly pursuits. More-
over, even as Lewontin demurs from
addressing substantive ethical or policy
issues, Buchanan et al. acknowledge then-
lack of expertise in relevant areas of the
biological sciences. To facilitate the read-
er's understanding of these areas, they
append an excellent contribution on the
meaning of genetic causation by Elliott
Sober. Lest their speculative considera-
tions become inaccessible to readers who
are less philosophically minded, the
authors intersperse descriptions of cases
and issues throughout the text, enhanc-
ing its readability while clarifying their
exposition. The final fruit of their col-
laborative labor is not an easy read, but
certainly a worthwhile one. m
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Ambiguous Prognosis:
Disease and Narrative

One Hundred Days: My Unexpected
Journeyfrom Doctor to Patient.
David Biro.

New York: Pantheon, 2000. 291 pp.
$23.00 (Hardcover).

y favorite line in David Biro's ill-
I\/Iness narrative oceurs after he

has been diagnosed with the rare dis-
ease that will ultimately lead to a bone-
marrow transplant at Sloan-Kettering
Memorial Cancer Center. Biro enjoys
what many would imagine to be aper-
fect life. He has just completed a der-

matology residency and joined his

BOOKS IN BRIEF

father’s thriving Manhattan practice;
he is happily married to a lovely and
successful woman; and he is complet-
ing a novel that has good prospects
for publication. But as a student of
mythology, Biro knows the presence of
Nemesis, the redistributor of good for-
tune. Thus he writes: “There is too
much evil and tragedy in this world to
pass through unscathed. It wouldn’t
be fair for only some to bear the brunt
of suffering. Otherwise how would we
communicate?”

Even when Biro is not offering
such insights—and they occur too infre-
quently for me—he is an excellent guide

through the horrors of transplantation.
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After considerable medical dispute he is
diagnosed with a rare disease called
paroxysmal nocturnal hemoglobinuria,
a name deriving from the symptomatic
presence of blood in the urine (Biro's
urine remains clear, confounding diag-
nosis). PNH has an ambiguous progno-
sis. Some patients, he is told, do quite
well, yet he reads that many others “suc-
cumb,” aconventional medical descrip-
tion he suddenly finds ominous.
Confronting diverse specialist opinions.
Biro opts for a transplant with its hope
of complete recovery. “Fm a risk-taker,”
he writes. “Fd rather drive aggressively
and dent a fender than sit in traffic for
hours on end.” Here are the poles of
Biro’s personality: his insight that with-
out suffering humans could not com-
municate, and his willingness to dent
not only his own fender but also some-
one else’s. His story takes both its fas-
cination and its limitations from the
distance between these poles—a dis-
tance Biro does not spend much time
contemplating.

Most of the book is a well-written
medical adventure story of ambiguous
diagnosis, troubled decision over treat-
ment, the horrendous treatment itself,
and a recovery almost as ambiguous as
the diagnosis. Biro’s experiences lead
him to reflect on how medicine is organ-
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ized and practiced but, on my reading,
less than he might have. Biro studied
classics and took a doctorate in litera-
ture at Oxford before becoming a physi-
cian; his chapter epigraphs show his
considerable intellectual sophistication.
But he does not substantially develop
the ideas from the epigraphs when
describing the phases of his illness. He
introduces but does not develop inter-
esting thoughts—for example, the nature
and limits of empathy. Likewise, various
plot lines never develop. At first the
family’s medical insurance, carried
through his wife’s employer, refuses to
pay for the transplant; then someone
says they will make a call, and the issue
disappears. Similarly, Biro’s participa-
tion in a Yom Kippur service early in the
book suggests continuing spiritual
reflections that never occur or were cut
in editing.

Biro’'s experiences might be most
usefully read by young physicians
caught in the myth of their own physi-
cal invulnerability, or by those under-
going transplants similar to his. Fellow
patients should be warned, however,
that Biro’s status as a physician leads to
various acts of preferred treatment; for
example, the chief resident at Sloan-
Kettering is a medical school friend who
promises him “the presidential suite” as



his room. Such treatment can only spare
Biro so much of what everyone goes
through, but more than a few rough
edges are smoothed by his and his fam-
ily’s resources.

Perhaps the most singular aspect
of the book for me was the simmering
conflict between Biro's family, with its
effusively emotional, protective, cease-
less helping style, and his wife, who
finds the family’s incessant interven-
tion suffocating. If this conflict also
remains unresolved, perhaps this lack of
resolution—ike the final ambiguity of
Biro’'s physical prognosis—is simply the
nature of things.

Looking back on his experience
with a physician’s appreciation for phys-
iology and a writer’s sense of metaphor,
Biro asks, “How is it possible for aU the
broken pieces of the puzzle to be
?” He has learned that

the parts can reassemble, but the puzzle

reassembled ...

remains. 1 hope he will continue to
return to his illness in future writing and
deepen the puzzle into more of a mys-
tery.

—Arthur W. Frank

Divorce: The Children’s
Burden

The Unexpected Legacy of Divorce: A 25
Year Landmark Study.

Judith S. Wallerstein, Julia M. Lewis, and
Sandra Blakeslee.

New York; Hyperion, 2000. 352 pp.
$24.95 (Hardcover).

pst Americans are aware that
M.almost one in two marriages now
end in divorce, yet the long-term effects
of this revolutionary development in
family life are less well known. Social
scientists have demonstrated that chil-
dren of divorce do more poorly than
children from intact families on a host of
social indicators. Only Judith Waller-
stein, however, followed the same group
of children of divorce over a span of
decades, examining their inner lives as
they became adults. At the twenty-five
year mark, Wallerstein and coauthors
Julia Lewis and Sandra Blakeslee now
report that divorce affects children well
into adulthood. Since at least one-quar-
ter of adults under the age of forty-four
in this country are children of divorce,
this is a very significant finding indeed.

Wallerstein argues that a number
of “cherished myths” about divorce per-
sist in our culture. One myth is that if

SECOND OPINION: MARCH 2001 69

IN BRIEF



divorce makes parents happier, then
children will be happier too. Yet, WaUer-
stein found, the very changes that can
make life better for adults after a
divorce—a new lover or spouse, a more
demanding but fulfilling career—often
make children feel worse because par-
ents become less available to children.

Again contrary to myth, divorce is
not a temporary crisis where everything
will be normal after six months or a
year. Wallerstein found that divorce is
just the beginning of a series of
upheavals that can last throughout
childhood.

Still another myth is that divorce
ends conflict between the parents, that
after divorce the children may miss their
intact family but at least the parents
will no longer be fighting. But Waller-
stein and her colleagues demonstrate
that divorce opens up whole new realms
of conflict between parents.

Wallerstein’s book does not just
dispel myths; it also brings new and
important findings to light, and it poses
significant questions for our future. After
a divorce children often take up new
roles in the family. Some children
become caretakers, some act out, and
still others become loners, essentially
abandoned as parents are swept up into

postdivorce lives and responsibilities.
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Wallerstein found that children of
divorce now in their twenties or thirties
often reinstalled these childhood roles
in their own romantic relationships, and
many struggled for years to find loving,
stable marriages. Even those who were
successful in love reported recurring
fears that the relationship could end
unexpectedly.

Wallerstein also includes an
important—and rare—discussion of how
vulnerable children fare. Bright, physi-
cally healthy children can be devastat-
ed by divorce, but they also have
internal resources to help them adapt
quickly to the many changes divorce
brings. But vulnerable children, espe-
cially those with physical or mental dis-
abilities, adapt to change very slowly, if
at all. As a consequence, they suffer
more and, in the case of one young man
Wallerstein discusses at length, they can
end up clearly heartbroken.

As the children of divorce in her
study aged, Wallerstein found they were
more likely to have strained relation-
ships with their divorced parents—espe-
cially their fathers—than did adults in a
comparison group who grew up in intact
families. When adults feel their parents
did not fulfill basic obligations to them
as children, they are often less willing to
help when those parents become older



and dependent. Therefore, Wallerstein
raises a critical question for the future.
If the bahy boomers who first ushered in
the divorce revolution are aging—and
living longer then previous generations—
and if many of them have strained or
nonexistent relationships with their
adult children, who will care for this
new cohort of dependent, disconnected
older Americans?

While Wallerstein cannot answer
that question, she does offer other sug-
gestions to parents, politicians, and soci-
ety. In particular, Wallerstein has much
to say to family courts. She charges they
have treated children in divorce cases as
passive, voiceless agents. She urges the
courts to seek out and listen to the
child’s perspective, to allow custody
decisions to change as a child’s needs
change, and to evaluate aU custody deci-
sions one year later to see how a child is
doing (something, astonishingly, the
courts do not do at the present time).
She also urges more data gathering. For
instance, there is no tracking of how
many children of divorce fly alone each
year, and no one knows how these solo
journeys affect children.

For years, the courts and many
parents have been making decisions
about divorce with strikingly litde infor-
mation about how divorce affects chil-

dren. Thanks to Judith Wallerstein and
a handful of other social scientists the
guestion is no longer whether divorce
affects children, but what we should do
about it.

—Elizabeth Marquardt
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The Goods of Marriage

The Casefor Marriage: Why Married
People Are Happier, Healthier, and Better
OffFinancially.

Linda J. Waite and Maggie Gallagher.
New York: Doubleday, 2000. 260 pp.
$24.95 (Hardcover).

arriage is good for you. This is the
M message of Linda Waite and Mag-

gie Gallagher’s recent hook, which has
been eagerly anticipated by many in the
nascent “marriage movement.” Waite is
a professor of sociology at the Universi-
ty of Chicago, where she has focused
on the family, aging, and women in the
work force. Gallagher is a syndicated
columnist, social commentator, and
director of the Marriage Program at the
Institute for American Values. The mar-
riage movement is an emerging coalition
of scholars, religious leaders, and civic
leaders who view strengthening mar-
riage, reducing divorce, and curtailing
unmarried pregnancy as key to building
agood society, particularly for children.
The health benefits of marriage are part
of the arsenal that these folks, and Waite
and Gallagher in their book, use to make
the “case for marriage.”

The thrust of Waite's statistics and

Gallagher’s rhetoric is that a case can be
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made. They debunk what they call the
five myths of the postmarriage culture:
(1) divorce is the best outcome for chil-
dren when a marriage is unhappy; (2)
the decision of adults to cohabit or
remain single does not (and should not)
matter to the wider society, so long as
they do not have children who could be
harmed by these alternative lifestyles;
(3) marriage is good for men, but bad for
women; (4) marriage puts women at
risk for violence; and (5) marriage is a
purely private matter.

Waite and Gallagher deconstruct
the last of these myths first with a
description of a “marriage bargain”
that seems to have become unenforce-
able, if altogether extinct, in recent
decades. Significantly, this marriage
bargain—the very modern-sounding
term by which the authors seem to
invoke the classical marital goods of
procreation, fidelity, and permanence
articulated in many religious tradi-
tions—is a public as well as a private
good. Society has a role in strengthen-
ing marriage, and it benefits from the
social stability that these happy unions
provide. Indeed, at one point the
authors remark that recent attempts of
gay and lesbian couples to marry
demonstrate the importance of mar-

riage as a social institution.



Marriage and family are not, how-
ever, uncontroversial topics—and this
will likely not be an uncontroversial
book. One area of possible controversy
is the use of the language of health.
Indeed, the authors strike the notes of
the traditional marriage blessings of
health, wealth, and happiness through-
out. Nonmarried people have higher
rates of mortality than the married—50
percent higher among women and 250
percent higher among men. Married
surgical patients are less likely to die in
the hospital than singles. Happy mar-
riages are thought to foster higher lev-
els of immune function. Married people
have better and more frequent sex than
single people. Married people are more
affluent, and married men make signif-
icantly more money than bachelors.
Indeed, getting married is reported to
increase a man’s salary by about as
much as a college education. Women,
too, benefit from the economies of scale
in marriage (two together can live more
cheaply than two apart) and from the
social capital and support provided by
their husbands’ families, particularly in
The

authors also take care to point out the

childrearing and inheritance.
benefits of marriage to children, which
are presumably a boon to parents, as
well.

The somewhat dry, utilitarian tone
of the argument may sound a discordant
note for romantics wont to focus more
on marriage’s intrinsic goods than its
instrumental uses. Somehow the
authors never conclude that their strik-
ingly utilitarian argument, unjoined to
any language of commitment and
reciprocity, also risks making marriage
a selfish enterprise, if the considera-
tion of one’s own good elides consider-
ation of marital mutuality and the good
of the family. Moreover, just as the plea
to “eat your vegetables because they're
good for you” often falls on a child’s
deaf ears, the call to get or stay married
for one’s own good may not persuade an
adult to partake of marriage as a means
of achieving happiness, health, and
wealth.

But then again it just might. One
can quibble endlessly with rhetoric, but
quibbling becomes more difficult when
the rhetoric is backed up with the ample
statistics that Waite and Gallagher pro-
vide. While children in high-conflict
marriages may be better off after their
parents’ divorce, the evidence suggests
that children in low-conflict marriages
may do just fine. It turns out that the
decision of some adults to cohabit or to
give birth to children out of wedlock

may have lasting negative effects, not
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just for the adults involved, but for the
wider society; the ideals of commitment
and shared sacrifice in the “marriage
bargain” may devolve to the “cohabita-
tion deal” reality of hypertrophied indi-
vidualism and easy exit. The old view
was that single men live a life that is
“nasty, brutish, and short” while spin-
sters flourish; the new knowledge is
that, while single men still go to an ear-
lier grave than their married counter-
parts, married women apparently
outrank their single sisters in both
length and quality of life.

Perhaps a more contentious issue
than the book’s utilitarian twist is the
way in which it straddles the line
between describing and prescribing. For
many growing up in the same Baby
Bust/Generation X cohort as this
reviewer, the problem is not an inabili-
ty to appreciate the benefits of those
marriages that make it, but the paralyz-
ing perception that far too many mar-
riages do not. Recent studies have
shown us to be a generation with ideals
of married life that may be so overly
romantic and unrealistic that troubles
arise when reality does not meet expec-
tations. Growing up in the aftermath of
the sexual revolution and the divorce
revolution, many of us view the “mar-
riage bargain” as a risky venture. As a
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result, we setde for relationships that are
less than they could, and should, be. The
Casefor Marriage may not persuade all
with its foray into a more normative
realm, but its wealth of statistics accom-
panied by cogent argument should con-
tribute greatly to broader social
discussion of the goods—and even the
health benefits—of marriage and family.

—M. Christian Green



Man With a Balance on a
Table

Sovereign Virtue: The Theory and
Practice of Equality.

Ronald Dworkin.

Cambridge, Mass.: Harvard University
Press, 2000. 511 pp. $35 (Hardcover).

atever else you might want to say
WZbout recent philosophical work
on justice emerging from the New York
area, you can hardly fault the aesthetic
taste of its producers: Vermeer’s extraor-
dinary Woman Holding a Balance dec-
orates the covers of Frances M. Kamm'’s
Morality, Mortality (vol. 1, Oxford,
1993), the cover of the May 2000 Hast-
ings Center Report (with lead articles on
health care justice), and now Ronald
Dworkin’s new book too.

Using Vermeer’'s image as the
emblem for explorations of justice is,
of course, enormously inviting: a
woman, possibly pregnant, certainly
serene, delicately poises an empty bal-
ance over atable strewn with rare and
precious things—pearls and gold jew-
elry. She stands under a painting of
Christ judging all souls at the world’s
end, obscuring just that place where
Saint Michael traditionally stands
wielding a balance of his own. The

iconographic resonances are almost
too available.

Still, in some way, the art is less
appropriate for Dworkin’s book than it
might be—ess so than for Kamm's book,
certainly. Kamm weighs minute moral
distinctions in the finely calibrated bal-
ance of her intuitions; Dworkin’s pro-
cedure is bolder, his ambition to build
theory stronger, and the range of appli-
cation of his views much wider. It almost
seems that the background painting,
the ultimately authoritative separation
of all sheep from all goats at the Last
Trump, coheres more closely with
Sovereign Virtue.

The broad sweep of Dworkin’s
position is most clearly on view in his
statement of the book’s fundamental
theme. He defends the now unpopular
idea that equality is a sine qua non for
political legitimacy—any state that does
not treat its citizens with equal concern
is unworthy of their allegiance, and in a
state with striking levels of material
inequality, the equal concern of the gov-
ernment for its citizens is gravely suspect,
since those inequalities reflect decisions
and actions of the government Although
he never quite comes right out with it,
the implications of his view for the fun-
damental legitimacy of the American

government seem inescapably grim.

SECOND OPINION: MARCH 2001 75

IN BRIEF



The book’s first seven chapters
are devoted to the idea of equality as the
sovereign virtue, first (and most snper-
ficiaUy—a curiosity in this densely-argued
book) providing basic motivation, then
specifying the understanding of equali-
ty that is appropriate to the assessment
of governmental institutions and prac-
tices. Dworkin argues that the pertinent
kind of equality is equality of resources,
not of welfare, and then turns to the
problem of gauging equality of
resources. This is tricky, in part because
Dworkin’s political philosophy is con-
strained by the two principles of a moral
philosophy he calls “ethical individual-
ism”: it is equally important that each
human life be successful rather than
wasted; it is also important that each
individual is specially responsible for
the choices that shape the kind of life
lived. The first of these principles
requires social arrangements that strive
to render our political and material
standing insensitive to our gender, race,
class, or particular skills or handicaps;
the second principle requires that our
social arrangements allow our lives to
reflect our choices. Nothing so simple as
making sure that everyone always com-
mands an equal share of the gross
domestic product will accommodate this

view.
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To assess whether a given political
order accords with these principles,
Dworkin has us imagine a situation of
initial equality of resources as deter-
mined by an auction that divides lots
among bidders who were originally
equipped with equal amounts of cur-
rency. The auction continues to run
until all the lots are distributed in such
a way that no one envies anyone else’s
holdings. People will then start to do
things with their resources that will
likely result in the initial situation being
disturbed—some will be more risk
prone than others, some luckier, some
unluckier—and the initial equality of
resources will give way to some indi-
viduals controlling more resources than
others. Some of the resulting inequali-
ty will reflect choice, and thus be
acceptable. But some of it will reflect
contingencies of fate—ill health, for
example—and a legitimate political sys-
tem must have mechanisms to correct
for inequalities not traceable to choice.
The amount of social resources appro-
priately made over to such mechanisms
is to be determined by a hypothetical
insurance market. Dworkin claims that
we can roughly determine what the
appropriate rate of redistributive taxa-
tion would be, as well as how much of
our wealth we should set aside to fund



such things as universal health care, by
imagining at what levels reasonable
individuals, operating from a position of
initial resource equality, would insure
themselves against, for example, the
possibility that their constellation of
talents and interests would command
unacceptably low rates of income in a
developed economy.

This is only the barest sketch of the
book’s fundamental argument. But it is
not only in the scope of its theorizing
that Dworkin’s views seem not altogeth-
er well symbolized by the painting. Ver-
meer’'swoman holds the balance in her
hand; itis not set upon the steady table
before her. This image seems to better
symbolize an understanding of the moral
life that is in some important way plu-
ralist-values that are the most deeply
important to us can pull against one
another in fundamental ways, and moral
decisionmaking will require discerning
judgment, rather than the skifhul appli-
cation of theory. But what is perhaps
most philosophically striking about
Dworkin is how insistently systematic
his vision is. It is not merely that he
builds interesting, and sometimes com-
pelling, connections between the book’s
first seven chapters on theory and the
later seven, which explore health care

insurance, welfare reform, campaign

finance reform, affirmative action, genet-
ic engineering, and physician-assisted
suicide. It is, rather, in his almost pla-
tonic argument for a kind of unity of the
virtues that the deepest aspirations of his
thought can be seen. Dworkin insists
that, far from conflicting with each other,
equality and liberty are mutually com-
patible and that our own hopes to live
lives morally admirable on a personal
level can be fulfilled only ifwe live in just
communities (yet another grim implica-
tion of his view).

Fundamentally, however. Sovereign
Virtue does manifest, in its own medium,
much of what is most generally impres-
sive about Woman Holding a Balance.
Despite its dense complexity, something
hke Vermeer’s light can be seen washing
over its image of away of life that answers
to the strong desire to lead lives richly
shared, yet distinctively significant.

—James Lindemann Nelson
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NEWS & NOTES

They Want to Believe

The Hluminati are at it again, according
to aU. S. conspiracy theorist and the gov-
ernment of South Africa. Manto Tsha-
balala-Msimang, South Africa’'s health
minister, distributed a chapter from a
book written by William Cooper to tbe
country’s provincial legislators. In his
book Cooper claims that a secret group
bent on global domination—the IHlumi-
nati, whose purported objective is to
enslave the human race by creating a
Satanic one-world government—desires a
reduction in the African population. To
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BY KIRSTON FORTUNE

accomplish this, they introduced AIDS
via the smallpox vaccine. Cooper wrote.
Linked to the conspiracy are extrater-
restrial aliens, also tools of the llluminati.
Harper’s Magazine recently published
atranscript of the conversation between
Tshabalala-Msimang and South Africa’s
Radio 702 commentator John Robbie, in
which the health minister refused to
answer direct questions about the epi-
demic and her distribution of the Coop-
er excerpt, one of which was: “Do you
accept that HIV causes AIDS?”
Tshabalala-Msimang’s evasion is
in keeping with official policy. President



Thabo Mbeki, who drew a firestorm of
criticism last year with his refusal to
provide the drug AZT to infected preg-
nant women, apparently does not
believe that HIV causes AIDS. In the
summer of 2000, he assembled an advi-
sory panel to examine the true nature of
AIDS, reports the Africa Policy Infor-
mation Center. The panel included
mainstream scientists and “ dissidents,”
scientists who believe that immune defi-
ciency is caused by a variety of factors
including poverty, malnutrition, poor
hygiene, and local diseases. Critics
charge that by giving HIV deniers a
platform, Mbeki is contributing to geno-
cide.

The results of the panel’s deliber-
ations were hardly unexpected: the two
sides remained at odds, and no agree-
ment on the cause of AIDS was reached.
This lack of consensus will likely serve
to justify the government’s continued
inaction.

While there is little evidence sup-
porting the existence of the Illuminati,
there is a conspiracy afoot—ene best
described by Nelson Mandela as “acon-
spiracy of silence.” The current face of
this conspiracy is the intentioned blind-
ness that allows the epidemic to rage vir-
tually unchecked. It's true what they
say about denial, it's not just a river in

Egypt; itis aflood that will devastate an
entire nation. m

“God Loves Ephedra”

The 1994 Dietary Supplement
Health and Education Act essentially
freed “natural” remedies from federal
regulation. Since then vitamins, miner-
als, herbs, and sports nutrients have
become a$15.7 billion industry, reports
the Washington Post. The industry uses
the usual combination of methods to
protect and enhance its interests—ob-
byists, political contributions, advertis-
ing, and letter-writing campaigns to
pressure government agencies—plus a
few new techniques that are proving to
be quite successful.

The main beneficiary of these
efforts is the industry’s biggest money-
maker, ephedra. A powerful herbal stim-
ulant, it is primarily taken as a weight
loss aid. It is also linked to insomnia,
arrhythmia, hypertension, heart attacks,
seizures, and strokes. Federal health
officials have labeled the substance
“legal speed.”

Prompted by reports of more than
1,200 cases of illness and eight deaths
linked to the herb, the Texas Depart-
ment of Health tried and failed three
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times since 1994 to impose restrictions
on the sale of ephedra. The supple-
ments industry induced a stream of mail
to lawmakers, and arranged testimonials
at every public hearing on the depart-
ment’'s proposals. At one such hearing
during the state’s 1996 attempt, a
woman led a revival-style call and
response with the audience: “God loves
ephedra because it is awonderful herb.”

While not quite a divine interven-
tion, this is nevertheless an interesting
and obviously successful tactic. Take
note, those of you who would like to see
the legalization of other “wonderful

herbs.” m
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PARK RIDGE CENTER EVENTS

CONGREGATIONS, HEALTH, AND HEALING: FOCUS ON VIOLENCE
A Conference. Have you ever considered that acts of
r violence are a serious community health problem?
Learn how your community congregations can suc-

cessfully unite to address violence.

June 5, 2001

Evanston Public Library
Evanston, IL

$50 (scholarships available)

SPIRITUAL CARE ATTHE END OF LIFE: PROFESSIONAL CHALLENGES
Two Workshops.What do dying patients want from care-

givers? And what spiritual needs remain unmet by cler-
gy and faith communities?

WORKSHOP FOR CLERGY
September 11, 2001

Good Samaritan Wellness Center
Downers Grove, IL

$60

WORKSHOP FOR CAREGIVERS
November 8, 2001

Lutheran General Hospital
Park Ridge, IL

$60

SPIRITUALITY AND HEALTH CARE: REACHINGTOWARD A HOLISTIC FUTURE
A Whr/cshopfacilitated by John Shea. Learn howto relate

the medical and business sides of health care with con-
cern for the spiritual.

September 25, 2001
The Park Ridge Center
Chicago, IL

$150

TO REGISTER, CALL TOLL EREE (877) 944-4401
OR VISIT WWW.PARKRIDGECENTER.ORG


http://WWW.PARKRIDGECENTER.ORG

Religious Traditions Handbook Series

A quick reference to fifteen religious traditions and their application in health care

This useful guide for health care workers serves as : .
The Buddhist Tradition

a practical, easily accessible reference on the I,
Religioufi Belleflfind
beliefs and moral positions of fifteen religious tradi- Healthcare Desiiona
tions regarding various clinical issues and procedures.

Each handbook contains a historical synopsis, the tra-
dition’'s fundamental beliefs about health care issues,
and a discussion of the observances and practices that
relate to care of the sick.

A must-have for health eare institutions.

SERIES INCLUDES: Religious Traditions
Handbook Series... $79.95

ik- NEW RELEASE

"The Buddhist Tradition"
The Christian Science Tradition now available......... $5.95

The Anabaptist Tradition

The Bnddhist Tradition

The Episcopal Tradition

The Islamic Tradition

The Jehovah's Witness Tradition
The Jewish Tradition

The Latter-Day Saints Tradition

The Lutheran Tradition ORDER TOLL FREE

The Orthodox Christian Tradition 877/ 944-4401

The Presbyterian Tradition

The Roman Catholic Tradition . OR O N U N E
www.parkridgecenter.org

The Seventh-Day Adventist Tradition
The United Chnrch of Christ Tradition

The United Methodist Tradition

A Park Ridge Center publication


http://www.parkridgecenter.org

Spirituality and Health Care

Reaching toward a Holistic Future

by John Shea

hat is the role of spirituahty in
health care?

This book unpacks the spiritual side of

the new dialogue between medical and )

religious professionals. Using accessible Kcachm.g t(?ward a
. Holistic I'uture

language, noted author and theologian

John Shea evaluates current research

and provides a foundation for efforts to

integrate spirituality and health care.

Shea has written a dozen books about John Shea
spirituality, including Elijah at the
Wedding Feast and Other Tales and

Gospel Light, Paperback................ $12%5
Book on tape
[read by John Sheg] ... $24.95
SAEPRCE.............. $19.95

ORDER TOLL FREE

i 877/944-4401

- OR ONLINE
www.parkridgecenter.org

| Park Ridge Center Publication


http://www.parkridgecenter.org

Advance Care Planning

Raising End-of-Life Issues

A Communication Pocket Guide for Physicians

Advance Care Planuing;;
Raising

Enci-ot-Life
Issues

tde Guice

NEW RELEASE!

4 X6.5", 32 pages
Paperback.............. $4.95

ORDER TOLL FREE

877/944-4401

OR ONLINE

resource developed for physicians and health
Acare workers who may need to discuss end-of-hfe
issues with patients and families. Using an ethical
framework, the guide suggests constructive ways to
initiate conversations about life-sustaining treatments.

Five scenarios are addressed: when patients are
healthy, when they become chronically ill, when
acute illness occurs, when terminal illness is diag-
nosed, and after brain death has occurred.

This guide is a valuable tool for health care workers
who are sensitive to patients’ concerns and want to
convey the right message at the right time.

www.parkridgecenter.org

A Park Ridge Center publication


http://www.parkridgecenter.org
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CALL FOR mPEDS

Second Opinion welcomes manuscripts that address a diverse but educated readership
including clinicians, ethicists, policymakers, theologians, chaplains, medical humanities
and religious scholars, journalists, and general readers. Given this range, the Park Ridge
Center encourages potential SO authors to target manuscripts to a reader who thirsts for
an understanding of the issues but does not want to delve into academic jargon. Do not
write for the specialists in your field, but rather for the general educated reader.

TOPICS

Issues of special interest include but are not limited to spirituality and health; the role
of religion and faith-based organizations in health care; perspectives of specific reli-
gious traditions on health issues; ethical and religious challenges of science and tech-
nology in general and of the post-genomic era in particnlar; aging; care and coping at
the end of life; inequality in health care; public and global health; and social justice.

TYPES OF MANUSCRIPTS
Essays-Original scholarly essays are generally 2,000 to 5,000 words.

Features-First-person narratives, fiction, poetry, art, personal perspectives, debate and
commentary, and preliminary works in progress are generally up to 5,000 words where
applicable. While SO editors intend to publish commissioned poetry, submitted poetry

will be considered.

Perspective Book Reviews-Editors will commission these reviews of multiple
books on a similar topic. Authors are asked to review the books and provide an
overarching perspective within 2,000 to 3,000 words.

Books in Brief-Editors will commission reviews of individual books at 600 to 700
words each.

TO SUBMIT A MANUSCRIPT

Direct inquiries about potential SO articles to senior editor David B. McCurdy (phone:
312/266-2222 ext. 225, fax: 312/266-6086, e-mail: dom@prchfe.org). Submit
manuscripts to managing editor Therese Samodral (phone: 312/266-2222 ext. 228;
fax: 312/266-6086; e-mail: tsamodral@prchfe.org), or contact her for the document
“Guidelines for Anthors.”


mailto:dbm@prchfe.org
mailto:tsamodral@prchfe.org
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Ethics:
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