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n imimmigrant couple, recently 
arrived from India, requests an ultra­
sound procedure for their expected 
third child (they have two daugh­
ters). They tell the physician that 
thev are concerned about the health 
of the fetus. The ultrasound detects 
no problems. 

''And is it a boy or a girl?" the 
parents ask. 

An alert physician might won­
der how best to respond to the 
couple's question. Requests for 
prenatal sex determination as a 
potential prelude to sex-selective 
abortion have surfaced among 
Indian immigrants in the United 
States and Canada.' Abortion for 
the purpose of sex selection is 
widely practiced in India. Sources 
report that the sex ratio in India is 
approximately 93 females for every 
100 males, whereas in most soci­
eties the ratio is about even. (In the 
Indian state of Haryana the ratio is 
83 females for every 100 males.) 
Ultrasonography is commonly used 
in India to determine the sex of 
fetuses that are subsequently 
aborted. Social and cultural factors 
there conspire to favor male off­
spring, thus placing female fetuses 
at risk for selective abortion. "The 
root of the problem is ancient and 
economic. Male children are 
favored since they carry the family 
name and frequently get the family 
inheritance. Girls are viewed as lia­
bilities, who will cost their parents 
a dowry when they marry and 
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move into their husband's homes 
[sic] ... " 2 The Indian government 
has attempted to stem the tide of 
sex-selective abortions. A 1994 law 
banning the use of prenatal tests 
for sex determination has been 
only marginally effective in the face 
of traditional attitudes. 

While no U.S. law prohibits pre­
natal sex-determination proce­
dures, discussions about ethical 
aspects of preconception sex selec­
tion for nonmedical reasons pro­
vide an apt analogy. The ethics 
committee of the American Society 
for Reproductive Medicine advises 
that, if preconception sex selection 
methods such as X- andY-sperm 
cell separation are established as 
safe and effective, physicians may 
perform these procedures "for gen­
der variety in a family" when cou­
ples "are fully informed of the risks 
of failure" and "affirm that they will 
fully accept children of the opposite 
sex if the preconception gender 
selection fails." This second condi­
tion precludes aborting fetuses 
solely because of their sex. 

The AMA's Council on Ethical 
and Judicial Affairs has taken a dif­
ferent tack. Its policy statements 
on artificial insemination advise 
physicians against participating in 
sex selection of sperm "for reasons 
of gender preference. Physicians 
should encourage a prospective 
parent or parents to consider the 
value of both sexes." A related 
statement on genetic counseling 

holds, "It would not be ethical to 
engage in selection on the basis of 
non-disease related characteristics 
or traits:' Physicians who are 
morally distressed by the possibili­
ty that parents may request abor­
tions on the basis of genetic infor­
mation may "choose to limit their 
services to preconception diagnosis 
and advice or not [to] provide any 
genetic services;' including ultra­
sonography.5 (The physician in our 
opening scenario might opt for this 
approach.) 

These considerations would 
suggest that healthcare profession­
als are obligated to disclose only 
the medically relevant information 
that results from prenatal tests and 
procedures. If, however, they dis­
close to some patients "nonmedi­
cal" information-such as the sex 
of a fetus when no related medical 
concern is present-and withhold 
similar information from other 
patients, they run the risk of acting 
in an arbitrary and unjustifiably dis­
criminatory way. It is better to 
establish a consistent stance con­
cerning such disclosure, and stick 
to it. 

At the same time, healthcare 
professionals should not overdraw 
the association between sex selec­
tion and persons of Indian descent. 
Sex selection and sex-selective 
abortion are not unique to India 
and immigrants from India. The lat­
ter practice may be even more 
prevalent in China and Korea than in 
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India. Worldwide, according to one 
source, 42 percent of female fetuses are 
aborted, compared with 25 percent of 
male fetuses.6 Further, although 
Hinduism is the majority religion of 
India, Hindu teaching does not support 
sex-selective abortion but condemns it. 
The cumulative weight of Hindu tradi­
tion rejects abortion for any reason 
other than jeopardy to the mother: 
"[F]rom earliest times, ... abortion (viz., 
deliberately caused miscarriage as 
opposed to involuntary miscarriage) at 
any stage of pregnancy has been moral­
ly condemned as violating the personal 
integrity of the unborn, save when it 
was a question of preserving the moth­
er's life. No other consideration, social 
or otherwise, seems to have been 
allowed to override this viewpoint."

Avoiding unwarranted generaliza­
tions about peoples, their culture, and 
their religious traditions is important 
because such generalizations can 
become stereotypes that are applied 
unjustly to persons from that cultural or 
religious group. Not every couple of 
Indian descent will ask about the sex of 
their child-to-be; not every couple who 
ask will be considering abortion. 
(Conversely. some couples from non­
Indian backgrounds will seek the same 
information precisely because they have 
sex selection and possible abortion in 
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- rs. Swanson was in the 
recovery room following surgery 
for an intestinal obstruction. 
Disoriented from her anesthesia 
and in great pain from her opera­
tion, she called over and over for 
pain relief. The recovery room 
nurse told Mrs. Swanson that the 
doctor would be by in a while and 
assess her pain at that time. 
■ Diagnosed with AIDS three 
years ago, Tom recently devel­
oped respiratory failure and 
wound up in the ICU. An endotra­
cheal tube was inserted for 
breathing support, and after treat­
ment proved ineffective, Tom 
could not be weaned from the res­
pirator. He had previously 
expressed his wish not to be sus­
tained on artificial life support, 
and he now asked the physicians 
to withdraw the respirator and 
allow him to die. Tom developed 
severe anxiety, but his physician 
refused to administer sedation 
during the process of withdrawing 
the respirator, saying, "I will not 
euthanize this patient." 

+ + + 
What do these scenarios have 

in common? Each reveals some 
of the ethical problems associat­
ed with treating patients when 
curing them is no longer the goal. 
In some instances, this point will. 
come when the patient is termi­
nal, in others when the patient 
has had a medical procedure but 
is still in pain. 

This newsletter is available 
on the cc:Mail system 

as a new bulletin board 
called e-ethics. Watch for 

monthly postings. 

The art and science of alleviat­
ing the suffering of the sick is 
called palliation, and it's a central 
goal and duty of medicine. The 
ways in which healthcare practi­
tioners understand and provide 
palliation varies quite a bit, as 
nurses and doctors balance com­
peting moral concerns while car­
ing for patients. 

In Mrs. Swanson's case, as in 
many post-operative situations, 
the nurse was reluctant to admin­
ister sufficient post-operative pain 
medication. Nurses may be afraid 
of violating established proce­
dures, and physicians may fear 
producing addiction in the patient, 
although short-term medicinal use 
of these drugs rarely produces 
true addiction. Establishing an 
adequate plan for pain manage­
ment during a pre-operative con­
versation between Mrs. Swanson 
and her doctor might have pre­
vented her distress. 

The AIDS patient's physician 
balked because he feared that 
strong sedatives would hasten or 
even cause the patient's death. Yet 
if the doctor intends Tom to expe-

rience maximal symptom relief 
but does not intend to actively 
bring about Tom's death, the doc­
tor is morally justified in adminis­
tering the medication. Most 
ethicists agree that the risk of has­
tening death is morally acceptable 
if withholding the medication 
would cause the patient to suffer. 

Improved coordination of care 
and an emphasis on palliation 
rather than curing requires health­
care providers to shift their focus 
from fighting and curing disease 
to alleviating suffering and maxi­
mizing life's quality for the person 
in pain. Indeed, a healthcare prac­
titioner employing good palliation 
pays attention to patients' emo­
tional, spiritual, and social needs, 
an attention that affects the ethical 
decision-making process. The 
moral landscape changes when 
the nurse and doctor realize that 
they are not trying to cure, but 
simply trying to minimize pain. 
Aspects of a quality palliative care 
program include effectively com­
municating with patients and their 
families to determine appropriate 
goals of treatment in light of the 
patient's changing condition; suffi­
cient control of pain and other 
symptoms; and a collaborative, 
multidisciplinary approach to 
meeting the patient's and family's 
physical, emotional, psychosocial, 
and spiritual life. 
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in fter a long absence, spirituality is 
returning to health care. Recent stud­
ies have suggested that religious par­
ticipation reduces the incidence of 
illness, that church attendance accel­
erates recovery, that intercessory 
prayer (when one person prays for 
someone else's recovery) speeds heal­
ing, and that prayer and meditation 
can measurably reduce emotional and 
physical distress. As a result, health­
care researchers and caregivers are 
turning to religion and spirituality as 
potential new allies in their efforts to 
heal. 

Such an interest might be expect­
ed in systems like Advocate, with its 
strong heritage of religious affiliation. 
However, even faith-based organiza­
tions have often viewed religion and 
spirituality as a means of comfort and 
emotional support rather than a 
means of healing. Today, not only 
faith-based organizations but also 
non-religious healthcare providers are 
examining the potential benefits of 
incorporating spirituality into their 
treatment programs. 

In daily clinical practice, health­
care practitioners are coming to see 
the patient's spirituality as essential to 
treating that patient as a whole per­
son. In the doctor's office and at the 
hospital bedside, an increasing num­
ber of physicians are engaging in 
prayer with their patients, and med­
ical and nursing schools have begun 
integrating religion and spirituality 
into their curricula. 

Like all innovations, however, 
these developments have potential 
complications. For one thing, the cur­
rent turn to spirituality often raises 
the question of just what "spirituali­
ty" means. In addition, when a 
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patient and a practitioner from differ­
ent traditions interact, they may 
encounter difficulties communicating 
because they speak different spiritual 
languages. 

Such complications suggest a 
variety of practical and ethical ques­
tions: Is there potential for abuse of 
authority by a physician who wants to 
initiate prayer or spiritual discussion? 
How does the would-be spiritual prac­
titioner demonstrate or develop 
respect for the diversity of beliefs and 
practices? If providers begin to take 
patients' spirituality into account, 
should such "treatment" be accompa­
nied by an informed consent process? 
Should spiritual conversations be 
charted, and if so, should they be 
subject to a higher standard of confi­
dentiality than other psychosocial 
information? 

Advocate is addressing these 
questions in several specific ways. 
First, a task force to address the pos­
sibilities and challenges that spiritual­
ity presents to Advocate as a faith­
based organization has recently 
begun working. Second, this year's 
Advocate ethics conference took up 
the theme, "Spirituality in Clinical 
Care: Ethical Principles Meet Personal 
Faith." 

From the perspective of modern 
medicine, the idea that spirituality 
should be taken seriously sounds new 
and is intriguing at least in part 
because of its novelty. From a historic 
perspective, though, the assumption 
that spirituality plays a role in health 
is a long-established one with what 
many would call an honorable past. It 
may be that we have come full circle 
and that a positive role for spirituality 
in health care is an idea whose time 

all events take place 
at the Park Ridge Center except 

where noted 

Spiritual Issues in 
Health Care 
Cost $125 

Complementary & 
Alternative Medicine: The 
Ethics of Integration and 
Integrity 
Cost: $50 

Retrieving Spiritual 
Traditions: Train-the­
Trainer Workshop 
Cost: $150 

Talking Ourselves to 
Death: Narratives and 
Caregiving at the End of 
Life 
The Center for Literature, 
Medicine, and the Health Care 
Professions. Contact Carol Donley, 
(330) 569-5449 or e-mail: 
Donleycc@hiram.edu. 
at Hiram College, Hiram, OH. 

Care at Home and in the 
Community: Ethical 
Insights and Practices 
Cost: $250 

To register or obtain more 
information about Park Ridge 
Center events, call Bernice 
Chantos at (312) 266-2222 ext. 255, 
or fax (312) 266-6086, or e-mail 
bmc@prchfe.org 

To list an event in this calen­
dar, contact Mary Ann Clemens at 
ext.240 or mac@prchfe.org 
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