


“When things go wrong, you have to resist the temptation to disappear. You have to
o0 straight back out and talk to the family’. Of all things that Brian Dwyer said to me
in the years that he was a member of the Management Committee of the Plunkett Centre,
that remark best captures his sense of what constitutes good medical ethics. -

“Things go wrong in the professional lives of the very best, be they doctors, lawyers,
architects, teachers. When that happens, even the most experienced and courageous
professional is likely to be terpted to do the wrong thing: to duck for cover, to blame
someone else, to brazen it out, etc. Brian knew that, and no doubt felt the pull of those
temptations, © R R [

But he also knew what any fruly good doctor knows. Sick people, and their families,
are vulnerable, dependent, anxious. (This continues to be true today, as the culture.
fosters the idea thal sick people are mere consumers and doctors mere service providers.) .
Sick people, old people, frail people need to be able to trust their doctors not only 1o
have the knowledge and skill to diagnose what is wrong with them and to do whatever
is possible to heal them., They also need to be able to trust in the doctor’s professionalism
(in the true sense of that much-corrupted idea): the doctor’s readiness 10 suppress his
own self-interest, to be intellectually honest and truthful, to be humble as well as -
courageous, to be genuinely committed to serving the needs of the person caught in the
‘predicament of illness, Brian knew all this, and his professional life was characterized
by those qualities of character. - SRS PR e e T

' Brian’s career was marked by a series of firsts. He established the first intensive care -
‘ward in an Australian hospital, the first multi-discplininary pain clinic and the first
-palliative care service. He was a great medical educator, dean of what is now the
‘Australian and New Zealand College of Anaesthetists, The anaesthetics department
at St. Vincent’s Hospital in Sydney is rightly named in his honour: he was an outstanding
-example of all that is best in Australian medicine. - e RO
- Lest this sound too earnest, let me say. also that Brian had a terrific sense of humousr:
"he certainly never allowed me to forget what an incurable disability it was to have come
from Melbourne! And he was a great athlete: they say he supervised an operating room
in the same quiet but authoritative way that he supervised the field when he captained
_the New South Wales cricket team, He will be greatly missed, not only by his beloved |
- wife Jacqueline and their children, but also by the rest of us..

. Edmund Pellegrino once said: “As soon as we step outside the narrow perimeter of
“our own expertise we are vulnerable to the ethical standards and character of those
“wlhom we consult. - Anyone who consulted Brian Dwyer could have complete
confidence in his wonderful knowledge and skill and in what he truly professed: an’
undiluted commitment to the good of each individual patient.. Vale Brian!

i "_Bef_ﬁadgite Tobin
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o ’E‘he I}awnmg of 3, New Era, m
' -_Resascxtatmn |

1o the inadequacy of the “iron lung”, the only

- mechanical respirator then known, the early

mortality was approximately 100%. Patients

 were suffocating, literally drowning in their

own saliva which, in turn, produced fatal
pneumonia. At first, nothing seemed to help

. and people were despairing as their loved one

died in front of their eyes. Then, a possible
answer was discovered. This required the

- creation of an artificial airway through the
~ trachea and then the manual ventilation of
“the lungs through a breathing tube placed in

the trachea. A rubber anaesthetic breathing

bag filled with air was squeezed ten to fifteen

-hmes per minute continuously day in and day -
*out for weeks to simulate normal ‘breaﬂung :

- All this was carried out by volunteers who

were drawn from the ranks of medical

_ students, families, nurses, friends, doctors -
_anyone. who could be trained. “The medical

and many other services of the city were
virtually brought to a standstil]l by this mass

effort in resuscitation. In time the mortality -
‘rate pmgiesslvdy dwpped to about 25% -

- truly, a remarkable achievement at Jeast fol

~ the 1mmed1ate acute phase of the illness. But

. .a major problem continued which involved -

" all the complications of the long term survival
‘of patients who remained pumanenily

- par alysed and grossly dmabled

In time, technicians and anaesthetists -
_ mechanical.

~ respirators which replaced. the primitive
" manual methods, thus preparing the ground -
-~ for long term respiratory support in pahents s
_w1th aIl types of zcspxmtoa y faﬂum '

deswned and “built new. -

Ihe next phase was a pharmaf_cuhca]
revolution through the development of new

drugs which could ar tiﬁcxaliv maintain blood .
- pressure, heart function, cont“rol convulsions
" and cure previously fatal infections. ~At the

same time patients (both conscious and

“unconscious) could be sustained indefinitely.
by artificial feeding methods either via tube
feeding or intravenous infusions of protein,
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fat or glucose or through direct mtubatzora of
the stomach or intestine.

Next, where thought to be indicated, a state
of artificial hiberation or suspended

- animation could be induced at will to lower
“body and brain metabolism by using drugs
~and the surface cooling of the body. Should

the kidneys fail, their function could be taken
over by dialysis. . The body’s skinn covering,

muscles and joints could all be protected by
“specialised phy 510thempy and nuising. o

The poor f,utffel:mg3 body was then attached
to an ever-increasingly comp]e_x and invasive

“monitoring system which recorded for

posterity its physaologlcal status at any |

- _momeni

" 'What was usuallv noi E\nown dumw the

_ days or weeks of this “State of the Art
resuscitation was how patients felt. Why?
Because either they could not speak or they
“had been rendered semi-conscious by
sedation.

- conclusions as to the effect all th]fs might have
‘had on f.onfmsed and anxious 1ela‘mves

“You can draw - your own

The enormous. financial: cost to ihe

- community and, often, to the patients was

justified by the thought that some patients

~were now living who would otherwne have
';chc»d But, on. the other hand, while some
reg ained full health,
“permanently incapacitated.’ One simply
“could not predict the final outcome at the

others remained

beginning of the resuscitation programme

“with absolute certainty for any individual.. .

Now the questions that had to be asked

came thick and fast. as Copenhagen’s

resucitation revolution had become global. A
© new medical discipline had appeared which

was to require separate hospital wards,

- gspecially trained medical nursing staff and a .
_ mountain of
L equlpmeni to be purchased and. 11151&11@(1

“sophisticated . technical

- Were we now exceeding the reasonabie -

. bounds of human endeavour? - Were we
-unconsciously seeking to become God-likein
“our new-{found power and author ity overlife? '

- Or, were we simply acting as God's agents.in
~applying our human response to a ncwly -
'-1den’c1!1ed threat to life? :

Today we ask: Shou]d anyone die, or

(puhapa more correctly) be allowed to die, -~
- without the full application of our modern
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"'._-"__-ethmally eve mthhold treahnent7 a.-‘If 'thls is
% perrrusszble, when’ ‘may we, and under What___
‘--"condItlons? May we suspend active treatmerit -




- medicine..

- Alternatively, one could follow the advice of

 a now-deceased orthopaedic surgeon who

‘'said to a particularly troublesome patient who
- had been hospitalised for some weeks with
 complicated leg fractures: “You know, Mr.
© Smith, if you were a horse we would shoot

you.” Another easy way out for the haraqsed :
“doctor, but hardiy ethicall © - 0o

" Still 1 would assert that to dehbexauly gwe :
" afatal dose of some drug to a distressed dying -
patient is also an easy way out.

unethical. Itis murder. Anditis u:meceseary

There are alternative means available {o relieve
* pain and suffering, which are admittedly not -
- easy, since they require a presence, time, -
- knowledge and sympathetic understanding of

the whole patient’s and relatives’ needs. This

. is effective at the time and leaves none of the
~lingering doubts and gullt of ihc quch f1x
-_Icthal In;ectlon

_ " The answer to the commumty 5 fea1s about - -
deai.h from cancer or related illnesses, and to - -

those who seek to destroy another’s life to ease

_ the patient’s s burdens lies in the knowledgeand . : -
_continuing refinement of palliative care
This discpline must be taught at . -
medical school and teaching hospital levels, to -
‘both nursing and medical graduates and to -
~undergraduates through the medium of '
o palllatlvo care umis attached io teachmg g
. hospitals. '

In concluslon Imust say that my medzca!ln’e i

~ has been clouded by my ignorance of.

. philosophy, bioethics and moral theology. For -
~“the future it is my deepest hope that all .-~
- jnvolved in the professional care of the sick -

should be taught, according to their capacity,

- the essential truths of these subjects. - Ethics

s .

“departments should be active in every teaching -

-« hospital and be responsible for consultative .

' advice for all hospital units. “The John Plunkett

" Centre {for Ethics in Iiea.lih Care 1s an xdeal
*-model to follow, :

Pat Wa}sh, lectmer in eth1cs at ngs C ol}ege,

- London wrote 1ecemly 'm the 'Ihe Tﬂbltﬂf“‘ as -

”Tize fzequent cntaczsm of doctms pwssed i
o to make ethical decisions for which their
- clinical training did not prepare them is,

of course, largely unfair. 1 am well mwnre B SU
fxcd f - 4,7 Pat Walsh,
m;;et 29 April, p029 (1995}

 of the resentiment doctors and nurses feel
- when they are blamed both because they

It is also .

"-_3 ?ope Plus XII, o
.{Nuv 24, 1857), le Pape Speaks, 4 noé p320 _
_{1958) . R
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- are thought to have over-reached
_ themselves. in deciding who shall live
and who shall die and because they
sometimes lake refuge in appeals fo
- purely clinical judgement. Nevertheless, ..
the truth is that doctors ove increasingly
- daking decisions which are more moral -~
. than clinical and that they are no betier
" equipped to take such decisions than the -
man o1 - Womaen [on Hw Clapimm -
o ommibus.” . :

- And finally for inspiration L offer Ben Sira's
-words in our own quest for wisdom: '

“When ] was still a youih before I went o
Cdravelling, in-my prayers . T asked .
oty zghi Jor wisdont, - .

* Quiside the sanctuar J I wou]d pra j fc}r o
her, rmd to Hze IasiI shaH cont:rme fo seek KIS
: }rer D '

. 'From her blassommg fo the npenm of L
her grape, my heart has irz}\en n‘s flchghi R
nher. oo . '

y jMJr foot has pm swd a sim;ghi pa!h __
~have sought her ever stnce -y Jrouth PR

By Y bowmg my ear a little, Ihrwc mcezzmd S
- her, aml /’zatra formd nmdr msimctmn -

Thmrks to hf.? I have adzmnced

L Glon/ {Je to him who- ims gwen nie
aweisdom,

- For I was defenmm’d to put her into -
practice, have eamesilj pursued the -
ﬂoad rmd 9)'111."] not be pui fo shame

'Footnotes

1. After dmner spaech Juhn Plunkett Eentre
Second  Anpual Intensive Bioethics__ -Course, |
_Manly,_&uly, 1995 T I

2. ‘Ben Sira Ecc!esfasriezzs, Appendices 51' '

'thract frum “Poem on the quest i’ar wisdﬂm” :

“pne prolengaﬁien of life"

“Doctors in 8- mlneﬂelﬁ” ' Tf_zg 3
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'_Mamg’ed Care - a changed

epistemology of medmzz]
kﬂowladge o

Following the editor’s instruction, Belkin

considers the re-conception of medical

knowledge intrinisic to the managed care

approach. While attention to this particular

matter is not entirely without precedent,?
Belkin probes the epistemological basis of
managed care more expansively, pointing out
that its neat coherence with the aspirations

of contemporary political aspirations and

economic ideology render it suspect. For this

reason, he urges the bioethical community to

look beyond the standard philosophical

~approaches and the assumptions they

harbour (such as that the problem of resource

~distribution is institutionally remediable) and

- turn, instead, to a consideration of the way
in which the rational, technical conception of

“medical knowledge underlying the managed
care concept differs from the ep1stemology of )

professional medmn(_ o :

Belkin makes a staji on this project, ughi]y

- pointing out that managed care medicine, in
“distinction from professional medicine, is
_ P

- preoccupied with problems of measurement; .

- for this reason, it is employed readily (albeit, -~ > 77" '
“activity with that which (Buchanan proposes)

- guides managerial ‘professional activity, that-
‘being (a p0011y~altzculatod notion of})

improperly) within the dominant worldview
of a modern industrial society. The Diagnostic
and Statistical Manual (DSM) system of

- mental health diagnoses represents one -
" instance of the technical formula conception

- of medical knowledge of which Belkin is

- meet other soual interests, such as contammg,
health care expenditure.  That is, the DSM,

- critical: he argues, for instance, that the D5M
~ presents a very selective picture of what
- constitutes mental illness and that its

authority lies, moreover, in its propensity to.

like other expressions of what has come o be
called “evidence-based medicine’, has been,

for. the most parft, accepted uncritically. .
because it so “readily . supports social .
{parncularly economic) goals, as distinct from
- the health care wcll«bemg of the mentally il

' Belkin urges ethicists to be mmdfui of the.
"historical moment’ in which they operate, as
well “as to broaden the “intellectual

" touchstones and traditions’ of their i inquiries

8
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arrangements.

' approaches. :

“merits of managed care.
“attempting to combine. the ethical purpose
~which properly guides medical professional

that,~ .
arrangements, cleums to altruism on the part RN
of the medical profession are dubious given =
‘that the financial mceniwes within this ~~
- arrangement render it < impossible to

~ determine whether medical practmonms act, = .
__primarily,to uphold their patients’ best
interests or whether they act to advance their. _

- pecuniary fortunes. That is, Buchanan holds. =~ &

soas toaddress a slgmflcant problem inherent - - that because it is not POSSlble to measure, . .

in managed care: the framentation of the -
‘medical subject’ and its re-conception as an
economic agent or ‘average probability’. In this

. sense, Belkin is concerned as much with

remedying contemporary bioethics as he is
with remedying resource

- Whether Belkin is right to argue so or not
(and there are grounds for thinking that he
is), his counsel goes largely unheeded
throughout the remainder of the book,
thereby depriving the reader of a nuanced
and, therefore, more interesting approach to
the managed care debate. Nonetheless, what
is offered ~will help the reader in
understanding, at least, the current terms of
that debate; for this reason, a brief overview
of the remaining contributions to Rationing

- Sanity will be conducted under the heading

of the. two .dominant philosophical
approaches. employed in this debate:
utfilitarianism - and  principle-based -

N Zfﬂf}mﬁaﬁ? cmmfmt;oﬁs .

In chapter 2, Buchanan a:gucsfox the B
“This he does by -

‘excellence’. In other words, Buchanan

‘attempts to combine the morally distinct roles -
" of business manager and medical professional. -
“In doing so, he is able to argue that the prachce
of medicine is, morally, the same as running

a business and, for this reason, the ethical

_mquxrements of medical practice are pxotected:-'_ .
v betterina managed care context. than WJthm_ NI
'- ii}e traditional profesmonaﬁi ethos. .

To 111ustrate his pomt Buchanan argues
“under - fee-for-service ~ (FES) .
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send, Kamm concludes, as she miist; that it is -
thzcally jusnfzable towithdraw.an individual = 7
‘_:reseaich par t1c1pant from the Ciozapme tmal-j'. e

TN _ o




- meet both the needs of the most seriously
- mentally ill while, at the same time, avoiding
(what he considers) a patunahstxc
compulsory, universal health insurance
“scheme. That is, Rakowski attempts to
- balance the requirements of two {(oftentimes)
“conflicting principles: the demands of a
principle of justice and those of the principle
of respect for a particular conceptzon of
‘patient autonomy. - x

To overcome the apparent conflict here,
Rakowski maintains that, in view of a

particular conception - of - autonomy,
~ individuals ought, through their spending and
_insurance decisions, determine for themselves
“what they will access in the way of health care
“resources. ‘However, he also harbours

concerns about the well-being of those who
‘lack the capacity to exercise this degree of
- antonomy: the seriously mentally ill. In the
" interests of fairness, Rakowski argues for the
“introduction of a safety net, the justification
for which he attributes to an obligation that

~each of us already bears to those in dire need.
B R R " importance, Rakowski (among others)
‘overlooks the social nature of human beings -

Rakowski's ‘equality of fortune’ approach
is influenced by the egalitarian views of John

to the seriously mentally ill equal
- opportunities or life chances or, that is, the
- “fair footing’ they had pxior to the onset of their
illness. Having been restored to that fair-
footed state, then, it would be expected that
- previously mentally ill individuals would be
- able to assume, independently, responsibility
- for meeting the costs of their own mental
health care. Inother words Rakowski is intent -
~upon providing the opportunity to those in

-~ dire need for regaining their autonomy. In =
_this way, he attempts to temper the confilct _'

- between thL two pnnmples

_ Howevcr, ihexe are 90v01a1 plob]uns wnh .
~.this approach which go to the heart of
- modern, liberal, principle-based appzoaches
I‘n‘st_ly, he _at_temptsto direct health care.:
activity towards the goal of autonomy instead
“of health so that the moral tenor of health care
. activity becomes distorted. For instance, if
©autonomy is to guide distributive decision-
 "making, then he necessarily excludes from
comzdcratlon those who are unhl\ely ever to
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- auntonomy. -

achieve the requisite degree of autonomy he

- somuch values, Thatis, in attempting foassist
“the seriously mentally ill to regain their -

autonomy, Rakowski overlooks the fact that
some of those who suffer serious mental illness
may never, no matter how much is provided
in the way of health care resources, regain (o1,
in some cases, even obtain for the first fime)
the level of autonomy necessary for making
independent decisions, Hence, in ordering
distributive deliberation so as to restore a
particular notion of autonomy, he excludes
from consideration those who would be
included within a professional ethos where

~care would be the determinate .guide.
“Secondly, it is unclear where in Rakowski's

approach we would find the necessary
phﬂosop]m,al resources for supporting much
in the way of obligations to others; while he
asserts that each of us bears an obligation to

“those in dire need, it is not clear from within
~ the absiract theory he adopts why we would.

- Thirdly, in elevating the principles of respect
for patient autonomy to a place of such

and our- propensity. for flourishing in

: relationships of interdependency ratherthan
Rawls inasmuch as it is concerned to restore -

in isolation. For instance, if we look to the

“realm of health care we find that it is only in

those Wastern nations which support

universal health insurance schemes that those

in actual health care need are likely to gain

~reliable access o the necessary resources. In

the highly individualistic context of the Unjted

“States, we find more than 44 million people.

(the poor) excluded from access to these .

“resources, - Proponents of the latter kind of

arrangement, however, are not prepared to
concede that universal health insurance

‘schemes are justified; rather, they want.fo
" honour the principle of respect for individual . .
K 'au%onomy notwnhstandmg the consequence _
However, what they overlook is ‘that those. -

who are unable to afford. the cost of health '

care will, should they become ill, also lose.
- {along with their health) a certain 1eve1 of.

In other. words, ‘as McFarland
points out in the following chapter, this kind

of prmmple—bass_d argument inevitably brings

“us, full circle, back to the original problem. So, -
if we were to adopt Rakowski’'s view, thenthe .~ |
jconﬂxci botween the two prmmpleq would lie -
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- 'appwach, in attempting to do just that, can
_“be adopted uncritically. More work would
“need to be done to ensure that the rationing
- decisions of MCOs reflected (among other
. salient considerations) an unbiased approach
~ to collecting and employing the "evidence’
upon w}uch they rely and, moreover, that
such ‘evidence’ was consistently correct at all
“times in all places and with regard to all

. patients. for this is the very-tall claim that

. propenents of managed care make, a claim
whxch Belkm is wise to questmn

Comclusion

Overall, this collection reflects modern
utilitarian and liberal approaches to the
problem of health care resource distribution.

~ With the excepltion of Belkin's contribution,

the unanimous support of managed care

“arrangements throughout this collection is, at
- best, quesﬁonnbecgmg if not a little naive, Or,
cat least, .
p]ulosophxcal basis from which to consider the <
“concept of managed care,. together wzth a .
largely 8. .
epzstcmo]og;cal ba51s, Rationing Sanity has o

in the absence of a rlcher'

- uncritical .acceptance :-of -

- little to offer that is new to a debate What it

Poweil S solutxon to ovcrcommg the.
“problem of conflicting principles (fairness and

~debate wher eby it is assumed that any limits -
- placed on access to health care resources (and
" iherefore on autonomous choice) can be
' justified by an act of disclosure. However, in
- deciding as much, they ov;r]ook what
" Pellegrinot describes as ‘the fact of illness’, as

- well as the vulnerability of the. patient

~ (particularly that of the mentally ili patient).
. They also fail to recognise. {among other

- things} ' the . obstacles  to. maintaining
o _p;ofe%mnal medical miegut) mhcmnt in
o managcd care contexts. =

: 'Ultimaicly,' in the preéaridus éffort to
- uphoid the requirements of two or more-

~’thin’, vulnerable and, moreover, conflicting
- principles, Powell and her philosophical -

* colleagues fail "1Itogcthu to.notice that- the -
- safety net of an cpxstemologmally defensible

" construct is lacking. ‘And, along with a range.
. of additional shoxtcemmgs, uhhtanans aiso
- fmd themselveq equally atsea. -~

13- A, Buchanan R
Keanedy. Institito 0f _B'tlecs ermal vme Nos 20[)0 Lol
PP 189 212, . : . :

-4 E, Penegrmn, “The anmodlrcatmn of Memcal and Health
-+ Gare; fhe moral consegusnces 0f 4 pararhgm suiftfrem a .
B pmfessional t6 3 market sikic’; The Journal ofMadwma aua’ o
o Pbifasapby, Vai 26 NOG 2001 :

“inadvertently ‘does, howeves, is to hlghhghi Lo
"the extent to which the mentally ill are, under
autonomy) is well-reliearsed in contemporary . -

managed care, vulnerable to being reduced to.

“what Belkin calls “economic consuuchons

Nonetheless, the contributions recorded in
Rationing Sanity offer, for the most part, some -

sophisticated elaborations of the usual
approaches taken in the debate on managed

- care. A per usal of the boolk would be useful :
then, for anyone qtudymg contemporary .
bioethics and, fm thls Teason, could be =
: 1cc01mnonded - :

'Funtn oLes.

11 Lmdemann anaon (arl] Ratlonmg Sanity: 'etmcal'issnes.

. in managed mental health care 20&3 Gawgarowa an Pfﬂss .
_Wez.sﬂ!ﬂg‘ton ’ B : . . . g

2 See espscially. R Upshur,_“lf nnt oviﬂence, than what?- k
“Or does medigine really necd & hase?’, Journal of Evaluation .
o -CHnleal )"nuﬁos, VoL8, No.2, 2002, pp.-113-9, See.zlso,

M. . Rodwlin, - ‘The “politics - of -cvidente-based medic!ne, _
Journal of Health Pa!itfcs, Pa!jcy and. st Vol 28 Ha 2 20{]1 E

.pp 439 46,

‘Tmst ln Managed Gara Orgamsaﬂons, L

pp 559 74.

" Dr. Helen McCabe s 2 Research Assocxate
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