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Is the Life-Cycle Principle 
Justified as a Tie-Breaker 
in Triage Decision-Making 
Within Catholic Health Care?
Part Two

In some cases, significant circumstances do 
touch the nature of the object (cf. St. Thomas 
Aquinas1). As applied in the case of the 
COVID-19 pandemic, if a surge occurs that 
overwhelms capacity necessitating rationing, 
these significant circumstances may alter the 
object of applying an age-based (e.g., life-
cycle) principle as tie-breaker. Outside of these 
circumstances, it would otherwise be unjust 
and unethical.

Categorical exclusions. Generally speaking, 
categorical exclusions — especially for 
non-medical characteristics — are ethically 
problematic. Therefore, it is essential to 
understand properly whether age as a tie-
breaker in a life-cycle principle is a categorical 
exclusion. Upon examination, it may be that 
situating the life-cycle principle as a tie-breaker 
is predicated on the idea that all ages are in 
principle eligible for critical care. The life-cycle 
principle in this context is about stratifying 
patients, not categorically excluding any. To 

Nicholas J. Kockler, Ph.D., MS, HEC-C

Editor’s Note: The text below is the second part 
of a two-part discussion on the subject of the life-
cycle principle in triage protocols. This part will 
begin to analyze the use of the principle in light of 
Catholic moral teaching. You may view the first 
article in the Summer 2020 issue of HCEUSA.

ANALYSIS
A few questions may help clarify the analysis. 
These questions derive from the following 
components undergirding a distinctively 
Catholic approach to triage decision-making 
and the question of a life-cycle principle as a 
tie-breaker. These questions span the following 
areas: sources of morality, categorical exclusions, 
age as sole consideration, distinctive roles of age, 
aging as a universal human experience, intrinsic 
human dignity, and a rightful suspicion of 
utilitarian principles.

Sources of morality. Traditional Catholic 
moral theology recognizes three fonts of 
morality: intent, object, and circumstances. 

https://www.chausa.org/publications/health-care-ethics-usa/article/summer---2020/is-the-life-cycle-principle-justified-as-a-tie-breaker-in-triage-decision-making-within-catholic-health-care
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the point, it would only apply when there 
is true equipoise in prognostic assessment 
(proportionality of reasonably expected 
outcomes [benefit : burden] and overwhelmed 
capacity).

Age is not sole consideration. If the life-
cycle principle is used in this way, is age then 
a primary or sole consideration in allocation 
of scarce resources? It would seem that the 
primary consideration is given to reasonably 
expected benefit (aka, likelihood of survival: 
short-term and long-term), or the relative 
proportionality of the treatment/care; age is 
considered secondarily to these other (and 
earlier) considerations of a triage decision-
making process.

Distinctive roles of age. Age in a life-cycle 
principle as a tie-breaker is distinct from 
the role disease burden and age may play in 
prognostication of life-expectancy. In this 
context, age qua prognostic variable and age 
qua life-cycle principle function differently in 
an allocation scheme primarily based on need 
(former) and then on equitable access to life’s 
stages (latter). See discussion of “fair innings” 
versus “pitch count” above.

Aging as a universal human experience. 
The importance of anthropological 
considerations in Catholic moral thinking 

is hard to overestimate. In this context, it is 
important to note that aging and senescence are 
a universal human experience. And, aging is, in 
a way, part of human flourishing (to have the 
experience of all of life stages) is a prima facie 
norm. This is different from other features of 
being a human person like the social construct 
of race.

Inherent dignity of any one at any age 
remains. A core question in responding to the 
permissibility of using a life-cycle principle as 
a tie-breaker in Catholic health care is whether 
such a mechanism of prioritizing patients 
offends the inherent dignity of the persons 
affected. Some may argue that the life-cycle 
principle as tie-breaker does not, in itself, 
undermine or necessitate the devaluation of any 
person at any given age. That is, it need NOT 
and does NOT call into question the inherent 
dignity all human persons have irrespective of 
life-stage/age. To say that it does may commit 
the fallacy of affirming the consequent. Any age 
of a person has ontic, or premoral, value. A life-
cycle principle does not diminish that in any 
way even if it is used as an evaluative criterion 
to stratify priority allocation of scarce resources 
in the context of a surge that overwhelms 
capacity during a pandemic. Because the life-
cycle principle is about equitable opportunity 
to age/flourish at any age, it is a principle of 
the common good, and not with respect to an 
individual human person per se. However, it 
is noteworthy that age having ontic value (a 
descriptive statement) and that human beings 
should have equitable access to life stages (a 
normative statement) presupposes that life 
cycles and life stages are created and limited 
values: human persons are mortal, and precisely 
because of this, aging is not unlimited and 
eventually comes to an end.2 In this bodily 

Traditional Catholic moral 
theology recognizes three 
fonts of morality: intent, 
object, and circumstances. 
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existence, on this side of the eschaton, we are 
not immortal (this does not mean to say that 
our souls are not immortal: just this form of life 
as embodied spirits).

Rightful suspicion of utilitarian principles. 
The Pontifical Academy for Life, the United 
States Conference of Catholic Bishops 
(USCCB), and others rightfully argue that age 
should not be the sole criterion for rationing 
scarce health care resources. Even a “soft 
utilitarianism” is concerning from a moral 
perspective.3 A life-cycle principle as a tie-
breaker (not as an exclusion criterion) does not 
mean age is a sole criterion. These perspectives, 
especially the commentaries offered by the 
ethicists of the National Catholic Bioethics 
Center (NCBC), assert that such utilitarian 
calculus is problematic. However, inferring the 
immorality of a principle on the mere basis it 
is “utilitarian” commits the genetic fallacy. To 
further problematize this suspicion is that in 
practice, maximizing lives saved (let alone 
maximizing life-years saved) is itself a utilitarian 
goal, which is operating across the country in a 
great many scarce resource allocation schema.

In approaching this question on whether it is 
ethically permissible to use a life-cycle principle 
as a tie-breaker in Catholic health care, the 
criteria for rationing outlined in the Catholic 
Health Association (CHA) publication may be 
a helpful lens. The following analysis connects 
eight criteria in this document4 with relevant 
considerations for the question at hand:

1. The need for health care rationing 
must be demonstrable. As currently 
drafted, triage decision-making (scarce 
resource allocation, rationing) occurs if 
and only if surge overwhelms capacity 

and transfer is unavailable within the 
geographic footprint wherein the triage 
protocol applies.

2. Rationing ought to be oriented 
toward the common good. Here, it 
is important for interlocutors not to 
collapse the rich understanding of 
the common good into a utilitarian 
concept of the greatest good for the 
greatest number. That said, elements 
of the common good that are relevant 
for consideration include: maximizing 
the number of lives saved, preserving 
the public order, demonstrating social 
solidarity, and ensuring equitable 
opportunity to live a full life.

3. A basic level of health care should 
be available to everyone. Narrowly 
speaking, triage decision-making 
here applies to critical care resources 
due to the nature of COVID-19, 
and in the circumstances, arguably 
extraordinary. That said, the principle 
of proportionality is still undergirding 
the appeal in the initial stratification of 
patients based on need and likelihood 
of benefit.

4. Rationing should apply to everyone. 
Thus, there should be no categorical 
exclusion, including by age. There 
ought not to be “automatic cut-offs” 
for persons at or above (or below) a 
certain age. As aging and senescence is 
a universal human experience, and if 
there is no categorical exclusion by age, 
such a tie-breaker principle would be 
applicable to everyone.

5. Rationing decisions should be the 
outcome of an open and participatory 
process. Regarding this principle, it is 
important to underscore the political 
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nature of this work in the public square 
and in the setting of value pluralism. 
This reinforces the importance of 
social solidarity as a primary value in 
confronting a pandemic in many ways 
(e.g., masking, physical distancing, etc.). 
In Oregon, the triage protocol was 
developed at the convening of a group 
of subject matter experts and clinical 
leaders, was vetted with various groups, 
and was iterative, etc. This was done 
under the auspices of county public 
health officials at the encouragement 
of the region’s chief medical officers 
of the various health systems (some 
Catholic, most not Catholic). In the 
iterative process, consensus emerged 
in this ad hoc political process to 
ensure consistency and transparency 
of a common/shared approach. The 
tool was vetted by public health ethics 
committees and stakeholders vested in 
the importance of diversity, equity and 
inclusion. Dialogue was also sought 
with disability rights advocates and 
others.

6. Those who are disadvantaged have 
ethical priority in accessing health 
care. The young or the young with 
comparable comorbidities are ‘worst off’ 
given the threat — on the basis of a life-
cycle principle — to their opportunity 
to live through life’s stages. Of course, 
this follows from a normative, albeit 
controversial, reference to a full life. 
Interestingly, it has been noted by some 
commentators that persons of color 
tend to have higher prevalence of major 
comorbidities at younger ages than 
white persons with same comorbidities. 

CDC data also suggest that African 
American and Hispanic patients tend 
to be younger than white patients. A 
life-cycle principle or use of age as a 
prognostic variable may mitigate such 
disparities and represent the preferential 
option. Though, this is not without its 
problems, to be sure.5

7. Rationing may not result from 
wrongful discrimination. This 
criterion is challenging because in 
order to ration, arguably, one has 
to discriminate. This is the nature 
of stratifying patients and the act 
of prioritization. Therefore, the 
moral question is whether any 
given prioritization, or tie-breaking 
mechanism, is wrongful and why. 
The life-cycle principle may not be 
wrongful discrimination: some may 
argue that everyone ages, it is a value to 
promote opportunity to live through 
life’s stages, etc. Conversely, it may be 
wrongful: such a mechanism may not 
meaningfully separate patients. For 
example, it is not likely to be applied 
as a tie-breaker between a 20 year old 
and an 80 year old but rather between 
a 44 year old and a 50 year old: Is 
that a meaningful difference in age? In 
addition, could it reinforce cultural 
biases against the elderly?

8. The effects of rationing should be 
monitored. Like the iterative process 
in developing the triage protocol, there 
have been calls amongst its participants, 
clinical and administrative leaders, 
and advocacy groups, for continuous 
monitoring and transparency in the 
process. Stakeholders, both internal 
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and external to our ministries, should 
strive to ensure sufficient debriefs, 
accountability and follow-up.

RESPONSE
The following six arguments and wonderments 
explore whether the life-cycle principle as tie-
breaker is NOT wrongful discrimination and 
whether it may be compatible with Catholic 
moral and social teaching.

Argument from justice. If the use of a life-
cycle principle is justifiable as a tie-breaker, 
it must (1) support equitable access to life 
stages/ages; (2) maximize life-years within a 
community; (3) help mitigate adverse effects of 
health disparities as a corrective mechanism; (4) 
not be the sole criterion; (5) not be the primary 
criterion; (6) not represent a categorical 
exclusion (should be framed as a secondary 
stratification mechanism); (7) be based on the 
premise that young are worst off as they have 
had the least chance to live through life’s stages; 
and (8) recognize that in some circumstances 
(e.g., pandemic when surge overwhelms 
capacity), individual interests may become 
subordinate to the common good.

Argument from moral intuition. If the use of 
a life-cycle principle is justifiable as a tie-breaker, 
it must (1) avoid undermining trust in health 
care and in health care professions; (2) reinforce 
the objective, professional ethos of health care 
workers; and (3) demonstrate coherence with 
the social sense of tragedy of life lost early in 
the life cycle.

Argument from social solidarity. If the use 
of a life-cycle principle is justifiable as a tie-
breaker, it must (1) be preferable to preserve 
social fabric within a community than to have 

differing rationing criteria; (2) help protect the 
public order in a pandemic (e.g., avoid evoking 
a sense of panic and worry in the public when 
being brought to one hospital over another 
portends to dramatically different decision-
making approaches and possible outcomes); (3) 
be justifiable through the prism of probabilism 
and scandal (i.e., a clear explanation in 
response to doubt about its “wrongfulness” as 
a tie-breaker and a plan to manage pharisaic 
scandal); (4) reinforce trust in health care when 
different organizations use the same criteria to 
allocate scarce resources; and (5) have a low 
likelihood of actually being used.

Argument from avoiding abdication 
of responsibility. If the use of a life-cycle 
principle is justifiable as a tie-breaker, it must 
(1) support or remain consistent with the 
overall public health goals of saving the most 
lives (i.e., that is it is favorable to the public 
health goal versus a lottery system or other 
forms of randomization); and (2) be preferable 
to a non-choice choice of lottery or other form 
of randomization.

Argument from moral authority. If the use 
of a life-cycle principle is justifiable as a tie-
breaker, it must (1) be [at least] consistent with 
existing precedent in present-functioning age-

Stakeholders, both internal 
and external to our 
ministries, should strive to 
ensure sufficient debriefs, 
accountability and follow-up.
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related allocation principles (e.g., in solid organ 
allocation decisions); and (2) be consistent with 
rationale appealed to in popular models such as 
the University of Pittsburgh (cf. White and Lo 
above) as well as the principles articulated by 
Emanuel et al. in the New England Journal of 
Medicine.6

Argument from harm reduction. If the 
use of a life-cycle principle is justifiable as a 
tie-breaker, it must (1) be better for leaders in 
Catholic health care to control and contain 
its use (in public policy) through iterative and 
on-going engagement with stakeholders and 
peers across systems. This approach to reducing 
the harms of public policy appeals to a passage 
in Evangelium Vitae and abortion policies.7 
As applied here, it is permissible to support 
a generally problematic policy that permits 
some wrong if by participating and engaging 
in its formation the Catholic representative has 
helped reduce its likelihood or impact.  Thus, in 
this sense, Catholic health care would tolerate 
the use of a sub-optimal, problematic principle 
in a narrow sense (as outlined above) qua 
tie-breaker. Furthermore, it must (2) preserve 
transparency, many have indicated that age 
would likely be used in any case and so making 
it explicit avoids an occult or implicit use of 
such criteria; and (3) protect the public order 
and solidarity with other health care systems in 
the extraordinary times of a pandemic.

In the end, adoption of a triage protocol for 
scarce critical care resources when a surge 
overwhelms capacity in a pandemic can pose 
significant challenges to Catholic health 
care. One particular example explored here is 
the use of the age-based, life-cycle principle 
as a tie-breaker in prioritizing patients for 
critical care resources. It is incumbent upon 

clinical, mission, and ethics leaders within 
Catholic health care ministries to wrestle with 
these issues, engage in public discourse about 
them, and actively participate in forming 
just allocation protocols that support human 
dignity and the common good. 

NICHOLAS J. KOCKLER, PH.D., MS, HEC-C
Andy and Bev Honzel Endowed Chair in 
Applied Health Care Ethics
Providence Center for Health Care Ethics
Portland, Ore.
nicholas.kockler@providence.org

ENDNOTES
1. Cf. St. Thomas Aquinas, Summa Theologiae, II-I, 

Question 18, especially Article 10.

2. For this part of the analysis, I am indebted to James 
Walter who illuminated the relevance of these aspects 
in the debates around the roles of “quality of life” and 

“sanctity of life” in decision-making when persons face 
life-limiting illnesses.  See James Walter, “The Meaning 
and Validity of Quality of Life Judgments in Contemporary 
Roman Catholic Medical Ethics,” in Quality of Life: The 
New Medical Dilemma, eds. James Walter and Thomas 
Shannon, (Mahwah, NJ: Paulist Press, 1990), 78-88, esp. 
84-85.

3. See Rosenbaum and the Italian professional society 
guidance. Rosenbaum, 1875.

4. Institute for Medicine & Humanities, 19-26.

5. Darshali A. Vyas, et al., “Hidden in Plain Sight — 
Reconsidering the Use of Race Correction in Clinical 
Algorithms,” New England Journal of Medicine, June 17, 
2020, nejm.org, accessed June 24, 2020.

6. See Ezekiel Emanuel, et al., “Fair Allocation of Scarce 
Medical Resources in the Time of Covid-19,” New 
England Journal of Medicine, March 23, 2020, 
382:2049-2055.

7. Cf. No. 73.
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1. Have you researched your state’s pandemic plan? Many have been updated since 
the start of the outbreak. Be sure that you have the most recent plan.

2. Has your organization discussed whether the state plan conflicts with your own 
strategy regarding crisis standards and rationing? Does the state plan require actions 
that might be contrary to Catholic moral teaching? How would your organization 
resolve any conflicts in plans? 

3. Do you agree with the author’s conclusion? Is there a give and take when existing 
in a pluralistic society, especially when a community effort is needed to overcome a 
grave threat? 

Discussion Questions
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Ethical Prospects for 
Digital Medicine: A Catholic 
Appraisal

public data tends to be limited in its depth and 
scope. It is often also a proxy for what we’re 
trying to represent. In Cinematch, one person’s 
five-star rating might indicate appreciation of 
a complex plot, while another five-star rating 
represents the number of knock-knock jokes 
in the film. This is why we need qualitative 
reviews to help us label and understand the 
meaning of quantitative ratings. 

Analog data can lead to interesting 
generalizations and predictions — e.g., people 
tend to rent more rom-coms around Valentine’s 
Day — but it doesn’t answer counterfactual 
questions, such as, ”Would the contents of 
your queue be different if you browsed Netflix’s 
selection on Sunday after church rather than 
before your Friday night off?“ We can only 
answer such questions using randomized 
controlled trials to help us isolate variables, 
identify causes, and generate explanations, 
which is the mark of science proper.1 Only 
then, with an explanation in hand, can we 
deliberately manipulate variables to affect 
specific outcomes. This goal is the third mark of 
analog data analysis.

In 2007, however, Netflix started its streaming 
service and inaugurated a new frontier of 
data analysis for the company. In a 2012 blog 
post, senior Netflix engineer Xavier Amatriain 
described the change this way:

Joshua Schulz, Ph.D. 

Editor’s Note: A version of this article was 
presented at CHA’s Theology and Ethics 
Colloquium in St. Louis, March 11-13, 2020.

I. THE WIZARD OF OZ, OR GOD AND THE 
SOUL
The story of how Netflix disrupted the movie 
rental industry is well-known. Brick and mortar 
stores had a limited selection of films, finite 
rental periods and punitive late fees. Netflix 
allowed customers to rent from a much larger 
library and to keep films as long as they liked, 
without penalty, for a monthly subscription fee. 
The early version of Netflix used an algorithm 
called ‘Cinematic’ to recommend new movies 
to subscribers. It used viewer ratings to predict 
future rentals by comparing a user’s rental 
history with those of other subscribers.

For simplicity’s sake, let’s call this an ‘analog’ 
model of data analysis. Analog models have 
three characteristics. First, the model data is 
derived from the observation of discrete events. 
In a grocery store, you would examine receipts, 
whereas Cinematch tracked rentals and ratings. 
Second, the collected data is public. This means 
there is an epistemic symmetry between the 
customer and retailer. Both are equally aware 
of when the receipt is made, what it records, 
where it can be accessed, and so on. This means 
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Streaming has not only changed the way 
our members interact with the service, but 
also the type of data available to use in our 
algorithms. For DVDs, our goal is to help 
people fill their queue with titles to receive 
in the mail over the coming days and 
weeks; selection is distant in time from 
viewing, people select carefully because 
exchanging a DVD for another takes 
more than a day, and we get no feedback 
during viewing. For streaming members 
are looking for something great to watch 
right now; they can sample a few videos 
before settling on one, they can consume 
several in one session, and we can observe 
viewing statistics such as whether a video 
was watched fully or only partially.2

According to Amatriain, what Netflix now 
observes and measures is no longer a decision, a 
discrete event or behavior, but rather the process 
of deliberation, selection, and consumption — 
what you hovered over but didn’t choose, what 
you clicked on a whim, which websites you 
visited before arriving at Netflix, and so on. 
Netflix’s new model continuously analyzes live 
user behavior, generating reams of contextual 
data with thousands of data points. Let’s call 
this digital data analysis.

Digital data analysis differs from its analog 
predecessor in three ways. First, as we’ve 
indicated, it relies on contemporaneous 
surveillance of deliberative processes rather than 
ex post tracking of discrete events. Second, it 
surveils private processes, meaning that there is 
an epistemic asymmetry between observers and 
users, who are usually unaware of the quality, 
quantity or scope of the data being collected, 
where and how it is being stored, whether it 

can be accessed, how it is being used, and so 
on. Our behavior feels private because we are 
unaware of the enormous surplus of data we’re 
generating for unknown persons, processes, 
and purposes. Third, given tighter correlations 
between circumstantial data points and human 
behavior, the goal of the research shifts as 
well. Its aim is no longer to affect behavioral 
outcomes or decisions, but to manipulate the 
deliberative process itself.

Now if you’ll allow me to wax grandly 
philosophical, what seems to attract us to 
the digital age is the same desire that drove 
Augustine to theology: the desire to know “God 
and the soul” (Soliloquies, I.7). As ubiquitous 
surveillance increasingly renders everything as 
data, algorithms increasingly embody Stephen 
Wolfram’s vision that all complex systems are 
fundamentally computational and therefore 
knowable, comprehensible using the right 
method.3 They herald the end of mystery. As 
Ed Finn writes, “The concept of universal 
computation encodes at its heart an intuitive 
notion of ‘effective’: achievable in a finite 
number of steps, and reaching some kind 
of desired result. From the beginning, then, 
algorithms have encoded a particular kind of 
abstraction, the abstraction of the desire for 

Our behavior feels private 
because we are unaware 
of the enormous surplus 
of data we’re generating 
for unknown persons, 
processes, and purposes. 
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an answer.”4 In other words, Netflix’s radical 
expansion of the ‘calculable’ contains in germ 
Augustine’s desire to render transparent both 
the cosmos and the human psyche. As The 
Atlantic’s Alexis Madrigal writes, if Netflix’s 
taxonomies have identified over 77,000 genres 
of film, it has the power not only to “show you 
things you might like, but [also to] tell you 
what kinds of things those are. It is, in its own 
weird way, a tool for introspection.”5 

Yet, there are several reasons to doubt these 
algorithmic promises. An algorithm is by nature 
a nominalistic mathematical function which 
simplifies and abstracts from richer, qualitative 
realities. That’s one source of its power. Yet 
as Netflix discovered, the intelligibility and 
usefulness of algorithmic outputs often require 
qualitative ‘tagging’ by human beings. This in 
turn encodes contingent cultural scripts into 
data in order to translate “the mathematical 
substrate of reality in culturally readable ways.”6 
As in the land of Oz, there are Wizards behind 
our machines, and these Wizards are no more 
disinterested than objective. We know, with 
only a little reflection, that Netflix is not an 
innocent recommendation engine: its goal is 
to “optimize consumption” within unstated 
parameters, such as the need for a ‘critical mass’ 
of available content that fits a genre output, the 
limitations of the user-interface, and of course, 
maximizing profitability.7

More importantly for our reflections on digital 
health, however, is a second algorithmic 
simplification; namely, how algorithmic 
implementation elides meaningful differences 
between our desires and thereby renders our 
psyches opaque. Reflect on what is signified 

about your soul by presence of several 
Shakespearian art films in your queue, and 
by your hovering over but not selecting the 
preview of a racy episode of Alien Babes 
from Mars. As Amatriain admits, Netflix’s 
algorithms must distinguish between what he 
calls our “aspirational” and “real” desires.8 If it 
returns many Shakespearian films you queue 
but never watch, you’re less likely to engage 
their service; if it returns many films like Alien 
Babes from Mars, it’s again likely to decrease 
your engagement because it violates your self-
image. Its algorithms must enable enough self-
deception to be attractive while simultaneously 
outputting recommendations that engross their 
users because they were explicitly or implicitly 
desired. 

So let us ask the Netflix Wizard: What exactly 
is an implicit desire? Is it an effective-but-
repressed desire uncovered by an algorithm that 
knows us better than we know ourselves? Or is 
our implicit desire more like the Augustinian 
yearning of a restless heart for an immortal 
Beauty which transcends our concupiscent 
infatuation with the world’s transient pleasures? 
Until we can answer those questions — deep 
philosophical and theological questions, 
all — the problem of equivocal five-star 
ratings has not been eliminated by the digital 
algorithm. Or we could ask: What if reflecting 
on libidinous ambiguity is essential to living 
a moral life in a fallen world, and algorithmic 
clarity displaces the ambiguity? 

It is with these questions in mind that we turn 
to consider the implications of the change from 
analog to digital medicine for Catholic medical 
ethics.
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II. FROM ANALOG TO DIGITAL MEDICINE
Traditional medicine is analog. It is largely 
based on the observation and measurement of 
discreet events during highly artificial settings, 
such as clinical visits. We occasionally perform 
continuous monitoring of biological processes, 
but typically only in intensive care. Traditional 
medicine also satisfies our description of 
publicity. Not only is the nature, depth and 
scope of data gathering limited by diagnostic 
and therapeutic goals which we share with 
our physicians, but our consent is explicitly 
sought and given. Finally, traditional medicine 
typically focuses on outcomes; the purpose of 
the clinical encounter is not preventative, but 
the diagnosis and treatment of disease states.

Today, growing alongside (though not yet 
displacing) traditional medicine is digital 
medicine. Unlike the discrete observations of 
analog medicine, digital medicine is based 
on continuous, real-time biomonitoring in 
everyday settings. Furthermore, the nature, 
depth and scope of the data being surveilled 
tends to satisfy our characterization of privacy. 
We are often unaware of the depth or volume 
of data points being gathered about us, and 
surveillance aims at generating a behavioral/
biological/genomic and environmental surplus 
of information.9 It is often unlimited by any 
single goal or set of goals, let alone goals 
shared by observers and those being observed. 
Moreover, we do not typically know or 
understand how all of this data is being shared, 
collated and analyzed to create our various 
digital personae, nor would many of us find the 
algorithms intelligible even if we understood 
that such processes were taking place and 
their impacts on our lives. Finally, the third 
characteristic of digital medicine is its potential 
focus on disease prediction, risk-management, 

and behavioral optimization over and above 
diagnostic and treatment outcomes.10 

If these characterizations are roughly correct 
— or at least practically useful — then we are 
on the cusp of, but have not yet entered into, 
an era of digital medicine. (Many current 
applications of AI to health care are in fact 
supplemental to analog techniques.) Now, is 
the time to consider how the shift from analog 
to digital medicine raises new ethical concerns. 
I believe these concerns can be divided into two 
categories: those we can articulate and address 
with relevant ethical principles (those which are 
novel per accidens), and those for which we do 
not yet have such principles (those which are 
novel per se).11 

This is not a neat division. To say that a 
principle is relevant to a new concern does not 
mean that it has been adequately specified to 
address those concerns, but only that the types 
of harms and wrongs under consideration 
fall into known typologies. For instance, as 
I’ll illustrate in a moment, we already have 
nuanced ways of thinking about autonomy 
sufficient for identifying and articulating 
many concerns about ethical AI that didn’t 
exist 20 years ago for the simple reason that 
there was no AI significant enough to have 
concerns about. Likewise, we usually know 
how to divide our concerns about autonomy 
into those best addressed by technical 
solutions during the design process, those best 
addressed by cultural solutions, and those best 
addressed by juridical and regulatory structures. 
Indeed, these conversations are already taking 
place. The Church needs to do a better job 
of constructively participating in the policy 
conversations happening around these issues. 
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As a Catholic philosopher, however, I’m 
particularly fascinated by the second category 
of concerns, those for which we lack adequate 
principles. This type of novelty arises when 
technologies themselves create genuinely new 
types of harms or wrongs. The possibility of 
these genuinely new developments holds the 
potential to spur entirely new developments in 
the Catholic moral tradition, just as the advent 
of industrial capitalism, Jacques Maritain 
argued, once spurred the Church to discover 
what we now call Catholic Social Teaching 
latent in the dignity of human work.12 So 
after briefly surveying some issues in the first 
category, I wish to consider several reasons 
for thinking that digital medicine is capable 
of generating ethical issues and questions 
for which our current approaches to medical 
ethics are not just unprepared, but in principle, 
inadequate.

Thanks in part to our Principlist friends, the 
concept of autonomy is fairly well specified. We 
have multiple ways to drill down into various 
aspects of human agency, such as differences 
between capacity and competency, coercion and 
manipulation, rights and capabilities, formal 
and material cooperation, and so on. This in 
turn allows us to identify and articulate key 
ethical issues as they arise in the course of 
implementing AI systems in health care. For 
instance, we know what it means to ask and 
evaluate whether patients have given informed 
consent to medical testing and interventions. 
We know that genuine consent is informed, 
competent and free; that acts of deception and 
withholding information undermine consent; 
and that unless a patient has access to decent 
choices, the educated skill to act on those 

choices, and the support necessary for those 
choices to be effective, negative freedom is 
worthless.

So consider biomonitoring again, focusing on 
what informed consent looks like in the context 
of fitness sensors and their accompanying 
apps. In a 2016 report, the Future of Privacy 
Forum (FPF), found that 30% of health 
and fitness apps had no privacy policy at 
all. Those that do are of varying quality so 
FPF developed a useful document describing 
best practices for consumer wearables and 
wellness apps devices — a ten-page checklist 
one can use to evaluate privacy policies that 
are often two or three times as long as the 
checklist, and whose implementation disables 
the functionality of the app! One concern our 
current understanding of autonomy attunes us 
to (among many), then, is the sheer amount of 
legal verbiage which one must read in order to 
understand a privacy policy.13 The predictable 
result, even among those who know enough 
to care about their privacy, is the seemingly 
justified rational ignorance on the part of app 
users who judge that the cost of educating 
themselves sufficiently to make an informed 
decision outweighs any potential benefits from 
that decision.

What is novel here are the new ways in which 
the potential costs of losing privacy can be 
significant. In an analog world, the primary 
costs of losing privacy include exposure (a 
breach of confidentiality), compromised 
decision-making, and the loss of self-
determination — all costs the informed 
consent process is designed to minimize. In 
a digital world, however, informed consent 
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processes often fail to constrain or avert these 
costs. For example, Fitbit passively tracks 
personal identifiers, demographic information, 
commercial information, biometric 
information, internet and other electronic 
network activity information, geolocation 
data, photographic information, professional 
and employment information, information 
about your friends, and “inferences drawn from 
any of the above.”14 This is in addition to the 
information shared, aggregated and analyzed 
using third-party cookies from Facebook, 
Pinterest and Google.15 What are the costs? In 
2016, a sliver of similar information published 
by a competing app (“Stava”) was sufficient 
for Nathan Ruser, a student at the Australian 
National University, to identify and map U.S. 
forward operating bases in Afghanistan, and in 
2018 for journalist Alec Muffet to identify CIA 
black sites in Djibouti.16 Female health trackers 
like Ovia share menstrual information with 
employers, “allowing [an employer] to see how 
many of its employees are pregnant, trying to 
get pregnant or facing high-risk pregnancies.“17 
Given that “many of the country’s largest and 
most prestigious companies still systematically 
sideline pregnant women,” the actual, potential, 
and counterfactual costs of losing reproductive 
privacy should be a significant cause for 
concern.18 To these dangers we should add the 
potential for fraudulent or malicious adversarial 
attacks on users’ health data for fun or profit.19

In light of plentiful examples like these, we 
can ask some obvious questions: Is the average 
person’s consent to digital privacy policies fully 
informed and competent to judge the risks and 
benefits of ubiquitous biomonitoring, analysis, 
sharing, and research? Can it be free when 
one’s voluntary submission to biosurveillance 

is incentivized by employers? Given corporate-
commercial alliances that share or sell privacy-
protected data to train corporate AI models, 
such as occurred in Project Nightingale 
(and many other places), and the increasing 
pressure on health care institutions to share 
such information in order to have access to 
the most useful and competitive programs; 
given the undisclosed use of AI-assisted 
diagnostic and treatment recommendations 
by physicians; given the potential for illicit 
cooperation created by sharing personal 
data to train programs for malicious, self-
interested, or immoral purposes, including the 
manipulation of clinical decisions in service 
to institutional quality metric requirements 
and increasing profits; given the relative ease 
of de-anonymizing health data — given all of 
these circumstances and others, are our current 
practices of providing users with verbiage to 
read and sign sufficient for protecting and 
providing privacy, confidentiality, and data 
security? 

Call me skeptical, but it seems quite impossible 
to inform individuals about the true scope and 
implications of the information being collected 
about them, or even to inform the public 
about the growing scope of biosurveillance, the 
good-faith efforts of the press notwithstanding. 
Perhaps we need new techniques of providing 
adequate information for consent, regulatory 
oversight over health care app design processes 
by Institutional AI Boards, new juridical 
solutions which punish egregious offenders, 
new institutional policies requiring alliances 
with preferred and vetted vendors, and regular 
algorithmic audits, or even new AI that help us 
tell the difference between good and bad AIs 
(we could call it ‘Decker’).
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Although I don’t have definite answers to any 
of these questions, that’s not the point. The 
point is that we already know how to raise 
questions about autonomy (and beneficence, 
and justice). The point is to illustrate that the 
digital revolution in health care is not making 
ethics obsolete, but just the opposite: the 
need to develop, specify and apply ethics to 
digital health care is acute. Unfortunately, the 
number of Catholic academics pursuing these 
issues is currently dwarfed by the number of 
secular and non-academic thinkers working 
on them. Given its highly-developed moral 
tradition, Catholic bioethicists could — and 
should — make major contributions to these 
conversations.

III. CLINICAL ETHICS IN A DIGITAL AGE
Now let us turn to the second category of 
novel concerns, those that are novel per se. I 
suggested earlier that there are good reasons 
to believe we are not prepared to deal with the 
ethical problems presented by digital medicine. 
Consider the following …

We like to think of disease as having a single 
cause: one bacteria causing only one kind of 
infection, or one culprit like cholesterol causing 
the arteries to harden. This assumption is not 
wholly mistaken. Many diseases do have a 
single cause, and those diseases were the low-
hanging fruit which fell easily to antibiotics 
and vaccines. The diseases that remain, however, 
including heart disease, cancer, stroke and 
diabetes — all in the top ten causes of 
death — have complex causes. “They arise from 
a complicated web of factors,” Thomas Hager 
explains, “some genetic, some environmental, 
some general, some personal, that add up to 
disease in ways that we are still struggling to 
understand. Because of the complexity of these 
diseases and the number of unknowns involved, 
we talk about risk factors — habits and 
exposures that might shift the chance of our 
getting a disease one way or another — more 
than root causes.”20 

Treatments for these risk factors precipitated 
some of the more intractable controversies in 
20th century medicine, and will continue to 
do so. The first medication prescribed for the 
prevention of disease in asymptomatic persons 
was Diuril in 1958 (for hypertension), followed 
by Orinase in 1967 (for pre-diabetes), followed 
by statins like Mevacor in 1987 (for heart 
disease). These drugs represented a shifting 
definition of disease, one no longer based on 
symptoms or clinically observed signs, but on 
quanta. As Charles Bardes writes,

Defining disease by a number, such as 
the blood pressure, the blood glucose, or 
the blood cholesterol, shifts the focus 
of medicine from what a patient feels to 
what a doctor measures. As a consequence, 

The digital revolution in 
health care is not making 
ethics obsolete, but just 
the opposite: the need to 
develop, specify and apply 
ethics to digital health 
care is acute. 
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doctors will recommend drugs to many 
people who feel perfectly well, in essence 
transforming a person from well to sick. 
Since the phenomenon occurs across 
the country and even the world, a huge 
segment of the population undergoes 
the transformation from putatively well 
to putatively sick. The body is essentially 
sick, and the population is essentially sick. 
Both need medication. In this “preventive 
medicine paradox,” organized medicine 
reduces the overt manifestations of disease 
by expanding the number of people 
assigned to disease categories.21

The last decade of debate over the benefits of 
statins encapsulates this trend.22 Although statin 
sales are expected to top more than $1 trillion 
by 2020, they are only marginally beneficial for 
moderate-risk, primary prevention targets for 
whom poor diet and a sedentary lifestyle remain 
the biggest predictors of heart disease. Despite 
being among the safest and most researched 
drugs in history and demonstrably beneficial for 
the secondary prevention of heart disease, many 
social and scientific studies argue that their 
massive overprescription is a key contributor to 
a culture of overdiagnosis, patient anxiety, and 

consumer hazard, as well as to ever-expanding 
notions of malpractice and provider liability.

More importantly, to recognize diet and 
lifestyle as asymptomatic predictors for disease 
is to acquiesce to the medicalization of daily 
life, to redefine disease as a normal bodily state 
we are always already treating. No longer does 
pathology presuppose teleology (normative 
functioning); in a culture of effective 
preventative medicine, pathology is normal 
functioning, since bodies are something to be 
managed rather than powers we enjoy. Stated 
hyperbolically, life becomes a risk factor for 
death, something appropriately regulated with 
pills and devices for its entire duration. The 
Baconian roots of this shift have not been lost 
on Hippocratic thinkers like Leon Kass and 
Hans Jonas: New technologies increasingly 
transform states like fertility, obesity, aging, 
teenage body anxieties, and childhood 
energy into disease categories to be medically 
controlled rather than aspects of the human 
condition to be navigated through virtuous 
habits, social support and prudent living.

I suspect these issues and trends are going to 
be compounded and exacerbated by digital 

New technologies increasingly transform states like fertility, 
obesity, aging, teenage body anxieties, and childhood energy 
into disease categories to be medically controlled rather than 
aspects of the human condition to be navigated through 
virtuous habits, social support and prudent living. 
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medicine. With the advent of powerful AI, 
the rate at which we can discover and identify 
risk factors is hindered only by the scope 
and granularity of our data sets. As we cover 
ourselves in biosensors capable of surveilling us 
from behavior to genome, we can increasingly 
focus on disease prediction and risk-
management through medical management and 
behavior optimization. I believe these changes 
will generate ethical concerns that are per se 
novel, concerns we are presently unprepared to 
deal with at the theoretical, social, or clinical 
levels.

Consider, for example, the recent report by 
McKinsey & Co called, “Insurers Need to Plug 
Into the Internet of Things — or Risk Falling 
Behind.”23 The “internet of things” (IoT) refers 
to a world in which sensors and actuators are 
networked to computing systems in order to 
monitor and intervene in each other’s behavior 
and in the natural world. The IoT excites 
McKinsey because it makes possible a “whole 
new world of business models.”24 In the analog 
world there are contracts that can be verified 
(e.g., when we visibly exchange money for 
coffee) and contracts that cannot, the latter 
being typical of insurance contracts based 
on informed guesses about, say, one’s driving 
habits, which insurers couldn’t observe, in 
order to verify whether one in fact minimizes 
their liability. In an analog age, insurers had to 
base their predictions on events and outcomes. 
What happens when we add surveillance 
sensors to cars to detect, quantify and analyze 
qualities like one’s average speed, braking 
distance, sobriety, or even mood and level of 
distraction?25 Hal Varian draws the obvious 
conclusion: “We can observe behavior that was 
previously unobservable and write contracts 
on it.”26 Varian argues that digital age contracts 

can be both contemporaneous and active. In 
the IoT, insurers monitoring their drivers can 
directly intervene to nudge good behavior, e.g., 
by alerting us when to stop drinking (given the 
expected time we will depart for home, when 
and how much we’ve eaten and exercised that 
day, and the quality of last night’s sleep). They 
can also intervene to punish bad behavior, e.g., 
by shutting off the car when we are too sleepy, 
inebriated, or distracted to drive safely. Finally, 
they can intervene through microtransactions 
in which our insurance rates respond to our 
behaviors in real time. In the digital age, 
McKinsey suggests, insurers will manage risk 
by not managing uncertainty but by managing 
individuals.

This third characteristic of digital data 
analysis we’ve been considering may take 
several forms in digital medicine. In Abilify 
MyCite, a sensor-enabled pill, we already 
have the ability to manage short-tail risks 
by increasing prescription compliance, a 
massive problem that costs the U.S. health 
care system an estimated $100-$289 billion 
per year.27 FDA approvals of sensor-enabled 
pills like Abilify MyCite have the potential 
to significantly improve prescription 
compliance, lower insurance rates and reduce 
hospitalizations through patient surveillance 
and behavior management. Of course, it also 
has the potential to increase insurance rates 
for non-compliant patients through punishing 
microtransactions that price them out of the 
insurance market, thereby denying them access 
to health care.

The implications of managing long-tail risks 
with digital medicine are even more significant. 
These risks are defined by a significant temporal 
distance between an exposure to a risk factor 
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and the manifestation of damage, and thus 
between the action that creates a liability in 
an insurer or employer, say, and recognition of 
that liability. A classic example of long-tail risk 
was the exposure of shipping and construction 
workers to asbestos during World War II. These 
exposures induced latent processes whose harm 
would only manifest decades later, and not 
only in the workers, but also in genetic harms 
passed on to their children. We can reasonably 
forecast that AI-driven predictive analytics 
will significantly change how we identify 
and manage long-tail risks. It will mine our 
behavioral and genetic surplus to identify scores 
of presently unknown correlations between 
exposures and disease, thereby enabling 
individuals to better manage their risks and 
institutions to limit their liabilities. Combined 
with virtual RCTs, these correlations could be 
used to develop lifesaving safety regulations 
and risk-minimizing best practices, perhaps, 
eventually, in something approximating real-
time. (If life has become a risk factor, it is 
because the world has become an ‘exposure.’)

On the other hand, such regulations and 
practices may well become imperatives. 
McKinsey’s report emphasizes that greater 
predictive accuracy reduces uncertainty 
but increases long-tail risk, leading “to a 
demutualization and a focus on predicting 
and managing individual risks rather than 
communities.”28 They suggest that current 
insurance business models will have changed 
so greatly in five to ten years that “players’ 
models will either have to become IoT focused 
or will decline,” where ‘IoT focus’ means 
the ever-increasing surveillance, analysis, 
and manipulation of consumer behavior.29 

McKinsey thus recommends “more frequent 
customer interactions” through sensors 

and wearables, “enhancing pricing and 
risk accumulation control” through Varian 
microtransactions, “driving efficiency through 
sensor-based automation (e.g., trigger-based 
claims payments, apps),” the automatic 
management of user behaviors (e.g., driver-
regulating cars), and widespread data-sharing 
and data partnering to improve analytics and 
increase monetization by “offering proprietary 
data and analytics solutions to third parties.”30

We are not prepared for clinical bioethics issues 
raised by the AI-driven future I just described, 
for several reasons.

ILL-DEFINED VALUES
First, putting aside its potential to improve 
patient outcomes, the enthusiasm of digital 
medicine advocates often rests on new, ill-
defined values like ‘humanization’ and 
‘personalization.’ That is not to say these are 
the wrong ideas to invoke, or that they cannot 
be defined, but they are certainly not as well-
defined and operationalized as, say, ‘respect 
for autonomy.’ Nor am I confident that 
medicine will tend in the direction of these 
values. Companies like GE and thought leaders 
like Eric Topol are arguing that AI will “make 
healthcare human again” by freeing health 
care teams from repetitive data-entry in order 
to “work with their patients more closely,” 
returning doctors to the bedside, “and with 
more insight.”31 I am more skeptical. Thomas 
Hagar tells a story about the day he received an 
unsolicited letter from an unknown physician 
offering him a statin prescription because an 
algorithm had identified him as a primary-
prevention candidate. That’s about as far from 
the bedside as it’s possible to get, and it’s likely 
going to be typical of risk-management-based 
medicine in the age of Big Pharma. Or consider 
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the common frustration of clinical ethicists 
with providers who decline beneficial but risky 
surgeries for patients on (usually unstated) 
grounds of malpractice risk. When the power of 
AI to predict and manage risks dictates micro-
transacted insurance costs, I suspect providers 
will be even less willing to talk to ethicists and 
patients rather than follow profit-maximizing 
algorithms that formalize and justify such 
decisions. And we haven’t even mentioned 
the lifestyle drugs and surgeries that can be 
marketed and asymptomatically prescribed due 
to patient anxieties and lifestyle preferences, let 
alone potential disease states. If the cultural 
history of statins, tranquilizers and Viagra 
provides any clues about what AI-driven health 
care will look like, it has the real potential to be 
less ‘humanistic’ rather than more.

ARCHAIC VALUES
Second, there are good reasons to think that 
our existing ethical values are not fit for the 
purpose in the digital age. For instance, many 
ethicists mention the need to balance autonomy 
and beneficence in order to develop human-
centered AI. Yet these values count for too 
much and for too little when long-tail risks 
arise from unchosen genomic features of our 
bodies and environments, or from strong 
evaluations and basic projects defining our 
individual and communal identities, such as 
our religiosity or family engagement. When 
the ubiquitous surveillance and the medical 
management of life are taken for granted — 
when one’s fertility or ethnicity or zip code can 
be regarded as risk factors, much as we presently 
treat smoking, refusing to vaccinate, or being 
an energetic boy in an elementary school 
classroom as societal risk factors — values like 
autonomy and beneficence are either trivial or 
totalizing by turn.

MODERN MORAL PHILOSOPHY
Third, the rise of predictive medicine will split 
patients into two demographics: older patients 
with acute or chronic illnesses, and younger 
patients who desire medical management of 
their lifestyle, environmental, and genomic risk 
factors. The fundamental questions posed by 
the latter category are these: What habits and 
lifestyle choices are most conducive to living 
a long, satisfying, and flourishing life? What 
values am I confident I will affirm in the next 
two, three, or five decades of my life such that 
they should guide my decisions in the present? 
Which habits and skills do I wish to define 
my life, and what tasks must I perform and 
sacrifices make to realize them over the course 
of a lifetime? Post-Enlightenment liberal culture 
does not consider these to be moral questions, 
because lifestyle questions are seen as matters 
of preference. Ethical questions, however, are 
answered through politics, particularly through 
the use of a rationalist grammar of rights 
and consequentialist overrides. This legalistic 
approach to ethics is fundamentally unable 
to ask or answer the kinds of questions raised 
by digital medicine. AI-driven preventative 
medicine requires a different mode of ethics, 
namely, an applied virtue ethics of medicine. 

Unfortunately, deep divisions in modern 
culture prevent this. Aside from its emphasis 
on protecting innocents from harm, Catholic 
bioethics differs from non-Hippocratic 
traditions by understanding positive freedom 
as a developed capacity to discern and choose 
what perfects us as persons. Yet liberalism has 
convincingly generated its own nominalist 
notion of positive freedom as effective freedom 
for self-determination. In clinical practice thus 
far, the difference between the two approaches 
to freedom has been negligible. We respect 
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autonomy because of the proper and legitimate 
role of prudence to direct one’s life. Although 
Catholic bioethics does not recognize an 
autonomous ‘right’ to choose what is evil, as 
do many of our Principlist friends, we respect 
patients’ right to choose among beneficial 
treatments and to forego futile or burdensome 
care. Since the number of interventions 
that are per se evil is a fairly short list (and 
concentrated within a few specialties), there are 
significant overlaps between Catholic and non-
Hippocratic approaches to autonomy.

As clinical practice shifts towards risk 
management, however, these overlaps will begin 
to disappear. Clinical ethics will increasingly 
involve counseling ever younger patients about 
what kind of person they ought to be. As 
Alasdair MacIntyre argues, these conversations 
look very different from the standpoint of the 
two models of practical reason we distinguished 
earlier. The expressivist (i.e., nominalist) values 
coherence and authenticity in her desires, while 
the Neo-Aristotelian (i.e., essentialist) values 
truthfulness and effectiveness. As MacIntyre 
writes, both parties question,

How it is that someone’s desires can be 
such as to make her or his life go well or 
go badly, what is involved in resolving 
conflicts in which either desire is pitted 
against desire or desire is at odds with 
rational judgment, and what constitutes 
a good reason for trying to satisfy this 
particular desire. … 32

An expressivist answers this question by 
scrutinizing her desires to discover with which 
of her culturally-imposed desires and attitudes 
she identifies and can reflectively endorse.33 
Her autobiography is a romantic narrative of 
discovering and liberating her true affections, 
one in which moral philosophy and religion 
figure as “impositions” and “constraints 
upon [her] thoughts and feelings.”34 For the 
Neo-Aristotelian, in contrast, moral maturity 
requires learning to distinguish what one wants 
to do, be, or have right now from what it is 
good to do, be, or have over the course of one’s 
life. Her autobiography is an Augustinian 
narrative of learning from the failures that 
arise from inadequately educated judgment 
and misdirected desires so as to develop the 
moral and intellectual habits that enable us to 

To counsel patients as an expressivist is, therefore, to prompt 
young people to unmask cultural deceptions and biases in 
order to discover which attitudes and lifestyles they wish to 
endorse, whereas to counsel as a Neo-Aristotelian is to educate 
the young about the final end of human life — which is likely 
theological in character — and about the various practices 
whose internal goods are conducive to or constitutive of 
that end. 
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flourish as human beings.35 To counsel patients 
as an expressivist is, therefore, to prompt young 
people to unmask cultural deceptions and 
biases in order to discover which attitudes 
and lifestyles they wish to endorse, whereas 
to counsel as a Neo-Aristotelian is to educate 
the young about the final end of human life — 
which is likely theological in character — and 
about the various practices whose internal 
goods are conducive to or constitutive of that 
end. 

The two models of practical reason thus 
generate contradictory models of virtue, 
and combined with digital medicine, new 
opportunities for and kinds of injustice. 
Consider a brief example. Today, roughly 
15% of adolescents have prediabetes and 
“are expected to lose 15 years from their life 
expectancy and may experience severe, chronic 
complications by their forties.”36 In order 
to “delay or prevent the complications of 
diabetes,” the ADA recommends “lifestyle 
management” counseling to (1) “promote 
and support healthful eating patterns” while 
(2) maintaining “the pleasure of eating by 
providing nonjudgmental messages about 
food choices.”37 Moreover, the ADA argues 
that (3) because it “can improve outcomes 
and reduce costs,” this service “should be 
adequately reimbursed by third-party payers.” 
These recommendations clearly amalgamate (1) 
physiological or aspirational goals, (2) individual 
and cultural preferences, and (3) the financial 
goals of third parties related to long-tail liability 
management.

We saw a similar amalgam of aspirational, 
actual, and third-party financial goals 
in Netflix’s algorithm. There we were 
concerned about what Ed Finn calls “corrupt 

personalization”: that Netflix manipulates 
user desire and enables self-deception 
for the sake of profit. We should have 
similar concerns here. Should prediabetes 
counseling take an expressivist focus, say, 
on identifying manipulative marketing and 
exploitative or oppressive food distribution 
in minority neighborhoods, or challenging 
white, bourgeoise bodily norms? How do 
we communicate Neo-Aristotelian concerns 
that medicalizing young lives encourages 
lifelong pharmacological dependence and 
displaces cardinal virtues with technological 
conveniences? Who sets the risk thresholds 
that justify medical or behavior interventions, 
and what are their interests? How will digital 
surveillance and AI-enabled microtransactions 
be used to positively or negatively nudge 
prediabetic risk factors? For which marginalized 
and vulnerable subgroups will these nudges 
become imperatives, and what are the 
consequences if they cannot be satisfied without 
significant socioeconomic changes individuals 
cannot control (e.g., greening the food deserts) 
or cultural loss (e.g., eliminating Louisiana 
soul food)? Whose conception of the good life 
will our digital gatekeepers embody, and which 
virtues will they encourage, require, or enforce? 
These questions only scratch the surface of 
virtue ethics in the age of digital medicine.

CONCLUSION
To the extent the AI-driven growth of predictive 
analytics expands the field of preventative 
medicine, and various public and private 
institutions take more active roles and financial 
interests in the treatment of these risks, we 
should expect a growing and acrimonious 
divide between competing models of virtue 
ethics and medical management. Clinical ethics 
will increasingly require explicit discussions of 
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what Charles Taylor calls strong evaluations — 
not the responses we happen to have towards 
reality (the focus of rule-based ethics), but 
the responses we ought to have toward various 
spheres of life, including what it means to live 
well, and what it means to be healthy.38 

The culture, practices and institutions of 
modernity are decidedly biased in favor of 
the expressivist account. There is very little 
room left to develop a culture of chastity in 
our public schools, for example, because the 
widespread acceptance and public subsidy of 
chemically and surgically managed sex has 
made Neo-Aristotelian approaches to sexual 
virtue seem not merely archaic and oppressive, 
but culturally unintelligible. Similar factors 
count against the attractiveness of genuinely 
Catholic answers to liability-driven questions 
about lifestyle management. Yet, I am hopeful. 
For I also suspect that the rise of digital 
medicine and the acute need for a relevant and 
applicable ethics of virtue will give Catholic 
bioethics powerful new opportunities not 
merely to oppose the predations of the culture 
of death, but to propose a spiritually sound and 
empirically substantiated vision of well-being. 

JOSHUA SCHULZ, PH.D.
Associate Professor of Philosophy
DeSales University
Center Valley, Pa.
joshua.schulz@desales.edu
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existing health conditions, and racial and ethnic 
minorities. The virus has brought into sharp 
focus the glaring disparities and inequities 
many experience in accessing essential health 
care, adequate nutrition, safe housing, and 
living-wage employment, all of which are 
fundamental to life. These disparities also 
contribute to underlying health conditions that 
can make persons more susceptible to getting 
the virus and suffering worse outcomes than 
others.

We learned from the H1N1 influenza 
pandemic in 2009 that serious problems occur 
if no consensus is reached on the principles 
and structures for the just distribution of 
vaccines. Pharmaceutical companies cannot 
produce vaccines quickly enough to meet 
initial worldwide demand during a pandemic, 
resulting in global economic competition that 
favors wealthier nations over the developing 
world.1 The result is that, initially, powerful 
nations control the distribution of limited 
supplies. While recognizing that financial 
investments are essential for the development 
of effective vaccines, any that are developed 
should be considered the inheritance of the 
entire human community, rather than a specific 
country or company.2 It is unjust to perpetuate 
a system where persons who have the greatest 
need are denied vital, lifesaving resources by a 
privileged few.

Editor’s Note: This statement about the 
development and distribution of safe and effective 
vaccines for COVID-19 illustrates how principles 
of Catholic Social Teaching provide a just and 
equitable framework for considering these crucial 
issues during the new coronavirus pandemic. The 
statement was developed by the Catholic Health 
Association of the United States in collaboration 
with ethicists in Catholic health care. 

As researchers race to create safe and effective 
vaccines for COVID-19, it is essential to 
thoughtfully consider how to ethically develop 
and equitably distribute them. 

Effectively addressing the global health crisis 
requires a coordinated response by business, 
government, community leaders and health 
care providers to ensure that vaccines and 
treatments are safe, effective and available to 
all. To accomplish that, we in Catholic health 
care believe that the principles of Catholic 
Social Teaching offer a just framework for an 
equitable solution. These principles, shared by 
many people of goodwill, are the Dignity of the 
Human Person, the Common Good, Solidarity, 
Subsidiarity and the Preferential Option for 
Vulnerable Persons. 

COVID-19 has had a disproportionate impact 
on vulnerable populations, such as the elderly, 
low-income communities, persons with pre-

https://www.chausa.org/newsroom/news-releases/2020/07/27/vaccine-equity-and-catholic-principles-for-the-common-good
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With these experiences and the principles of 
Catholic Social Teaching in mind, we offer the 
following guidelines to address the obstacles to 
a fair and just distribution of vaccines.

1. Vaccines should be demonstrably safe 
and ethically tested. 
The traditional medical admonition of 
Primum non nocere, or “First, do no harm,” 
should lead us. Broad public support 
requires vaccines that are shown to be safe. 
Additionally, the burden of testing should 
be borne by all, and not only some, such 
as those who are poor, or those living in 
developing countries. 

2. Vaccines should be demonstrated to 
be scientifically effective.
Governments and international decision 
makers should follow scientific evidence, 
rather than rushing to adopt vaccines 
for political or economic expediency. 
Maintaining public support and trust 
in vaccines’ effectiveness is critical for 
responding to COVID-19 and other 
public health crises. 

3. Vaccine development must respect 
human dignity.
The process of developing vaccines should 
respect the human dignity of all persons 
and protect the sanctity of human life at 
all stages. Deliberately destroying innocent 
human life in order to safeguard other lives 
is ethically wrong.3

4. Vaccines should be equitably 
distributed with priority to those at 
most risk. 
Once there is assurance that safe vaccines 
are available, distribution should first 
consider populations identified as most at 
risk for suffering negative health outcomes 
from COVID-19. At-risk populations will 
vary from place to place. 

In many areas, we know that elderly, racial 
and ethnic minorities bear the greatest 
burdens. State and local officials, in 
conjunction with health care providers 
and community leaders, should identify 
which populations are most at risk in 
their jurisdictions, and they should act to 
protect them.

The Common Good requires the 
maintenance of essential services for the 
well-being of the community. Therefore, 
there may be a necessity for prioritization 
of front line health and essential service 
workers so that our health care system 
remains able to continue to provide 
treatments in the midst of this pandemic.4

5. Efforts to develop and distribute 
effective vaccines should emphasize the 
principle of Solidarity.
The global pandemic requires working 
together, domestically and internationally, 
to achieve a common purpose. Through 
strengthening and supporting existing 
international organizations and 
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frameworks for collective purchasing 
and distribution, we can help to ensure 
that all people have access to the vaccine 
while minimizing global and domestic 
competition which drives up prices for 
limited supplies.  

6. Consistent with the principle 
of Subsidiarity, the distribution of 
effective vaccines should involve local 
communities.
Local governmental entities, health care 
providers, non-profit organizations, 
religious and community leaders must 
work in partnership to build trust 
and ensure equitable distribution of 
vaccines. These partnerships are critical 
for meeting local needs, building vaccine 
awareness and protecting individuals and 
communities who are often neglected or 
forgotten. 

We who serve in the health care ministry 
of the Catholic Church have an important 
responsibility to collaborate in forming policies 
for the equitable development and distribution 
of these critical lifesaving medicines, with 
particular attention to vulnerable persons 
who are most in need. As the entire human 
community looks with hope to vaccines to 
address COVID-19, it is essential that we 
continue to work for the just creation and 
distribution of these valuable, and limited, 
lifesaving resources. 

ENDNOTES
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2. Although circumstances surrounding the development 
of the Salk polio vaccine were different than those today, 
the fundamental principle remains the same. A human 
discovery that mitigates the suffering of the entire 
human community should not be a commodity that is for 
sale to the highest bidder.

3. See Pontifical Academy for Life, “Moral Reflections on 
Vaccines Prepared from Cells from Aborted Human 
Foetuses,” June 5, 2015. https://www.immunize.org/
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Congregation for the Doctrine of the Faith, “Instruction 
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vaticandocument.htm

4. After the prioritized groups are served, randomization 
brings fairness and equity to the process. Randomization 
can also bring fairness if done within priority groups too. 
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randomly orders dates of the year. Those whose birthday 
is first, get first access, etc.
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Selected Comments on the 
Congregation for the Doctrine of the 
Faith’s Letter Samaritanus bonus 
(“The Good Samaritan”):
On the Care of Persons in the Critical and 
Terminal Phases of Life

Samaritanus bonus was approved by Pope 
Francis, indicating he understands the letter as 
reflecting Church teaching and is pleased to 
have it issued. His approval does not change the 
nature of the document and does not make it a 
papal statement.

PASTORAL TEACHING
Samaritanus bonus emphasizes the responsibility 
of all who come into contact with critically or 
terminally ill persons to accompany them with 
prayerful, compassionate fidelity. Specifically 
named are relatives or legal guardians, hospital 
chaplains, extraordinary ministers of the 
Eucharist and pastoral workers, hospital 
volunteers and healthcare personnel. Showing 
care reveals the original and unconditional love 
of God, the source of the meaning of all life. 
The letter beautifully recapitulates a theology/
spirituality of suffering with Christ to discover 
hope that strengthens and endures. The Good 
Samaritan combines a compassionate heart with 

Johnny Cox, RN, Ph.D. 

Editor’s Note: An earlier version of this article 
appeared in the Bioethics Brief of the Alliance of 
Catholic Health Care.

CANONICAL SIGNIFICANCE OF A LETTER 
Circular letters from a curial office are first and 
foremost pastoral in nature and typically do 
not break new ground or new teaching. Rather, 
such letters aim to clarify current teaching or 
proclaim and organize that teaching in a more 
comprehensive fashion. Thus, the “weight” or 

“canonical authority” of anything in it relates 
more toward the weight that matter had in 
other teaching documents. Therefore, the 
footnotes are significant in identifying the 
foundation of any particular statement. A letter 
is not new legislation. Nor is it an “instruction,” 
which specifies the implementation of 
legislative texts. Nonetheless, such letters are 
meant to communicate the current state of 
teaching so as to guide both the thinking of 
the faithful and the Church’s pastoral practice. 
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practical services of caring. The letter reminds 
healthcare personnel of their fundamental 
moral choice: “In intensive care units or centers 
for chronic illness care, one can be present 
merely as a functionary, or as someone who 
‘remains’ with the sick.”

The letter clarifies that pastoral accompaniment 
of persons who request euthanasia or assisted 
suicide must always continue, even when the 
sacraments cannot be administered. “It is 
necessary to remain close to [this] person … 
for this nearness is an invitation to conversion, 
especially when euthanasia, requested or 
accepted, will not take place immediately or 
imminently.” The pastoral imperative is to 
remain close while avoiding “any gesture, such 
as remaining until the euthanasia is performed, 
that could be interpreted as approval of this 
action.”

PALLIATIVE CARE
Palliative care, hospice and the role of patients’ 
families are strongly endorsed. The letter 
cites the Catechism of the Catholic Church 
(#2279) that “Palliative care is a special form of 
selfless love. As such it should be encouraged.” 
Unfortunately, the letter tends to restrict 
palliative care to terminal illness rather than the 
more accurate understanding of holistic care 
to persons with serious health-related suffering 
due to severe illness. It notes that employment 
of palliative care reduces considerably the 
number of persons who request euthanasia. 
And although it does not provide specifics, the 
letter warns against national laws on palliative 
care that incorporate requests for euthanasia 
and assisted suicide.

MORAL TEACHING
Samaritanus bonus relies heavily for its moral 
principles on three sources: the CDF’s 1980 
Declaration on Euthanasia (Jura et bona), 
12 citations; St. Pope John Paul II’s 1995 
encyclical Evangelium vitae, 18 citations; and 
the Pontifical Council for Pastoral Assistance 
to Health Care Worker’s 2017 New Charter 
for Health Care Workers, 9 citations. The 
99 footnotes also include numerous other 
magisterial statements from Popes Francis, 
Benedict XVI, John Paul II, the Catechism of the 
Catholic Church and previous CDF documents. 
The letter forcefully highlights the cultural 
factors driving the increased legalization of 
euthanasia and assisted suicide, spoken of by 
Pope Francis as a “throw-away culture” and 
by Pope John Paul II as a “culture of death.” 
The letter reiterates the Church’s prohibition 
of euthanasia and assisted suicide as acts that 
directly cause the death of an innocent human 
being. The letter also reiterates the obligation 
to exclude aggressive medical treatment and 
the principles that apply to decisions to forgo 
disproportionate medical treatments. However, 
in some places, the letter’s interpretation of 
these principles and the ways they apply to 
persons who are critically or terminally ill may 
cause serious confusion and misunderstanding 
of traditional Catholic teaching.

POTENTIAL FOR MISUNDERSTANDINGS
In various places, the letter suggests that 
Catholic teaching allows only persons with 
an incurable terminal illness to justifiably 
forgo life-prolonging medical treatment. This 
position is not in accord with traditional 
Catholic teaching; in fact, it asserts a vitalism 
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contrary to Catholic principles. One clear 
example of this potential misunderstanding 
is found in section V, #2, in the sentences, 

“The suspension of futile treatments must not 
involve the withdrawal of therapeutic care. This 
clarification is now indispensable in light of 
numerous court cases in recent years that have 
led to the withdrawal of care from — and 
to the early death of — critically but not 
terminally ill patients, for whom it was decided 
to suspend life-sustaining care which would not 
improve the quality of life.”

• Catholic teaching on ethically acceptable 
decisions to withhold or withdraw 
life-prolonging treatment has never 
been limited to “futile” treatments, 
whatever that might mean. The key 
Catholic principle refers to burdensome 
treatment or non-beneficial treatment as 
evaluated by each patient. Since limiting 
acceptable Catholic decisions to only 
futile treatment would be a momentous 
change in the tradition, there is need to 
prevent this misunderstanding.

• Catholic teaching on ethically acceptable 
decisions to forgo life-prolonging 
treatment has never been limited to 
persons with a terminal illness. For 
instance, it is acceptable for a person 
to forgo dialysis treatment for chronic 
kidney disease because of the burdens 
associated with the treatment — even 
though it would work to circumvent 
renal failure by cleansing the blood 
(this is also true for a person with 
COPD forgoing a ventilator who 
could, nevertheless, live for years while 

ventilator dependent). The distinction 
between critically ill and terminally 
ill persons in this paragraph creates 
confusion about the very foundation 
of Catholic teaching, i.e., the inherent 
dignity of the person integrally 
considered. There is need to prevent this 
misunderstanding.

While acknowledging these potentials for 
confusion, this letter does not appear to 
make any significant change in the customary 
understanding of Catholic principles about 
decisions to use or to forgo life-prolonging 
medical treatment. Nor does the letter change 
the usual application of these principles to 
evaluate the burdens and benefits of medical 
treatment for persons who are both critically 
and terminally ill. In fact, any such radical 
departure from traditional teaching would not 
be compatible with the typical purpose of a 
letter. Nevertheless, some commentators may 
be quick to interpret certain statements in the 
letter in a vitalist manner that would distort the 
tradition.

WARNINGS TO HEED
The letter warns about the dangers that can 
arise when Do Not Resuscitate Orders or 
POLST documents are misused or abused. The 
letter emphasizes that it is crucial to provide 
the patient or family participants with free and 
informed consent. Similarly, the consciences of 
health professionals must be safeguarded. The 
advocacy and educational efforts of CHA and 
Catholic health systems nationwide provide 
outstanding examples of defending against 
these dangers.
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The letter’s treatment of artificial hydration 
and nutrition, for adults and children, is 
nearly identical to the teaching of the Ethical 
and Religious Directives for Catholic Health 
Care Services, #58. Even though the ministry’s 
excellent educational efforts on this potentially 
confusing topic have advanced accurate 
understanding of Church teaching, additional 
effort is necessary to clarify ethically acceptable 
options to forgo medically assisted nutrition 
and hydration. Far too many persons in 

parishes as well as in health care facilities 
erroneously believe the Church teaches that 
artificial hydration and nutrition must always 
be used in all cases. 

JOHNNY COX, RN, PH.D.
Ethicist 
Surprise, Ariz. 
jandbcox@gmail.com
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A Redemptive Anthropology 
of Christian Friendship: 
Fratelli Tutti, “On Fraternity and Social 
Friendship”

The antidote proposed by Pope Francis 
is “fraternity and social friendship.” While 
building on Laudato Si’ and noting that the 
fraternity born of faith extends to nature, 
Fratelli Tutti emphasizes the more specific 
fraternal obligations regarding economics, war 
and peace, globalization, cultural attitudes and 
philosophical horizons, and criminal reform 
placed on us by our fellow human beings: “It is 
my desire that … by acknowledging the dignity 
of each human person, we can contribute 
to the rebirth of a universal aspiration to 
fraternity.”3 Over the course of the encyclical’s 
eight chapters and 287 sections we see the way 
in which social friendship touches every part of 
our shared lives: politics, justice, interreligious 
dialogue and more. 

While the encyclical is far-reaching in the many 
aspects of social life it speaks on, its unifying 
theme is the proposal of “universal fraternity 
and social friendship”4 in response to “present-
day attempts to eliminate or ignore others.”5 In 
response to “reductive anthropological visions”6 

the encyclical argues that social friendship is a 
recurring human vocation, taken up anew in 
each generation and never guaranteed without 

Gregory P. Floyd, Ph.D. 

On October 3rd, the feast of St. Francis of 
Assisi and the anniversary of his death, Pope 
Francis signed his third encyclical on the tomb 
of the medieval saint. Fratelli Tutti (“Brothers 
All”), takes its title from the “Admonitions” 
of St. Francis to his young community. It is 
the second of Pope Francis’s three encyclicals 
to claim his papal patron as its religious 
inspiration. The first of these “Franciscan” 
encyclicals, Laudato Si’, is animated by the 
saint’s famous love for creation; this second 
one is inspired by his model of a “fraternal 
openness” which is exemplified in a “love 
that transcends the barriers of geography and 
distance.”1 Together, these encyclicals propose 
Francis of Assisi as a spiritual model for modern 
men and women. G. K. Chesterton, with St. 
Francis in mind, observed that, “The Saint is 
a medicine because he is an antidote. …He 
will generally be found restoring the world 
to sanity by exaggerating whatever the world 
neglects.”2 It is no accident that in an age such 
as ours, at once extravagant and decadent while 
also divisive and resentful, the pope should 
direct our gaze to a man who embodies poverty, 
joyful self-denial, and a love that is radical and 
uncomfortable.
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effort, intelligence, and a love that is willing to 
sacrifice for the common good. 

The Parable of the Good Samaritan is the 
scriptural heart of the encyclical. In his reading 
of it, Pope Francis discerns a set of human 
types that provide the opportunity for an 
examination of conscience. The unnamed 
thieves who set upon the Judean man are 
presented as the prior, structural, and often 
unknown causes of the violence and neglect 
we see around us today.7 The priest and the 
Levite are by-standers and passers-by who 
challenge the Christian to recognize that, “a 
believer may be untrue to everything that his 
faith demands of him, and yet think he is close 
to God and better than others.”8 These men 
illustrate the inveterate human reality “that we 
are constantly tempted to ignore others.”9 The 
Samaritan is the person able to understand that 
the wounded stranger is also a neighbor.10 He 
teaches us that, “love does not care if a brother 
or sister in need comes from one place or 
another.”11 

The parable is a narrative image of Christian 
friendship and what it demands. The friend is 
the person “who approaches others…to help 
them become ever more fully themselves.”12 
For the Christian, such fraternal friendship 
is rooted, ultimately, in divine filiation: 
because we are all children of God, we are all 
brothers and sisters. The encyclical proposes 
a “redemptive anthropology” as an antidote to 
the “reductive anthropologies” characteristic 
of our modern age. The basic category of this 
redemptive anthropology is not the “individual” 
but the “person.” An “individual” is identified 
by distinction from others, whereas a “person” 
is an identity-in-relation: “The human person, 
with his or her inalienable rights, is by nature 

open to relationship.”13 Without such an 
anthropological vision, Pope Francis warns, we 
can only be “associates” never “neighbors.” Such 
associations are based on extrinsic criteria and 
goals and, therefore, are never an adequate 
basis for securing the deep equality that can 
only be, “the result of the conscious and careful 
cultivation of fraternity.”14 This anthropology 
of Christian friendship argues for an openness 
to others that breaks down the “walls”15 that 

“radical individualism”16 places between us and 
the stranger.17 

The encyclical’s latter chapters propose 
principles for a new and better politics 
grounded in the common good.18 Just as we 
are not individuals, but persons, so too we 
are not merely a society—an aggregate of 
individuals — but rather a people — a group 
of persons motived by a “collective aspiration” 
and participating in “a shared identity arising 
from social and cultural bonds.”19 Social 
friendship is the prior and enabling condition 
for “political charity.” Thus, enabled by renewed 
bonds of friendship, a politics of the common 
good facilitates what we might call “structural 
charity,” which alleviates suffering by redeeming 
the social conditions and institutions that cause 
it. Such charity20 is the “soul” and “heart” of 
politics: its deepest, most stable, animating 
motivation. This implies that not only sin, 
but also love can be structural: “Charity finds 
expression not only in close and intimate 
relationships but also in macro-relationships: 
social, economic, and political.”21 

The pope concludes the encyclical by drawing 
some direct implications of a commitment 
to social friendship. Against this vision of a 
human life rooted in dignity and integrated 
into authentic community we are prepared 
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to take the full and tragic measure of war. 
We are counseled by the pope to “touch the 
wounded flesh of the victims.”22 Fraternal 
charity not only challenges the war-making of 
nations, but also the State’s claim to legitimate 
violence in the form of the death penalty. If 
Christian friendship commits us to desire 
the healing and redemption of each person 
including our enemies, then the death penalty 
cannot but be seen as a failure of Christian 
love: “Today we state clearly that ‘the death 
penalty is inadmissible,’ and the Church is 
firmly committed to calling for its abolition 
worldwide.”23 Our treatment of the justly 
imprisoned is a measure of our love: “The firm 
rejection of the death penalty shows to what 
extent it is possible to recognize the inalienable 
dignity of every human being.”24

“It is the paradox of history,” Chesterton 
wrote, “that each generation is converted by the 
saint who contradicts it most.”25 Fratelli Tutti 
suggests that the Franciscan witness of universal 
fraternity is the strong remedy we need today; 
fraternal openness to our human brothers and 
sisters, particularly those who come to us as 
the stranger, the immigrant and the death row 
inmate. 

GREGORY P. FLOYD, PH.D.
Faculty, Department of the Core 
Director, Center for Catholic Studies 
Seton Hall University  
floydgre@shu.edu
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Legal Lens
Students from the Saint Louis University 
School of Law Center for Health Law Studies 
contributed the following items to this column. 
Amy N. Sanders, associate director, supervised 
the contributions by Darian Diepholz and Jessie 
Bekker. 

COLLEGES’ OPENING FUELED 3,000 
COVID CASES A DAY, RESEARCHERS SAY
Researchers from the University of North 
Carolina-Greensboro, Indiana University, the 
University of Washington, and Davidson 
College, have looked at the effects of colleges 
that opened in the fall amidst the COVID-19 
pandemic. The study assessed reopening pro-
grams for 1,400 colleges, cross referencing with 
county infection rates from July 15 to Sep-
tember 13, 2020. The study found that classes 
taught in person were associated with a 2.4 rise 
in daily cases. Many schools experienced a fear 
of spikes in cases similar to the situation at the 
University of Illinois where 2,0000 cases were 
reported on campus in the first month students 
returned. However, the researchers are quick 
not to blame the school reopening plans or 
student behavior, but want to continue research 
and figure out the best practices regarding how 
to respond. The study will examine whether the 
surge is related to students arriving at campus 
with COVID-19 versus contracting it at school, 
and look at how responses at different schools 
have decreased the spread. Also, the researchers 
plan to assess the study’s estimate of an increase 
of 3,000 in daily cases from schools opening to 

see the true linkage between case rise and col-
leges to become better prepared for the spring 
semester, and present some best practices on 
how schools may mitigate the spread. 

Michael McAuliff, Kaiser Health News, Sept. 23, 2020, 
https://khn.org/news/colleges-opening-fueled-3000-
covid-cases-a-day-researchers-say/

JUDGE HALTS TRUMP’S ROLLBACK OF 
TRANSGENDER HEALTH PROTECTIONS
U.S. District Court Judge Frederic Block halted 
Trump’s policy to rollback Obama-era anti-dis-
crimination protections for transgender patients 
just one day before it was to take effect due to 
the recent Supreme Court ruling in June 2020 
that LGBTQ are protected against discrimina-
tion in the workplace for their sexual orienta-
tion under the Civil Rights Act of 1964. In his 
opinion, Block stated the decision came three 
days after the health department finalized these 
rollbacks, yet the HHS was not sensible enough 
to reflect on how this decision may impact their 
policy. There have already been five lawsuits 
against the new Trump rule, and Block claims 
plaintiffs challenging this rule are likely to 
succeed. Advocacy groups are relieved for the 
halt in policy, as they fear it would create new 
challenges for transgender patients amongst the 
COVID-19 pandemic. It should be noted that 
the Obama rules have also been stalled in court 
for a separate litigation, so this decision to halt 
Trump’s policy will change little at this time. 

Susannah Luthi, Politico, Aug. 17, 2020, 
https://www.politico.com/news/2020/08/17/judge-
trump-rollback-transgender-health-397332
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FDA WILL ALLOW STATES TO IMPORT 
DRUGS FROM CANADA
The Trump administration released a rule 
allowing states, as well as some pharmacists or 
wholesale distributors, to import some prescrip-
tion drugs from Canada. The requirements state 
the plan does not pose any additional safety 
risks and must save consumers money. Under 
the rule, the Food and Drug Administration 
must approve each plan. It should be noted that 
imported drugs will not be subject to Medicaid 
rebates. There is a question whether importing 
drugs would save states significantly compared 
to the rebates given from the Medicaid Rebate 
program. The FDA has issued guidance to assist 
companies with importing approved prescrip-
tion drugs from Canada. Once published on 
the Federal Register, this rule would go into 
effect after 60 days. 

Michael Brady, Modern Healthcare, Sept. 24, 2020, 
https://www.modernhealthcare.com/policy/fda-will-allow-
states-import-drugs-canada 

CORONAVIRUS TESTS ARE SUPPOSED 
TO BE FREE. THE SURPRISE BILLS COME 
ANYWAY.
Amidst the COVID-19 pandemic, people wor-
ried about the cost of testing for the virus and 
Congress attempted to address that worry by 
enacting two laws. The Families First Corona-
virus Response Act states that insurers could not 
charge co-payments or apply deductibles to the 
tests and other services during the doctor’s visit. 
The CARES Act added to the previous require-
ments by claiming that insurers’ out-of-network 
coronavirus tests must be covered at no cost to 
the patient. However, these laws are not doing 
what they promised. People are still hit with 

unexpected fees or denied claims for testing. 
About 2.4 percent of tests billed to insurers are 
still being held at the patient’s expense, which is 
a lot considering the 77 million tests performed 
thus far. While this seems like insurance com-
panies are violating the law, companies blame it 
on medical billing. If the hospitals or doctor’s 
offices do not place the right billing codes, the 
insurance company cannot flag the items to 
be covered under the new laws. However, it is 
more than that. Insurance companies are at-
tempting to find loopholes in the laws. For ex-
ample, it is silent on how much an insurer must 
pay to an out-of-network facility or whether 
they must cover other tests related to obtaining 
the coronavirus test. Currently, there is a call to 
create clear federal guidance, so insurers aren’t 
left interpreting what is covered and patients 
aren’t left receiving unexpected bills. 

Sarah Kliff, The New York Times, Sept. 9, 2020, 
https://www.nytimes.com/2020/09/09/upshot/coronavi-
rus-surprise-test-fees.html

A CORONAVIRUS VACCINE WON’T 
CHANGE THE WORLD RIGHT AWAY
The quest for a vaccine for COVID-19 is not 
a get-out-of-jail free card. Health researchers 
claim that the vaccine will not create an off 
switch to take us back to the times before the 
pandemic. Politicians and companies seem to 
be giving the population an unrealistic belief of 
how the vaccine will affect our lives. It should 
be noted that it takes weeks for the immune 
system to build up antibodies after a vaccina-
tion. Therefore, people cannot immediately 
take off their masks after leaving the doctor’s 
office. However, companies are worried about 
a loss in belief once the vaccine rolls out. There 
may be people who still get sick and this could 
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create a false impression it does not work. A 
successful vaccine does not mean it must van-
quish the virus but may decrease the severity of 
symptoms, both of which are positive outcomes. 
Professionals compare COVID-19 vaccination 
to HIV/AIDS, where the first generation of 
medications was mediocre. Similar to phases 
of reopening, vaccines must occur in gradual 
phases to be safe and could go back steps before 
going forward, as we learn more. Another ex-
ample is the polio vaccine, where cases dropped 
80% over two years, but the outbreak con-
tinued for several more years after. It must be 
understood that it may take years to vaccinate 
enough people to make the world safe. Current-
ly, the U.S. regulators require the COVID-19 
vaccine to be 50% effective before it can be 
released, as decided by the estimate needed 
to establish herd immunity. The population 
needs to understand as we move forward not to 
lose hope of a vaccine helping but be realistic 
about the time and effort that will be needed to 
decrease the spread. Adequate research, devel-
opment, and time for the vaccine can allow us 
to create herd immunity and slowly move past 
this pandemic. 

Carolyn Y. Johnson, The Washington Post, Aug. 2, 2020, 
https://www.washingtonpost.com/health/2020/08/02/
covid-vaccine/ 

COVID VACCINE TRIALS MUST WEIGH 
EFFECTS ON BOTH MEN AND WOMEN, 
RESEARCHERS SAY
Biotechnology companies researching a 
COVID-19 vaccine are not segregating adverse 
effects data by sex, which at least one biochem-
ist says will keep doctors from knowing whether 
men and women respond to vaccine dosages 
differently. Early research shows COVID-19 
symptoms differ by sex — men die at higher 

rates than women — while women respond 
better to the annual flu vaccine. “I don’t want 
to make this a women’s health issue — it 
benefits all people if we analyze data by sex,” 
biochemist Nicole Woitowich said. Conversely, 
some infectious disease experts argue such data 
segregation likely will not show a sex-related 
difference in vaccine effects, and such data seg-
regation rarely occurs, though that trend may 
be rooted in research biases toward Caucasian 
men, others argued. The National Institutes of 
Health, which is funding the vaccine trial by 
biotechnology company Moderna, said test-
ing was in Phase 1, and such data segregation 
would likely occur during Phase 3 testing, when 
the sample size is larger. 

Modern Healthcare, Aug. 1, 2020, 
https://www.modernhealthcare.com/safety-quality/
covid-vaccine-trials-must-weigh-effects-both-men-women-
researchers-say

SCAM ALERT: THINGS A COVID CONTRACT 
TRACER WOULDN’T SAY
Scammers are now posing as COVID-19 con-
tact tracers looking to obtain bank and credit 
card information, state and federal officials say. 
The Montana Attorney General warned that 
scammers typically say, “I’m calling from your 
local health department to let you know that 
you have been in contact with someone who 
has COVID-19” before seeking payment infor-
mation. Officials warn that contact tracers will 
not request such information. Instead, contact 
tracers seek the names of those with whom a 
COVID-19 patient has been in contact, includ-
ing friends and neighbors, to request the patient 
and their contacts quarantine themselves. Con-
tact tracers generally ask for identify verification 
to protect health information and may send a 
text message prior to making a phone call. Most 
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contract tracers work for health departments. 
Public health experts also advised consumers 
to take down a name and phone number for 
the caller and call back after researching that 
information. 

Julie Appleby, Kaiser Health News, Aug. 20, 2020, 
https://khn.org/news/scam-alert-things-a-covid-contact-
tracer-wouldnt-say/ 

PREMERA BLUE CROSS TO PAY 
SECOND-LARGEST HIPAA FINE TO OCR
Premera Blue Cross will owe a $6.85 million 
fine to the Office of Civil Rights (OCR) for a 
HIPAA violation, the second-largest in histo-
ry. Premera Blue Cross, a Washington-based 
insurer, will have to pay for a 2014 data breach 
in which hackers, using a phishing email, in-

stalled malware on the company’s information 
system, compromising the data of 10.4 million 
people. Premera did not notice the attack for 
nine months until January 2015 and reported 
it in March 2015 to OCR, an agency within 
the Department of Health and Human Services. 
A subsequent investigation showed the com-
pany did not institute risk management and 
audit procedures. HHS will monitor Premera’s 
HIPAA compliance for two years and Premera 
must create a corrective action plan. The set-
tlement is second only to one paid by Anthem 
in 2018 for $16 million stemming from a data 
breach that impacted 79 million people. 

Modern Healthcare, Sept. 25, 2020, 
https://www.modernhealthcare.com/cybersecurity/prem-
era-blue-cross-pay-second-largest-hipaa-fine-ocr
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Literature Review:
Race and Health Inequity
Paul Riffon

Phelan, Jo C., and Bruce G. Link. 2015. “Is 
Racism a Fundamental Cause of Inequalities 
in Health?” Annual Review of Sociology 
41 (1): 311 – 30. https://doi.org/10.1146/
annurev-soc-073014-112305.

Columbia University sociologists Bruce Link 
and Jo Phelan have long been interested in the 
connections between socioeconomic status 
(SES) and health disparities. Their 1995 essay, 
“Social Conditions as Fundamental Causes of 
Disease,” was a groundbreaking contribution to 

“fundamental-cause theory,” often seen through 
the lens of social determinates of health. In 
their 1995 essay, Link and Phelan describe 
the effect of what they call “flexible resources” 
— money, knowledge, power, prestige, and 
beneficial social connections — on the health 
of lower SES groups, “If the problem is heart 
disease, a person with greater resources is better 
able to maintain a heart-healthy lifestyle and get 
the best medical treatment” (312). Differences 
in access to flexible resources, the authors argue, 
affects a multitude of disease outcomes because 
those without flexible resources aren’t as able 
to address the root causes of their disease and 
comorbidities. 

In their 2015 essay, “Is Racism a Fundamental 
Cause of Inequalities in Health?,” Link and 
Phelan build on previous scholarship to explore 
whether and how race, like SES, is associated 
with health disparities. The authors make 

three major points. First, they note that racial 
minorities on average have a lower SES than 
their white counterparts. Several factors are 
indicative of SES status such as job prospects 
and promotions, education level and quality of 
education, as well as social and psychological 
factors. While both blacks and whites have 
gained proportionately in areas of income 
and education over the latter half of the past 
century, “racial gaps in median income (since 
1948), wealth (since 1983), and percent with 
at least four years of college (since 1940) have 
remained relatively steady or grown” (316). 
Link and Phelan argue that these types of racial 
SES disparities are fundamentally linked to 
systemic racism. 

The authors’ second point builds directly on 
their 1995 essay to show that access to flexible 
resources has persisted as a causal link to 
inequalities in health and mortality. Finally, the 
authors turn to their third point arguing that 
racism has been a “fundamental cause of racial 
differences in health and mortality independent 
of SES” (316). While health disparities have 
declined in white communities over the last 
century due to the impact of public health 
policies dealing with communicable disease, the 
authors make the case that health outcomes 
within racial minority communities have 
worsened even when numbers are controlled for 
economic factors. In other words, differences in 
health outcomes are not simply linked to class 
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or SES, but are informed by another factor: 
racism. Link and Phelan argue that lower than 
average SES is compounded by a lack of what 
they call “flexible race-related resources” such 
as prestige, power, beneficial social connections, 
and freedom. Possessing a lack of flexible 
race-related resources results in black families 
enduring multi-generational health disparities 
and, in turn, makes it more difficult for 
individuals to gain necessary flexible resources. 
The authors conclude their essay by examining 
the relationship to racism and “virtually all 
major disease outcomes” independent of SES 
(320). Of particular relevance, the authors 
point to previous studies indicating that, “black 
Americans receive lower-quality health services 
than white Americans do, and these inequalities 
are remarkably consistent across a range of 
illnesses and health care services” (321).

It is relatively uncontroversial to claim that a 
lower socioeconomic status (with all its effects 
on flexible resources) is indicative of negative 
health outcomes. This article adds nuance to 
this work, however, in the claim that, through 
the mechanisms of systemic racism, race is 
an independent variable for negative health 
outcomes. Link and Phelan’s essay relies on 
the theoretical work of critical race theory 
to make their argument that subtle forms of 
prejudice and discrimination inform the ways 
in which employers, lenders, government 
organizations and the larger society interact 
with racial minorities. The subtleties of racism, 
for Link and Phelan, are often difficult to link 
directly to health outcomes; racism is often in 
the background and is a tertiary or quaternary 
cause of comorbidities, neighborhood 
segregation, or job prospects. 

Karaye, Ibraheem M., and Jennifer A. 
Horney. 2020. “The Impact of Social 
Vulnerability on COVID-19 in the U.S.: An 
Analysis of Spatially Varying Relationships.” 
American Journal of Preventive Medicine 
59 (3): 317 – 25. https://doi.org/10.1016/j.
amepre.2020.06.006.

From early April, at the beginning of the 
COVID-19 pandemic, papers began to 
emerge that reported disproportionate 
cases, hospitalizations, and deaths of African 
Americans, Hispanics and Latinos, and Native 
Americans to the COVID-19 epidemic. All 
of these racial and ethnic groups rank high 
in terms of the Social Vulnerability Index 
(SVI) which measures access to medical care, 
income, transportation, level of education, 
and access to adequate nutrition, among 
other factors. Ibraheem Karaye and Jennifer 
Horney examined the trends of racial minority 
COVID-19 cases through the lens of social 
vulnerability to predict which U.S. counties 
are at greater risk of negative health outcomes 
because of the pandemic.

The SVI is a tool used by the Centers for 
Disease Control and Prevention to rank health 
outcomes after a disaster. The SVI uses 15 
social vulnerability factors associated with four 
categories: socio-economic status, household 
composition and disability, minority status 
and language, housing type and transportation. 
These factors include a combination of things 
like crowded housing, poverty, lack of access to 
transportation, and lack of fluency in speaking 
English, which can predict, “a community’s 
ability to prevent human suffering and financial 
loss in a disaster” (CDC SVI Fact Sheet). 
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Karaye and Horney used previous SVI data 
which has shown patterns across all major 
U.S. cities indicating that a disproportionate 
number of racial minorities live in overcrowded 
apartment buildings as compared to their 
white counterparts. In fact, previous SVI 
geospatial mapping has revealed that high SVI 
populations are predominantly people of color. 
The authors of this paper overlaid existing SVI 
mapping with COVID-19 case counts to show 
not just that minority racial groups have been 
disproportionately affected by COVID-19, but 
also why that might be the case.

Karaye and Horney point out that many of the 
health problems endemic to racial minority 
populations which have made them more 
susceptible to the COVID-19 pandemic are 
due to inequalities related to social determinates 
of health. Living in polluted neighborhoods, 
multigenerational housing, unpaid sick leave, 
reliance on public transportation, and public 
interfacing jobs like those in the service 
industries (among several other factors) all 
lead to increased exposure to COVID-19. 
All of these factors are disproportionately 
experienced by racial minorities. The authors 
note that socially vulnerable populations like 
African-American communities are likely to 
experience disproportionately higher impacts 
from disasters of any type, including those of 
the pandemic. Karaye and Horney’s model 
revealed that, “a percentile increase in overall 
SVI was associated with a 65% increase in 
COVID-19 case counts” (319). Their model 
further revealed that “a percentile increase in 
minority status and language was associated 
with a 6.69-fold increase in COVID-19 case 
counts” (319). In other words, the more socially 
vulnerable (lower socioeconomic status, lack 

of health insurance, or race), the higher the 
chance of contracting, being hospitalized, and 
dying of COVID-19. 

The authors conclude that not only are people 
of color experiencing a disproportionate burden 
of this pandemic, but that these burdens will 
likely continue to disproportionately affect 
poor and racial minorities well into the future. 
They predict that COVID-19 will result in an 
increased risk of negative physical and mental 
health outcomes just as has been the case after 
any disaster. They conclude their report by 
making an appeal for the nation to address the 
social determinants of health, “such as housing, 
education, and environmental and economic 
justice…to reduce inequities in the health 
impacts of disasters” (323). Karaye and Horney 
provide evidence that the disproportionate 
negative health outcomes experienced by racial 
minorities correlates with indicators on the 
SVI, that COVID-19 is a disease affecting 
predominantly poor people of color. Their 
research doesn’t definitively say that higher 
rates of COVID-19 cases, hospitalizations, and 
deaths are due to the effects of racism, but their 
work does suggest a high level of correlation 
and probability and it presents suggestions for 
how to care for the most vulnerable from a 
public health perspective.

Finn, Daniel K. 2016. “What Is a Sinful 
Social Structure?” Theological Studies 77 (1): 
136 – 64. doi:10.1177/0040563915619981.

Daniel Finn, professor of theological studies 
and economics at St. John’s University in 
Collegeville, Minnesota, attempts to undergird 
the widely cited notion of “systemic racism” 
within Catholic Church teaching in his 2016 
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essay, “What Is a Sinful Social Structure?” Finn 
begins his project by noting that the term 

“systemic racism” within magisterial documents 
is linked to the term “social sin” found in the 
writings of St. John Paul II and Pope Benedict 
XVI. The concept of social sin, however, isn’t 
adequately developed within Church teaching 
where the notion of sin is personally mediated 
and where someone must be personally 
responsible for sin, but which fails to grasp 
how structures themselves can be sinful. Pope 
Benedict XVI described social structures as, 

“the sets of institutions and practices which 
people find already existing or which they 
create, on the national and international level, 
and which orientate or organize economic, 
social and political life” (Second Instruction on 
Liberation Theology). And while social structures 
encourage members of society to adopt a set of 
beliefs and practices, they are not deterministic 
in the sense that we have no choice whether 
we will comply with their suggestions. Rather, 
as Finn insists, there is a, “reciprocal relation 
between structures and persons,” which can 
both endorse and constrict the assumptions of 
the social structure (141).

In the second part of his essay, Finn utilizes 
the sociological method of critical realism to 
describe the mechanisms by which structures 
can cause, and not simply be a consequence 
of evil. A Thomistic moral approach takes 
into account the object, the intention, and 
the circumstances; this focuses solely on the 
free will of the moral agent. A traditional 
moral approach, however, has difficulty taking 
into account the social, interpersonal aspects 
of decision making. Social sin admits of the 
fact that decisions aren’t made in a vacuum. 
Social structures can shape the context and 

deliberation a moral agent has before making 
a decision and, “have causal effect through the 
choices made by persons within them” (154). 
According to Finn, social structures are best 
understood as having moral valence, not that 
social structures are a moral agent, but that 
social structures are formed by moral agents 
and carry with them a certain way of taking up 
with the world. To make this point, Finn uses 
the social structures of a university. Despite 
differing professor and student personalities, 
the classroom assumes a social structure 
wherein certain “restrictions, enablements, and 
incentives” shape the manner in which the 
professor/student relationship is enacted. If a 
professor decides not to teach the department-
required material or if a student decides not 
to read a text, even for a legitimate reason, the 
social structure of the university means that 
such resistance entails a price and it is easier 
to, “‘go along’ and sustain the existing social 
structure by their compliance” (153). 

Finn concludes his essay with a reflection on 
original sin by quoting again Pope Emeritus 
Benedict XVI who pointed to “the presence 
of original sin in social conditions and in 
the structure of society” (Caritas in veritate). 
Finn expresses that original sin has several 
dimensions, including both dispositions and 
environment and, “has long been understood 
as a sort of ‘inclination to evil’” (156). Every 
person, in this understanding of sin, is affected 
by a proclivity to evil, to submitting in ways 
small and large to the influence of social sins 
like racism. It wouldn’t be difficult to expand 
Finn’s example of a university’s social structure 
to that of, say, police interactions or those 
within a hospital. Both Finn and U.S. Catholic 
bishops point to injustice and inequitable 
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burdens to guide reflections in identifying 
which social structures might be sinful (see, for 
example, the pastoral letter “Open Wide Our 
Hearts”).

Synthesis: Discerning trends of racial health 
disparities in the United States is a notoriously 
complex and fraught endeavor. Interpreting 
race as having scientific and medical valence 
(as opposed race operating as a sort-of caste 
system based on melanomized skin) is 
widely debated (see: Jonathan Kahn’s 2004 
essay, “How a Drug Becomes Ethnic”). More 
empirical work is needed to determine its 
validity. Nevertheless, African Americans and 
other racial minorities experience higher rates 
of hypertension, kidney disease, and diabetes 
than their white counterparts. The debate, 
however, centers on the question: Why is it that 
people of color experience more comorbidities 
associated with COVID-19 than whites? And 
the ethical questions that follow: How might 
society understand and address this inequity? 
What is society’s duty to address inequities in 
health outcomes? One possible insight to these 
questions already stated is that high COVID-19 
cases are due to the biological predisposition of 
racial groups, for which there is little evidence. 
Another explanation is that these diseases are 
due to personal health and behavioral choices 
(diet, exercise, therapeutic noncompliance, for 
example). This approach, too, has been critically 
evaluated due to the fact that describing “blacks” 
or “African Americans” as having homogenous 
personal qualities can reflect (or be informed 
by) historical racial stereotypes. A third opinion, 

the one explored in this literature review, takes 
the line that intersecting social factors create the 
conditions for poor health disparities. 

Karaye and Horney used CDC data to report 
that race and ethnicity (as understood through 
social vulnerability) has been shown to be 
associated with an increased risk for contracting, 
hospitalizations and death from COVID-19. 
Link and Phelan offered an explanation as to 
the mechanism by which the socially vulnerable 
experience poorer health outcomes by using 
their examination of flexible resources. Both 
essays express the phenomenon which has 
come to be known as systemic or institutional 
racism, defined as race-based differential access 
to the goods, services and opportunities of 
society. Finn offers an explanation regarding 
how Catholics might understand the popular 
notion of systemic racism as coinciding with 
magisterial reference to sinful social structures. 
Importantly, Finn suggests that the proclivity 
to racism and prejudice is one shared by every 
person affected by original sin. While we take 
steps to rid society of its sinful social structures, 
we must likewise come to an awareness of our 
own proclivity to sin. 
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