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PAS: How Should Catholic Health Care Respond?

G. Kevin Donovan, MD, M.A. 
Director, Pellegrino Center for Clinical Bioethics 
Washington, D.C. 
G.Kevin.Donovan@georgetown.edu  

 
Physician Assisted Suicide – Is this an issue 
that you or your institution may have to deal 
with in the near future, or are already facing? 
With the addition of California, Colorado, 
and soon the District of Columbia, to states 
that have already legalized it, approximately 
20% of Americans now live in jurisdictions 
that permit this transformation in the 
practice of medicine and delivery of health 
care. Whether it is called physician assisted 
suicide, physician assisted death, or death 
with dignity, the legislative bills and their 
justifications are essentially the same. This is 
because they have been primarily sponsored 
by the same national organization, 
Compassion and Choices. Prototype bills 
passed in Oregon in 1997, in Washington, 
in 2008 and Vermont in 2013 have been in 
introduced in at least 20 additional states in 
2017. This alone makes it necessary and 
timely to consider an appropriate response, 
both personal and institutional. I believe the 

unfortunate proliferation of these bills 
presents us with an opportunity to deepen 
our commitment to Catholic values.  
 
For those involved in Catholic health care, it 
may come as no surprise to find that many 
of our professionals, patients, and employees 
have not formed opinions in opposition to 
this issue. It is not merely the euphemisms 
such as death with dignity that obscure and 
soften the matter - even the name of the 
sponsoring organization, Compassion and 
Choices, sounds like a good thing and 
something that should be supported. 
Framed in this way, a change in the law is 
then proposed, allowing physicians to write 
a lethal prescription for terminally ill 
patients to take upon their request.  
 
In addition to the requirement of a terminal 
illness, standard provisions in these bills 
include patients must be 18 years of age or  
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older, expected to die within six months, 
competent and acting voluntarily with 
informed consent, and able to take the 
medication themselves. The physicians 
involved can refer the patient for further 
evaluation if they think the patient is 
depressed, but are not required to do so. 
Moreover, physicians are forbidden from 
listing physician-assisted suicide as the cause 
of death on the death certificate, but must 
list the terminal illness that was expected to 
take the patient’s life in the near future. 
Absent from these “safeguards” is a 
requirement that any medical professional be 
in attendance at the time of ingestion or the 
time of death in order to ensure the 
voluntary nature of the ingestion. It is 
important to note that suicide is already 
legal everywhere in the United States; it is 
only the act of assisting in a suicide that is 
being changed by these laws, which 
therefore protect physicians from criminal 
liability, civil lawsuit, and peer review. 
 
Understandably, not even the proponents of 
these bills expect them to be embraced by 
those in Catholic health care. They 
frequently complain about “narrow religious 
objections” to assisted suicide. Certainly 
they are right to suppose that those with a  

 
strong faith tradition would find much to 
oppose in these bills, particularly the 
violation of the commandment “Thou Shalt 
Not Kill”. But if proponents were to dismiss 
all opposition as simply based on unshared 
religious scruples, their understanding would 
fall far short of the mark. Many physicians, 
no matter their religious background or lack 
of it, adhere strongly to the Hippocratic 
dictum to “do no harm” and to the words in 
the oath to “abstain from whatever is 
deleterious and mischievous. I will give no 
deadly medicine to anyone if asked, nor 
suggest such counsel.” They correctly see 
that deliberately and intentionally causing 
the death of their patient consists of doing 
them the ultimate harm. 
 
The reason that many in the health care 
professions oppose changing the laws 
regarding assisted suicide can be understood 
without reference to religious principles at 
all. This will be important in formulating a 
response to proposed changes in the law that 
may seem rational and worthy of support to 
those who work within our hospitals and 
clinics. Strong medical and social reasons for 
opposition revolve around the deleterious 
effects on our patients, our profession and 
our whole society. For our patients, we have  
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seen that these bills offer no significant new 
options or protections – they merely protect 
doctors who write the prescriptions for 
them. Proponents point to real and tragic 
stories of suffering in individuals at the end-
of-life; these stories are heartbreaking and 
make all of us want to do something to 
alleviate such situations. However, when we 
look closely at the reasons patients give for 
seeking a lethal prescription we find some 
surprises. According to information 
compiled in Oregon and Washington,1 the 
chief reason for such a request is not 
intractable pain associated with their 
terminal disease. In fact, intractable pain 
does not rank first, second or third on the 
list. Rather, patients are concerned about 
loss of control, loss of pleasurable activities, 
and fear of being a burden to others. 
Depression seems to play a significant role 
in many of these situations, and it should be 
recognized that even more of these patients 
appear to be experiencing an existential and 
spiritual crisis near the end of their lives. 
They are truly suffering, but the suffering is 
not primarily from physical pain. 
 
When patients present themselves in such a 
condition, what will it mean, for both them  

                                                 
 

 
and the medical profession, to have a 
physician include in the standard therapeutic 
offerings the hope of a cure, needed 
palliative care, or an offer to accelerate their 
death with a lethal prescription? The latter 
is a massive shift in the orientation of the 
doctor-patient relationship. Doctors who 
traditionally could be relied upon to do 
everything that might possibly benefit their 
patients would now be offering to be their 
instruments of an early death. How then 
would patients know which track the 
physician was selecting as the appropriate 
one for them? Reports from Belgium and 
the Netherlands, where such practices have 
been in place longer than in the United 
States, prove this is not really a theoretical 
concern. Elderly patients have expressed fear 
of entering hospitals that might look upon 
them as “lives not worth living” and 
encourage their suicide or euthanasia as a 
therapeutic option. 
 
We must make no mistake about this; such a 
change for society would be tantamount to a 
tectonic shift. In order to exercise 
“compassion” we would have selected out a 
category of lives, for which causing death is 
a legitimate and supposedly therapeutic 
medical option. This option will inevitably  
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be seen as attractive not simply for the 
patient’s sake, but for potential cost savings 
as well. Such an analysis has already taken 
place in Canada, with potentially millions in 
savings projected from their newly legalized 
practice of euthanasia and assisted suicide.2 
Society will be relieved of the burden of 
their care, and patients who already fear 
being a burden will be subtly pointed in this 
direction. 
 
Coupled to this new definition of 
“compassion” is the concept of “choice” 
included in the law. The legitimate concern 
here is that the choices are meant to honor 
the patient’s autonomy, but the law as 
presently written restricts those choices in an 
apparently arbitrary way. What is the 
justification in the law for offering this new 
“compassion” only to those who are 
terminally ill, and expected to die within six 
months – why not nine months, 12 months, 
two years? Why can’t we just relieve all 
intolerable suffering, whether they are dying 
or not? Why must we require them to be 
able to take the drugs themselves – can’t we 
just infuse them if the patient is too weak, 
too obtunded, comatose, or with dementia? 
And why should infants and children not be  

                                                 
 

 
offered “compassionate” intervention? Using 
the frame of autonomy, it is a short trip 
from choice to compassion to euthanasia. 
 
If this is not the future we want for our 
patients, our institutions, or ourselves, what 
should be our response? Obviously, the first 
and best outcome would be to oppose such 
laws and prevent their passage. This has 
been the response of most of the states in 
which these laws have been proposed, year 
after year. In those places where it fails, or 
has already failed, an “opt out” provision is 
routinely offered to both individuals and 
institutions. This is clearly the best route to 
take in such situations for the reasons 
previously mentioned, given the evidence 
that it is not in the best interest of our 
patients, and is not compatible with our 
institutional or personal values. Several 
hospital systems in California and Colorado 
have chosen to “opt out,” including those 
that are secular hospital systems. They have 
explained that, without even taking a 
position about the arguments that should 
discourage assisted suicide, they find no 
place for this activity in their inpatient 
facilities, and therefore no reason to 
participate. When it is practiced, assisted 
suicide typically takes place in the privacy of  
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an individual’s home, not in a hospital or a 
clinic. Many have also chosen to discourage 
the involvement of their affiliated 
practitioners. This would be especially true 
when these health care professionals were 
seen as representing an institutional 
affiliation with a Catholic hospital or clinic. 
There is ample precedent for this approach 
in Catholic health care for the avoidance of 
direct involvement in abortion and 
contraception. It will come as no surprise to 
those who are affiliated with Catholic health 
care institutions that their hospital or clinic 
will not plan to participate in the legalized 
suicide of their patients. 
 
If opting out was the sum total of the 
response of the Catholic health care 
institutions, it would prove inadequate to 
meet the needs of the patients, and to meet 
the high standards of the core values of 
Catholic health care.  
 
Too often in the public arena, the 
distinguishing features of Catholic health 
care are perceived negatively in terms of 
what we don’t do. The issue of physician-
assisted suicide, however, is a situation in 
which the best characteristics of Catholic 
health care can and should be raised loud  

 
and clear. The first Catholic hospitals were 
founded to provide for all the needs of the 
patient-physical, psychological, and 
spiritual. For patients near the end-of-life 
who are undergoing an existential crisis, fear 
of abandonment, or fear of being 
burdensome, they should know that they can 
find the solace and support they need, as 
well as the safety they may seek, in Catholic 
health care institutions. We can allay the 
fears of those patients: the fear of death, the 
fear of abandonment, the fear of 
devaluation. Catholic health care’s emphasis 
on cura personalis, the care of the whole 
patient, offers a unique opportunity to serve 
all patients in ways that may be diminished 
or absent in secular health care systems. Our 
response provides a safe haven coupled with 
the continued commitment to clinical 
excellence that marks the best in the 
tradition of Catholic health care.  
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Embracing New Competencies for Ethics in an Era of 
Population Health

Rev. Michael Rozier, SJ, MPH 
Doctoral Candidate, Health Management and Policy 
University of Michigan 
mrozier@umich.edu  

 
Background 
For the last 60 years, health care ethics has 
resided largely at the bedside. Bioethics has 
rightly wrestled with the right and wrong of 
various actions that occur in clinical settings. 
Although there are large bodies of work that 
address matters of research ethics1,2 and 
public health ethics,3-5 the most highly cited 
articles in bioethics for over 40 years have 
focused on matters of clinical medical 
ethics.6  
 
However, we must now prepare for health 
care ethics to move steadily from the bedside 
into the community. Just as advancement in 
medical technology pushes us to consider 
new questions of clinical ethics, the health 
care system’s adoption of population health 
as a strategic direction demands that we take 
seriously the ethical matters that will soon 

be upon us. I contend that the new health 
care realities rooted in population health – 
especially prevention over intervention -- 
require us to expand the basic areas of 
competency possessed by those in the field 
of health care ethics. 
 
One of the first challenges for this topic is 
that every corner of health care is using the 
term “population health” in its own way.  In 
2003, David Kindig and Greg Stoddart 
wrote that population health is “the health 
outcomes of a group of individuals, 
including the distribution of such outcomes 
within the group. These populations are 
often geographic regions, such as nations or 
communities, but they can also be other 
groups, such as employees, ethnic groups, 
disabled persons, or prisoners.”7 Yet this 
definition falls victim to one of the central  
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confusions of population health as it is used 
today. Some believe it is best used for a 
broad population that is geographically 
defined. Others use it for more discrete 
populations such as those in an employee 
health plan or those for whom the health 
care organization bears some financial risk. 
Kindig himself later clarified to suggest that 
the stricter definition is better referred to as 
population health management or 
population medicine.8 Population health 
management is a key strategy for health care 
organizations to meet quality measures while 
lowering cost for enrolled or attributed lives, 
but population health management is not 
exhaustive of population health as I mean it 
here.  
 
When I refer to population health, I intend 
something closer to community health. 
Community health is a “collaborative 
enterprise that uses public health science, 
evidence-based strategies, and other 
approaches to engage and work with 
communities, in a culturally appropriate 
manner, to optimize the health and quality 
of life of all persons who live, work, or are 
otherwise active in a defined community or 
communities.”9 This usage of population 
health is particularly appropriate for non- 

 
profit health care because non-profit 
institutions have a legal responsibility (and 
for many organizations, a moral 
responsibility as well) to their entire 
community, extending well beyond enrolled 
or attributed lives. This does not exclude 
population health management strategies, 
but for the purpose of this article, 
population health management is best 
conceived as a subset of population health 
activities. 
 
There are several reasons why population 
health is becoming a key strategy within the 
U.S. health care system. First, several new 
payment structures were instituted either as 
part of or alongside the Affordable Care Act 
and will likely continue in a potential 
replacement that may be signed into law. 
These new payment structures – Hospital 
Readmission Reduction Program, 
MACRA’s quality payment programs, 
partial capitation – all move away from 
simple fee-for-service and try to incentivize 
quality of care and reduced costs. 
Successfully meeting value-based health 
measures often means including more 
preventive measures and attending to non-
clinical determinants of health. Second, 
Community Benefit (CB) requirements for  
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non-profit health care were enhanced as part 
of the Affordable Care Act and will likely 
remain as part of any potential Republican 
law signed by President Trump. Among 
other things, CB must take more seriously 
the collaborative and community-oriented 
nature of the work. Third, the 
epidemiological profile of our communities, 
primarily driven by chronic disease, requires 
a strategy of prevention.  We know we 
cannot treat our way out of cardiovascular 
disease and diabetes.  We can therefore 
move quality or cost metrics only by pairing 
quality medical care with community-based 
prevention. Fourth, data on health and its 
social determinants are more readily 
available than ever before. This makes 
population-level assessment, programming, 
and evaluation more possible than in the 
past. Fifth, expansion of health insurance 
over the past five years has brought more 
people into the health care system. The new 
patient mix includes a greater proportion of 
people with significant social needs in 
addition to their health needs than the 
patient mix that existed before insurance 
expansion. We could see even more drivers 
of population health in the years to come. 
For example, it would not be surprising if 
local health department budgets were  

 
substantially cut in the near future. Local 
health care organizations may be expected to 
fill in some of those gaps. 
 
Many areas of health care are taking the 
movement to population health quite 
seriously. Clinical departments, finance, and 
strategy are often out front on this topic, 
especially as it relates to population health 
management. Other areas of health care, 
including ethics, must also address issues of 
population health. I am not the first to 
suggest ethics is encountering the field of 
population health.10,11 However, I have only 
rarely seen  articles from those in the field of 
population health (broadly or narrowly 
conceived) saying that they see the need for 
more engagement with ethics.12 My hope is 
that this new reality is not ethics imposing 
itself on population health, but a genuine 
collaboration where each benefits from the 
other.  Let me suggest several “competency 
domains” that ethics might work with to 
create mutually beneficial collaboration.  
 
Areas of Competency 
 
Like traditional health care ethics, 
population health ethics must partner with  
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experts in other fields. For example, 
someone evaluating the ethics of a given 
research study must know the difference 
between a retrospective case-control study 
and a prospective cohort study. They do not 
need to be experts but they must know that 
it is hard to identify causation in 
retrospective case-control studies.  This 
makes it difficult to calculate risk and 
benefit from an ethical standpoint.  Or an 
ethicist may be asked to consult on a 
terminal cancer patient who wishes to 
pursue an aggressive treatment plan that the 
health care providers do not endorse. The 
ethicist must be able to process the basic 
treatment options for the patient’s particular 
kind of cancer, each treatment’s risks and 
benefits, and many other factors that 
influence care decisions.  Otherwise, the 
ethical issues embedded in the clinical 
question cannot be properly evaluated. 
Again, ethicists are not asked to be 
specialists in clinical medicine or in research 
methods. But a basic familiarity with these 
domains is required for ethicists to apply 
their knowledge to the question at hand. 
  
 
 
 

 
Public Health 
 
The first domain is public health, broadly 
understood as the “science of protecting and 
improving the health of families and 
communities through promotion of healthy 
lifestyles, research, and detection and control 
of disease.”13 In order to achieve population 
health objectives, health care organizations 
will have to engage in some activities that 
have largely been in the realm of public 
health. For example, behavior change has 
always been a part of a physician’s 
conversation with his or her patient, but 
health care organizations will increasingly 
engage in large-scale efforts to change the 
health behaviors of their patients and 
community. When do such organizational 
efforts become coercive? How do we avoid 
treating individuals as objects in need of 
modification? These are not new questions 
for those who work in the ethics of behavior 
change,14 but they may be new questions for 
those used to working in clinical settings. As 
another example, harm reduction programs 
could easily become more popular options 
for health care organizations as they 
consider their role in population health. 
Efforts such as needle exchange programs, 
supervised consumption facilities, and peer  
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support groups may be effective ways to 
achieve certain health objectives, but they 
will also need an ethical assessment if they 
are to be carried out by health care 
organizations. Much ink has been spilled 
over these ethical questions, including an 
entire issue of the International Journal of 
Drug Policy,15 but I suspect the ethical 
analysis of such programs are less known by 
those who work in clinical settings. 
 
The field of public health is vast. No one, 
including those with graduate degrees in 
public health, can be experts in the 
disciplines that span from epidemiology to 
nutrition, behavioral health, and 
environmental science. I am not suggesting 
that clinical organizations will morph into 
local health departments, but I do believe 
that many of the strategies that clinical 
organizations will use to achieve population 
health metrics will be similar to the 
strategies used in the field of public health 
for many years.  

 
Community Engagement 
 
The second domain is community 
engagement, or the many ways in which the 
health care organization interacts with those  

 
outside of its walls. The broad notion of 
community engagement will not be new to 
most health care organizations. We are used 
to community members as participants on 
local hospital boards, on Institutional 
Review Boards, and as active members of 
various organizational projects. But 
population health will bring about questions 
of community engagement that are more 
frequent and less formal than the 
engagement that has traditionally taken 
place. Population health strategies will call 
the health care organization outside of its 
walls for a variety of activities – from 
building infrastructure like a walking trail, to 
educational programming on violence, to 
home visits to target environmental 
concerns, and much more. These are not 
new, but their frequency is bound to 
markedly increase. The question health care 
organizations must ask is how much control 
to cede to the community in assessing needs, 
in determining strategies to address those 
needs, in allocating resources, in evaluating 
effectiveness, and in communicating the 
results. How should the community be 
involved? What happens when there is a 
disagreement on how to proceed? A health 
care organization often has more power than 
it realizes. The power itself is not a bad  
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thing; in fact, it can be crucial to improve 
community health. It is the misuse of the 
power that should concern us as hospital-
community engagement becomes more 
common. 
 
There is a helpful parallel here in the 
patient-provider relationship. Not that long 
ago, the health care provider was viewed 
paternalistically as the expert and the patient 
was viewed as the object in need of 
improvement. Clinicians today are still 
considered experts, but now patient 
experience and preference are seen as 
important factors as well.  The relationship 
between the two is far more balanced than it 
was a short time ago. It was the field of 
ethics – emphasizing the autonomy of the 
patient – that helped shift this dynamic and 
I suspect it will once again take the field of 
ethics to ensure that the dynamic between 
the health care organization and the 
community it serves is appropriately 
balanced. As this engagement becomes more 
regular, it would be wise for us to evaluate 
these relationships through the same critical 
lens of ethics that we evaluate the 
relationship between providers and patients. 
 
 

 
Business Operations 
 
The third domain is the broad umbrella of 
business operations, including strategy, data 
management, and finance. This might be 
the most challenging because its functions 
are often seen as ancillary to the real mission 
of health care. At the same time, it may be 
the most important area of the organization 
with which ethicists must build bridges in 
the era of population health. For example, 
when an organization is looking to make an 
investment either through acquisition or 
through building a new facility, what factors 
should be taken into account? More to the 
point, how much should an organization 
risk for a population that has a poor payer 
mix but is in desperate need of health 
services? Or when engaged in purchasing, 
should the organization always go for the 
least expensive option that meets its needs? 
Or is there a time to pay slightly more to 
support the local economy, especially when 
it has a known impact on community 
health? Or in an era of integrated health 
systems, how do we ensure that decisions 
continue to be made in the best interest of 
the patient when the same organization 
bears the risk and delivers the care? And 
even at a time when resource allocation  
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among patients can prove difficult, health 
care organizations will be faced with the 
challenge of allocating resources between 
their patients and the community as a 
whole. What factors should be taken into 
account when deciding where to place 
limited resources when we need to meet 
both individual- and population-level health 
outcomes? The examples in this area of 
health care are growing rapidly and such 
issues often get embedded into the 
organization itself, rarely manifesting as an 
ethical issue per se. 
 
Business operations may be the ideal 
location to build a strong team whose 
primary expertise is a particular area of 
operations but who also have sensitivity for 
matters of ethics and mission. This is akin to 
the many physicians and nurses who have 
received training in ethics and have led their 
particular specialties to think about their 
work through that particular lens. A 
pediatrician who can lead a seminar on the 
ethics of vaccination is likely to be more 
effective with his or her clinical colleagues 
than an ethicist without the peer 
relationship. The same will be true with a 
data manager or financial analyst who is 
sensitive to matters of mission and ethics  

 
and can help their colleagues consider issues 
as they emerge within their profession. 

 
Organizational Ethics 
 
The fourth domain is organizational ethics, 
which includes behavior at the micro 
(individual), meso (team), and macro 
(organization) levels. Organizational ethics 
is a large field in its own right and it is 
certainly not new to health care. A recent 
systematic review in Nursing Ethics found 
several dozen empirical articles alongside 
several hundred other articles on 
organizational ethics in health care 
settings.16 But population health will bring 
new examples of ethical dilemmas at each of 
these levels. For example, at the micro level 
there will be more positions that span 
multiple organizations due to unique 
funding structures, like a community health 
worker that is jointly funded by multiple 
non-profits. Many of the issues that are 
already complex with employees will become 
even more so when it involves joint ventures 
with other entities. At the meso level, care 
transition teams will become increasingly 
common. These teams may have less formal 
structures and a more diverse set of expertise 
than we typically see in clinical settings.  
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Therefore, disagreements on what is needed 
for proper care or what level of resource 
expenditure is appropriate for a patient with 
great social need are likely to be quite 
frequent. And at the macro level, population 
health strategies will require new 
partnerships with community-based 
organizations. What if an organization has a 
choice between partnering with a high 
quality elder care organization that has 
publicly supported physician-assisted suicide 
legislation and lower-quality elder care 
organization that does not have such a 
public position? These questions are not 
new, but they are likely to become more 
frequent as health care organizations require 
more partnerships to achieve population 
health metrics. 
 
The area of organizational ethics, like the 
competency domain of business operations, 
is another area where the best strategy is not 
to develop ethicists who are organizational 
ethicists, but rather to cultivate a sensitivity 
for ethical questions among those who are 
already experts in these other areas of the 
organization. John Glaser identified three 
realms of ethics – individual, organization, 
societal – that are not entirely unlike the 
three levels I identify above.17 He rightly  

 
observed that even while focusing on one 
level, our analysis must take into account the 
impact we are having at other levels of any 
given situation. The same is true here, and 
we must listen to voices at all levels of the 
organization and in the community if we are 
to negotiate ethical questions that arise as 
health care identifies new goals, builds new 
teams to achieve those goals, and develops 
new partnerships to support those teams. 
 
Collaborators for Population Health Ethics 
 
No single person can be an expert in all the 
domains described above. Clinical ethics has 
worked because it has appreciated the 
expertise that many people bring to the 
table. The same will be true for matters of 
population health ethics. 
 
There have been two primary routes to 
becoming involved in health care ethics. 
One begins in ethics and moves to 
knowledge in the setting of health care.  The 
other starts with clinical experience and 
moves to a particular interest in matters of 
ethical import. I would hope that no 
professional ethicist would try to negotiate a 
complex clinical question without consulting 
someone more expert in the clinical matters  
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involved. I would also hope that clinicians 
who face a complex ethical issue that is 
beyond their expertise would consult others 
more trained in this area.  The same should 
be true for population health ethics. There 
will certainly be some ethicists who take an 
interest in matters of public health or health 
administration, and they will be valuable 
interlocutors for these questions. But 
matters of population health also offer a 
unique opportunity to involve many more 
divisions of health care organizations in 
questions of health ethics and organizational 
mission. 
 
As medical ethics came into its own, ethics 
training became more integrated into the 
education and ongoing training of clinicians. 
We would do well to consider who will be 
the key partners in population health and to 
consider ways to increase their training in 
ethics. This is not to pretend that every 
action within a health care organization is 
ethically laden and must be agonized over. 
But it is to build cultures where health care 
ethics are not just thought of in clinical 
terms.18 Not everyone in strategy needs to 
have professional training in ethics, but it 
might be good to have someone within that 
department who is considered a “go-to”  

 
person. Perhaps they are trained in mergers 
and acquisitions, but they are sensitized to 
matters related to health equity or 
community access. The same can be said for 
operations, information technology, and 
finance. For example, database managers 
have tremendous influence on how we think 
about our patients and our populations 
because we only see what is made available 
to us through the data structure. How we 
are able to code race, ethnicity, gender, 
income, neighborhood, and much more has 
profound implications for how we think of 
caring for patients and all of that can be 
strongly influenced by a data manager who 
has a sensitivity to ethics. The goal of 
identifying issues of population health ethics 
will require building a larger team within the 
health care organization to be sensitive to 
matters that are value-laden or ethical in 
nature. 
 
In addition to building competency at the 
individual level, health care organizations 
will also need to rethink the composition 
and role of the ethics committee. Ethics 
committees have traditionally been thought 
to have a three-fold role: education, 
consultation, and policy development.19 We 
know that there is great diversity across  
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hospital ethics committees and that the 
composition and activities of ethics 
committees change over time,20 but to my 
knowledge there have been no national 
studies assessing their composition in the  
past decade.21 What we do know of ethics 
committees is that they primarily address 
questions of clinical ethics and much of the 
input comes from clinicians. I am not 
suggesting that clinicians participate less in 
ethics committees. What I am suggesting is 
that we may need to augment the work of 
ethics committees with explicit questions 
about population health.  
 
Population health ethics will be a challenge 
because it may not generate the kinds of 
high-profile, crisis dilemmas we are used to, 
that is, those  involving acute situation 
where two or more moral principles are in 
direct conflict with one another and where 
there is often an imminent connection to life 
and death. Instead, questions of population 
health become embedded in the structure of 
the organization itself to the point where 
they are barely noticed, but they can have 
just as much impact on life and death as a 
traditional matter of clinical ethics. 
Therefore, a committee that considers 
matters of population health ethics will not  

 
be called together for an emergency meeting 
to deliberate on a pressing dilemma in need 
of immediate resolution. One central 
challenge is the motivation for this work. 
The incentive for clinical ethics committee is 
the resolution of a complex, acute situation. 
What will be the incentive for population 
health ethics? A more just organization? An 
organization more responsive to community 
concerns? While laudable, I doubt these are 
sufficient motivations to guarantee a 
committee that is seen as bringing value to 
many organizations.  
 
Ultimately, I hope the coming issues of 
population health give health care 
organizations the excuse to involve more 
people in matters of mission and ethics. And 
I hope organizations are willing to learn 
from one another’s experiences in the way 
that occurred as clinical ethics committees 
were forming decades ago. 
 
Conclusion 
 
One of the central challenges of writing on 
population health is that it is a new concept 
and a new field of study, and its future shape 
is unknown. Therefore, the specific domains 
of knowledge for ethicists remain somewhat  
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unknown as well. If this had been written 
three years ago, I suspect that Accountable 
Care Organizations would have played a 
much bigger role in this analysis. Moreover, 
the difficult truth is that we cannot even be 
sure whether or not value-based payments 
are here to stay. And even though the 
Affordable Care Act seemed positioned to 
strengthen local public health departments, 
the current political and economic realities 
in the U.S. make local health departments 
far more vulnerable and far less able to be 
counted on as major partners in population 
health strategies 
 
As clinical medicine has gotten more 
complex, largely through new sub-specialties 
and new technologies, the role of ethics has 
increased as well. For example, the first 
NICU opened just over 50 years ago, which 
obviously required ethicists to learn about 
this new field and apply their expertise in 
new ways.22 The same will be true for 
population health. It may not seem as 
pressing because population health rarely has 
the kind of life-and-death moments that 
capture our imagination. Population health 
ethics is to bioethics as chronic disease is to 
HIV, measles, or Ebola. While less 
apparent, life and death are truly at play in  

 
these questions. We must not ignore the fact 
that people live and die based on resource 
allocation, access to care, and organizational 
priorities.23,24 Therefore, they must not just 
treated as technical or operational issues, but 
must also be seen as matters of ethics and 
values. At the same time, we must avoid 
imposing ethics as a heavy hand on every 
matter that arises in health care. That is not 
helpful to anyone. But we must prepare for 
the ethics of population health insofar as 
possible and insofar as doing so leads to 
healthier lives among our patients and in our 
communities. 
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RESEARCH ASSISTANCE REQUESTED FOR 
STUDY ON POPULATION HEALTH 

The U.S. health care system is beginning to emphasize 
prevention and community health.  This changes the 
operational aspects of health care delivery, but it also 
changes the ethical questions that we must address. 

• How should we allocate limited resources for 
community health? 

• What ethical challenges do hospital face when 
doing community-based work? 

• Are ethicists consulted on questions of 
population health ethics? 

Anyone who works in ethics or community health for a 
health care organization is invited to take a survey on 
these and other questions.  The survey takes no more 
than 15 minutes to complete and is available 
at http://tinyurl.com/healthpriority 

If you have any questions, please contact Michael Rozier 
(mrozier@umich.edu). 

 

https://protect-us.mimecast.com/s/EJrKB4TzJo3t1?domain=tinyurl.com
mailto:mrozier@umich.edu
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Statement of the Issue 
 
Human papilloma virus (HPV) related 
infection is an issue of great medical and 
social importance. Each year in the United 
States 39,000 new cases of HPV related 
cancers occur: 23,000 among women and 
16,000 among men.1 Infection with cancer-
causing strains of HPV is thought to be 
responsible for the majority of cases of 
cervical, vaginal, anal and oropharyngeal 
cancers in the U.S.2 Despite this, adoption 
of the HPV vaccine in the U.S. has been 
met with significant resistance. Though the 
vaccine is widely available and covered by 
insurance carriers, Medicaid and the 
Vaccines for Children Program3 only of 42 
percent of teen girls and 28 percent of teen 
boys in the U.S. have received the full series 
of HPV shots.4 This is significantly below 
the rate of compliance for other vaccines 

typically given at the same age, such as Tdap 
(86 percent vaccination rate) and meningitis 
(81 percent vaccination rate).5 When 
questioned about their reasons for refusing 
HPV vaccination for their teen daughters, 
the most frequent category of reason for 
vaccine refusal (42 percent) was parents’ 
negative or mistaken beliefs about the 
vaccine. These beliefs included the ideas 
that the vaccine would promote sexual 
activity in their daughter, or that the vaccine 
was not needed if their daughter was not yet 
sexually active.6 Persistent negative attitudes 
toward this vaccine, including voices from 
the Catholic Church, are leading to missed 
opportunities to prevent disease, suffering 
and death.  
 
Clinical Perspective 
 
HPV has long been recognized as a 

mailto:zoberika@slu.edu
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causative agent in cervical cancer and other 
kinds of cancer in humans. The first HPV 
vaccine was approved by the FDA in 2006  
for females only, and required a three dose 
schedule. Currently, the CDC recommends 
a two-dose schedule for females and males 
at age 11-12 years (but allowed between 9-
14 years). If adolescents are older than 14 
years when starting the series, they should 
use a three dose schedule.7  
 
There is excellent evidence of the efficacy of 
the HPV vaccine. After introduction of the 
HPV vaccine, the prevalence of HPV 
vaccine-sensitive strains was reduced by 56% 
among females aged 14-19.8 More 
importantly, the vaccine protects against the 
most deadly outcome of infection: cervical 
cancer. A 2012 study showed that 
vaccinated women were strongly protected 
against high grade (precancerous) cervical 
lesions caused by HPV. Protection was 
greater than 90 percent for women who 
were demonstrated to be free of cancer-
causing HPV strains before the time of 
vaccination, and who received at least one 
dose of vaccine. Importantly, vaccine 
efficacy was greatest when administered at a 
younger age; efficacy declined if vaccine was 
administered later.9 The vaccine also works 

well in males. A 2011 study showed that 
boys who received the series were 
significantly protected against genital warts  
and against persistent infection with 
vaccine-sensitive strains of HPV.10 
Presumably, future partners of these young 
men would benefit as well, through lower 
infection rates. The vaccine is regarded by 
the mainstream medical community as safe 
and effective.11  
 
Reasons for Resistance to the HPV 
 
In light of clinical evidence, the question is 
why would anyone oppose a vaccine which 
has a proven record of cancer prevention? 
Parents’ reluctance to accept this vaccination 
is linked to a belief that their child will never 
be infected with HPV, or that administering 
this vaccine will increase the likelihood of 
early sexual activity. Both of these ideas are 
demonstrably not true. The lifetime 
likelihood of infection with some strain of 
HPV is greater than 80% for women and 
greater than 90% for men.12 Trying to 
predict which children will someday become 
infected with HPV is guaranteed to result in 
many missed cases and missed opportunities 
for protection. In addition, there is no 
evidence that receiving the HPV vaccines 
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influences an adolescent’s sexual behavior. A 
2012 examined outcomes for girls who 
received the vaccine and girls who did not 
receive the vaccine. There was no difference 
in outcomes related to sexual activity, such 
as pregnancy, sexually transmitted 
infections, or contraceptive counseling.13  
 
Ethical Perspectives 
 
Catholic tradition teaches that sex is a gift 
for married people that should be used 
responsibly and lovingly.  It considers any 
sexual activity outside of marriage to be 
sinful.  Treating the gift of sexuality with 
respect will allow faithful people to avoid 
some negative outcomes, including 
premarital pregnancy and sexually 
transmitted diseases. However, given the 
reality of frequent premarital sex and 
infection with HPV, is it ethical to allow our 
children to contract a preventable disease?  
Is it possible to teach our children 
responsible behavior and  protect them 
against disease if they fail to heed these 
teachings?  
 
Do we as Catholics really want a devastating 
disease to be a possible consequence of an 
adolescent’s risky choice? Although we all 

wish that our children engage in responsible 
sexual behavior, few people would argue for 
cancer or other illness as a just punishment 
for a mistake. Is it ethically defensible to use 
the threat of cancer as a deterrent against 
unmarried sexual activity?  Moreover, there 
is a need to consider the possibility of the 
“innocent victim”. Imagine a young woman 
who abstains from sex until marriage, but 
who nonetheless is exposed to HPV via her 
husband. Given the high rate of HPV 
infection, it ethical to fail to protect her 
from this realistic possibility? Infection may 
also occur via sexual assault.  
 
The Catholic Medical Association would 
responds with a qualified “yes.” In their 
2007 position paper, they suggest that it is 
possible to separate the decision to vaccinate 
from any implied encouragement of sexual 
behavior. They further state that the 
prevention of disease is a moral good 
regardless of the behavior which caused the 
disease.14 CMA opposes mandating HPV 
vaccination as a requirement for school 
attendance, citing respect for parental 
autonomy and a lack of risk to other 
students while at school. Unlike influenza or 
pertussis, HPV will not be spread by 
ordinary contact in a school setting. CMA 
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does not comment on the possibility that 
unvaccinated students are a risk to others 
outside of the school environment (they may 
transmit HPV to others outside of school.) 
Any implied social responsibility to prevent 
infection to others appears to be outweighed 
by parents’ right to make medical decisions 
for their child.  
 
Importantly, the CMA addresses HPV 
infection as only one of several negative 
health outcomes associated with premarital 
sex and encourages parents, physicians and 
society to promote chastity as the ideal for 
emotional and physical well-being. In 
addition, they encourage attention to the full 
spectrum of risky adolescent behaviors, not 
just sexual activity.   
 
Other Catholic voices oppose widespread 
HPV vaccination. A 2007 article by John 
Brehany and Maricela Moffit argues against 
HPV vaccination for boys, mainly on the 
basis of economic factors including the 
influence of pharmaceutical manufacturers 
who stand to profit if vaccinations are made 
mandatory.  They conclude that at least for 
boys, vaccination is “neither sound ethics 
nor sound public policy.”15 From a public 
policy standpoint the argument has some 

economic logic, as it costs far more to 
prevent a case of cancer in boys than in girls, 
due to the lower incidence of HPV-related 
cancer in males. However, these authors also 
argue from a behavioral standpoint, stating, 
“If immunized boys feel protected, and 
engage in more risky, immoral behavior, 
while seeking less medical attention, the 
consequences for their physical and moral 
health will be devastating.” As stated above, 
there is no evidence to support the idea that 
vaccination changes sexual behavior. In 
addition, the very notion that the threat of 
cervical cancer will deter teens from 
engaging in sex defies logic. Negative 
consequences of premarital sex, including 
untimely pregnancy, sexually transmitted 
disease and even HIV have failed to deter 
teens from engaging in sex. Will the threat 
of developing cervical cancer 10-20 years in 
the future suddenly keep teens chaste? In a 
2007 article, Susan Wills says vaccination 
may not be necessary because only a small 
percentage of infected girls go on to develop 
cervical cancer, and that these cases can be 
addressed by adequate screening and 
treatment.16 The National Catholic 
Bioethics Center recommends that each 
family make its own assessment when 
considering whether to vaccinate their child. 
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NCBC expresses concern that the vaccine 
could give young people a false sense of 
security when considering whether to 
become sexually active. However, the author 
does acknowledge that a chaste young 
newlywed could become infected by his or 
her spouse and therefore might choose to 
leave nothing to chance. Given the very high 
rate of infection, why would any parent 
choose to leave that possibility to chance? 
The author also acknowledges that it is not 
necessary for parents to frame the vaccine in 
terms of sexual activity, but rather call it a 
cancer-prevention vaccine, thereby lowering 
any perception of permission to engage in 
premarital sex.  
 
In a 2007 article in Health Care Ethics 
USA,17 Ron Hamel asks whether it is 
morally permissible for Catholic health care 
facilities to administer the HPV vaccine.  
His answer, based on Catholic health care’s 
commitment to human life, human dignity 
and the common good, requires the 
provision of this immunization.  However, 
he also acknowledges the problem of 
scandal, or leading others to spiritual ruin, 
via the perception that the church may be 
condoning extramarital sex. The author 
provides several reasons why the good of 

preventing a life-threatening illness 
outweighs the negative of possible scandal. 
The desired outcome is the prevention of a 
devastating disease. Prevention of this 
disease is not the same as endorsing 
extramarital sex. The author notes that 
disease prevention is the proper domain of 
the medical provider, while education about 
moral behavior is the responsibility of 
parents, and adherence to moral behavior 
ultimately falls upon patients themselves. In 
addition, withholding the vaccine could be 
viewed as “harsh, judgmental and punitive.”   
 
In his 2014 paper entitled, A Lutheran 
Defense of HPV Vaccination, Thor Swanson, 
MD echoes many of the pro-vaccine 
arguments regarding efficacy and safety. He 
raises the additional issue of justice. HPV 
related disease disproportionately affects the 
poor and vulnerable who may also have 
trouble accessing screening and treatment 
for cancer.18 Advocating for universal 
vaccination would have the greatest impact 
on this population, and is therefore 
beneficial from both ethical and public 
policy perspectives.  
 
Finally, we should look to the ultimate 
healer for his example of mercy. The reader 
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should recall that Jesus himself often 
engaged in fellowship with the fallen of the 
world, by sitting down at table with tax 
collectors or allowing a sinful woman to 
anoint his feet. We may also recall Jesus’ 
reaction to the woman caught in adultery. 
Did Jesus insist that she suffer the natural 
consequences of her sin, which would be 
stoning? Regarding the HPV vaccine, this 
would mean acknowledging that many 
young people may engage in premarital sex 
and disapproving of this choice, but 
attempting to mitigate the harm that comes 
from it anyway. Can someone who chooses 
not to mitigate a foreseeable harm really 
claim to be acting from non-maleficence? 
 
As a physician practicing in a fallen world, I 
have an opportunity to continue the healing 
ministry of Jesus. People present to me in all 
varieties of health and brokenness. While on 
an individual level it is preferable to prevent 
a sinful act, it is also necessary to show 
mercy after the fact. At a policy level, this 
distinction between prevention and 
mitigation becomes less clear. Given that we 
know for sure that some teens will engage in 
risky sexual behavior despite our warnings, it 
is ethically mandatory to minimize negative 
outcomes. This does not lessen our 

obligation to counsel teens on both an 
individual and societal level.  This is a case 
where we must attempt both to prevent risky 
behavior and also (knowing that our efforts 
will be imperfect) minimize the harm which 
results.  
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Physician Assisted Suicide and Behavioral Health

Steve Lindquist 
Assistant Vice President for Behavioral Health 
Avera Behavioral Health Center 
Sioux Falls, SD 
steve.lindquist@avera.org  

 
The 1946 movie, “It’s a Wonderful Life”, is 
a familiar Christmas classic.  One of my 
favorite scenes is the one in which the lead 
character, George Bailey, played by Jimmy 
Stewart, is about to jump off a bridge into 
the icy waters below.  George intends to kill 
himself because he sees no way out of a 
financial mess he is in which was 
unintentionally caused by someone else.  He 
feels his life is crashing down around him 
and comes to the conclusion that he is worth 
more dead than alive.  Just before he jumps, 
his guardian angel, Clarence, who is trying 
to “win his wings” by helping George, jumps 
into the water first.  George selflessly jumps 
in to rescue this stranger.  
 
The two take refuge in the bridge toll 
keeper’s station to warm themselves.  The 

toll keeper asks Clarence how he fell into 
the water.  
--“I didn’t fall in.  I jumped in to save 
George,” said Clarence.  
-- “To what? To save me?”  George 
responds.  
-- “Well I did.  You didn’t go through with 
it did you?”   
--“With what?”  
--“Suicide.”   
The toll keeper overhears and says, “That’s 
against the law to commit suicide around 
here.”   
 
Clarence the angel responds, “That’s against 
the law where I come from too”. 
 
The toll keeper’s comments represent the 
legal view that suicide is prohibited by law. 
Clarence’s comments represent the moral or 

mailto:steve.lindquist@avera.org
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ethical view that taking one’s own life is 
wrong.  There was congruence between the 
legal and the moral views. 
 
For most of my career at Avera Health, I 
have been involved with behavioral health 
services as a provider, administrator or policy 
maker.  Our goal is to help people improve 
their mental health condition and positively 
work through challenging issues.   We do 
what we can medically.  Legally, states have 
long-standing laws that allow involuntary 
commitment when the person, due to a 
mental illness, is a danger to themselves or 
others.  The intention is to protect the 
person or others from harm even when the 
person is unwilling to seek treatment 
voluntarily.  I have seen individuals who at 
one time were very determined to end their 
lives and later express gratitude for their 
treatment and thankfulness that they are still 
alive.  Sometimes this outcome is only 
possible because the law allows us to 
intervene.  
 
Danger to self takes the form of harming or 
killing one’s self through direct or indirect 
means which can be intentional or 
unintentional due to a mental illness.  At 
one time state laws were rather vague as to 

the criteria for committing a person with 
mental illness although the general theme 
was protecting the public and the person.  
The concept of parens patriae took 
precedence, giving  the state power to act as 
guardian for those who are unable to care for 
themselves, often children or those who are 
incapacitated or unable to exercise informed 
consent. In cases where there might be 
doubt, it was typical to err on the side of 
caution and protection.  More recently, 
individual rights and civil liberties have 
assumed greater prominence, creating a 
necessary tension between individual rights 
and public interest.    
 
In recent years, there have been attempts to 
tackle the growing suicide rate by 
identifying suicidal ideation earlier and 
taking steps to prevent suicidal actions. On 
February 24, 2016, The Joint Commission 
sent out Sentinel Event Alert, Issue 56, 
titled “Detecting and Treating Suicide 
Ideation in All Settings”.  That publication 
notes that the rate of suicide is increasing in 
the U.S. and is now the 10th leading cause of 
death, taking more lives than traffic 
accidents and more than twice as many as 
homicide.  The alert also notes that health 
care providers often do not identify patients 
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who have suicidal thoughts.  It recommends 
appropriate patient screening and staff 
training that will identify suicidal thinking 
early and provide a path to treatment and 
after care. 
 
The national Zero Suicide initiative of the 
Suicide Prevention Resource Center 
(SPRC) is one attempt to achieve that end.  
It is “a commitment to suicide prevention in 
health and behavioral health care systems 
and is also a specific set of strategies and 
tools.”  The foundational belief of Zero 
Suicide is that suicide deaths for individuals 
under the care of health or behavioral health 
systems are preventable. Currently many 
entities, including Avera Health, are 
instituting practices identified by Zero 
Suicide. 
 
It began in 2001 with an effort by Henry 
Ford Health Center to reduce suicides that 
resulted from depression. Their efforts, 
initially called, the “Perfect Depression Care 
Initiative”, cut the suicide rate among the 
people in its insurance plan dramatically, 
achieving ten consecutive calendar quarters 
without an instance of suicide among 
patients participating in the program. Today 
Zero Suicide is national in scope and is a key 

priority of the Suicide Prevention Resource 
Center. The SPRC website says the 
challenge of Zero Suicide:  
 

 is not one to be borne solely by 
those providing clinical care. Zero 
Suicide relies on a system-wide 
approach to improve outcomes and 
close gaps rather than on the heroic 
efforts of individual practitioners. 
This initiative in health care systems 
also requires the engagement of the 
broader community, especially 
suicide attempt survivors, family 
members, policymakers, and 
researchers.  
 
The programmatic approach of Zero 
Suicide is based on the realization 
that suicidal individuals often fall 
through multiple cracks in a 
fragmented and sometimes 
distracted health care system, and on 
the premise that a systematic 
approach to quality improvement is 
necessary. 
(http://zerosuicide.sprc.org/sites/zer
osuicide.actionallianceforsuicideprev
ention.org) 
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It is interesting to note that a study 
published in Health Affairs found that 45% 
(78% among older adults) of those who died 
by suicide had seen a primary care provider 
in the thirty days before they died.1  Another 
study found that of those who had contact 
with a health care provider, “Mental health 
diagnosis was absent in over half of all 
individuals in the year before death and 
approximately 75% in the 4 weeks before 
death.  Mental health diagnosis was less 
common among disadvantaged groups with 
lower levels of education and income”.2  
These are startling figures.  They show that 
the risk of suicide is not confined to 
individuals who are in behavioral health 
treatment.  They also show that primary 
care providers are in an excellent position to 
identify suicidal tendencies and get patients 
into treatment.  
 
Attempts to reduce the incidence of suicide 
stand in stark contrast to the movement in 
favor of physician assisted suicide (PAS).    
PAS arises in situations where the person 
has a terminal medical condition, but there 
is often an exclusion for individuals who 
have a major mental illness.  However that 
boundary seems to be eroding.  On 
November 21, 2016, a court in New Jersey 

ruled that a young woman could refuse food 
and treatment related to eating disorders.  In 
court proceedings, the state attorney 
general’s office argued she was not mentally 
competent because of chronic depression.  It 
said anorexia was not a terminal condition 
and asked the court to approve force-
feedings as requested by the State 
Department of Human Services.  The court 
found that the woman’s testimony was 
compelling and that her parents, doctors, 
psychiatrists and court-appointed medical 
guardian as well as the ethics committee at 
the hospital where she was located, all 
supported her decision. She was allowed to 
refuse treatment and died a few months 
later.3    
 
British author on religion and ethics, Paul 
Vallely, described a different situation in the 
case of a Belgian child, Danny Bond.  Bond 
had a health condition from birth which 
caused severe and increasing chronic pain.  
At age 13 he started talking about wanting 
to die.  Eventually at age 21 Bond decided 
he would end his life by starvation and 
subsequently died (2004).  Vallely writes, 
“The Belgian parliament last week (2014) 
responded to cases like Danny’s by making it 
legal for any child, at any age, to ask to be 
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killed – if they are ‘close to death’, 
experiencing ‘unbearable suffering’ and can 
show they are truly able to ‘discern the 
consequences of what they are asking.’  The 
politicians rejected amendments to extend 
euthanasia to mentally ill children.  But the 
main proposal was passed with a two-thirds 
majority.” 4 

 
Previously, state intervention would have 
protected the person from “self-harm”.  In 
the current environment, will involuntary 
treatment for danger to self be seen as in 
conflict with the trend toward PAS? Will 
there be a time when a court will rule that 
regardless of the person’s mental capacity 
(note Belgium’s extending this decision 
capacity to minors) there is an inherent right 
to end one’s life regardless of that person’s 
medical or mental status? 
 
Part Five of The Ethical and Religious 
Directives for Catholic Health Care Services, 
Fifth Edition, states: “The truth that life is a 
precious gift from God has profound 
implications for the question of stewardship 
over human life.  We are not the owners of 
our lives and, hence, do not have absolute 
power over life. We have a duty to preserve 
our life and to use it for the glory of God, 

but the duty to preserve life is not absolute, 
for we may reject life-prolonging procedures 
that are insufficiently beneficial or 
excessively burdensome.  Suicide and 
euthanasia are never morally acceptable 
options.”   
 
The trend towards PAS is accelerating and 
is a problem in itself.  But I think we are at 
the point in which it is appropriate to ask 
whether this trend will change the consensus 
about mental health commitment laws, 
designed to protect individuals who are a 
danger to themselves.  If it does, behavioral 
health providers will lose a valuable tool in 
their campaign to achieve “zero suicide” 
among mentally ill patients.  
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More on Geriatric Dialysis 

 

Several issues ago we raised questions about the 

growing problem of geriatric dialysis.  We noted 

that it was expensive, ($88,000 a year, all paid for by 

Medicaid or Medicare), burdensome and less 

effective with age.  We also noted that many 

physicians – even nephrologists – were reluctant to 

raise the question of discontinuing dialysis in favor 

of more conservative treatment.   

 

A recent article in the Boston Globe (“Rethinking 

Dialysis: Giving Patients Choices,” April 17, 2017) 

cites evidence that suggests the need for a more 

critical view of dialysis for the frail elderly.  

Staff members from Hebrew Senior Life said that it 

is true that patients get more days with dialysis, “but 

three days are taken up by dialysis and exhaustion 

and feeling crummy and you are likely to have 

several hospitalizations each year due to 

complications,” according to palliative care director  

Jody Comart.  Dr. Ernest Mandel, medical director 

at Hebrew Senior Life said that too often “dialysis is 

the default response to kidney failure, occurring 

without discussion.”   

 

Dr. Jane Schell, professor at the University of 

Pittsburgh School of Medicine, says, “Many 

patients who have started dialysis, wonder about 

their prognosis.  They want to talk about end of life.  

We’re not asking [patients]…we’re not inviting that 

discussion.” 

 

Given the unlimited funding, the growth and 

financial interests of the private dialysis industry, 

and the prevailing assumptions about dialysis, this is 

a discussion physicians and families should initiate. 

Like any other treatment that is initially chosen 

because benefits exceed burdens, there often comes 

a time when the patient’s situation changes and the 

burden/benefit calculation changes.  This is 

especially true given the rapid advances we are 

making in palliative care. Asking patients about 

starting dialysis, or later, about discontinuing it, are 

important from a clinical, economic and spiritual 

perspective.  Doing so is one more way we can help 

patients prepare for death.   

 

Health Care Reform: Are Block Grants the Way to 

Go? 

 

Even though one attempt to repeal the Affordable 

Care Act failed this month, others are still 

simmering and may be reintroduced. One aspect of 

most reform proposals is to replace the current 

Medicaid funding scheme – which is based on the 

government sharing a fixed percentage of all 

Medicaid costs.  This means that even if enrollment 

or costs go up, the government will still provide its 

percentage.  
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Block grants would effectively limit the federal 

government’s share to a specific dollar amount, no 

matter what a state’s expenditures are.   

 

A pro and con article appeared in the April 17, 

2017, issue of the Wall Street Journal.  Hadley 

Heath Manning, a fellow at the Independent 

Women’s Forum, argued in favor of block grants. 

She argues that block grants would be more 

efficient, cheaper and gives states more flexibility.  

Their primary purpose would not be reducing 

federal expenditures but to bring about reform (i.e., 

reducing federal involvement) of Medicaid.  She 

also says that states know the needs of their 

residents better than anyone else. 

 

Edwin Park argued against block grants.  He agreed 

with Manning that it would reduce federal 

expenditures by shifting costs to states, but noted 

that many people would lose coverage due to more 

limited eligibility unless states chose to increase 

taxes or reduce spending in other areas, including 

education. A graph from the Kaiser Family 

Foundation (www.kff.org/medicaid) shows results 

from various proposals.1
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“A per-person cap or block grant would leave states 

on the hook to absorb large and growing federal 

Medicaid funding cuts – and millions of the least 

fortunate residents in every state going without 

health insurance and access to health care,” Park 

concludes.  

 

Catholic social teaching doesn’t specify exactly how 

cost should be allocated, but it is pretty clear that 

society has responsibility to create an equitable 

distribution scheme that will provide basic goods 

like housing, education and health care for all 

citizens.  The problem is that “society” can mean 

many different things.  Many people equate society 

with government, usually the federal government.  

This makes fiscal conservatives nervous.  Society is 

not the same as government; rather, it uses one form 

of government or another in order to achieve its 

purpose.  We use several levels of government in 

collaboration with private interests to assure these 

goods are available.  It’s all a question of subsidiarity 

which is easier said than done.  In practice, it is 

often difficult to agree on which level of 

government or what form of public/private 

collaboration is most effective.  

 

Another problem is that all politics are local, so 

local officials are much more sensitive to increasing 

taxes than federal officials whose constituents are far 

more numerous and also much further away.  Even 

if local (e.g., state) governments could raise enough 

revenue to sustain Medicaid coverage for everyone 

who needs it, there would still be the problem of 

uniformity in payment and quality from one state to 

another.  This is problematic as health care becomes 

more complex and as many health systems have 

facilities in a number of different states.   

 

A final problem is that our understanding of health 

care as a commodity has become so entrenched in 

our market-driven worldview that it is hard for us to 

remember that health care itself is a social, 

collaborative good that does not radically belong to 

anyone.  As Pope Benedict said in his encyclical 

Caritas in Veritate, a logic of gift, rather than a 

market logic, must be our starting point.2  

 

Given the shaky financial situation in most states 

(e.g., Illinois can’t even meet its current obligations), 

shifting more health care expenses to them would 

put a lot of people at risk. We need to keep a close 

eye on new repeal and replace proposals to make 

sure they realize the important ethical values we 

hold.  
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Can Physicians Have Consciences?  

 

A recent article by Ronit Stahl and Ezekiel 

Emanuel argues against expanding conscience 

exemptions for physicians and other health care 

providers.3 They see conscience exemptions as an 

unwarranted expansion of conscientious objection 

to military service that grew rapidly during the 

Vietnam War.  They cite five characteristics of 

conscientious objection to military service: it objects 

to state-mandated conscription; it opposes an 

unchosen combatant role; it requires “all or 

nothing” (as opposed to selective) objection; and it 

disciplines the objector by requiring alternate service 

or even imprisonment.  

 

These requirements distinguish military objections 

from private conscience protection provided by the 

Church amendment (1973) and the Weldon 

Amendment (2005) to health care providers who 

are in a freely chosen profession rather than 

conscripted service.  It also differs because these 

conscience protections allow selective objection to 

professionally accepted interventions and shield the 

objector from punishment.  

 

The heart of their argument is that those who 

invoke conscience protection are neglecting their 

professional responsibility to act on the patient’s 

behalf and to put the patient’s interests ahead of 

their own.  They allow some latitude for 

“professionally contested interventions” but not for 

those that are “accepted medical interventions,” 

including abortion and sterilization.  “Ending 

pregnancies is a standard, undisputed medical 

procedure,” they say.  

 

Our tradition agrees with them up to a point.  We 

do not allow a physician to discriminate against 

persons on the basis of race, or culture, or even 

illness. And we certainly would allow a physician to 

opt out of a procedure that he considered to be too 

risky or unproven.  Where we differ is in how we 

understand “accepted medical interventions.” This 

goes to very fundamental disagreements about 

human personhood. Direct sterilizations violate our 

view of the unity of the person.  Not everyone 

accepts the anthropological assumptions upon 

which this conclusion is based, but it is nevertheless 

at the heart of our tradition.   Abortion is even more 

serious because it involves the life of a second 

person.  What is at issue here is basic disagreement 

about the moral status of the early embryo.  

Emanuel and his colleagues obviously see its status 

in a different way than we do. This is why for us the 

conscience exemption is so important: it signals a 

profound disagreement with prevailing social 

attitudes about what constitutes a person.  In our 

view, physicians who object in conscience are not 
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derelict in their duties.  Rather, they are protecting 

personal life in a very direct way.  

 

I think we agree with Stahl and Emanuel that the 

obligation to treat is a very serious one, and should 

be rarely violated.  But we do see a provider’s well-

formed conscience as sacred and indispensable to 

carrying out his duty especially in matters where 

there is no social consensus.    
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A student 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 of Drew 

Canning (J.D. anticipated Dec. 2018). 

 

 

Health Exchange Subsidies and Lawsuit Continue  

 

The Trump administration will continue $7 billion 

cost-sharing subsidy payments to insurers while also 

appealing a 2016 Federal District Court ruling that 

stated without an appropriation bill from Congress, 

the payments are unconstitutional and should cease. 

The announcement arrives right as insurers prepare 

their Qualified Health Plan applications to 

participate in the 2018 exchange marketplace. 

Different from the tax credits marketplace members 

receive, these subsidies compensate insurers for 

lowering out-of-pocket cost for certain low-income 

consumers. Filed in 2014, the suit aimed to stop 

these cost-sharing payments because Congress had 

not authorized the funds but insurers continued to 

be reimbursed through the U.S. Department of 

Health and Human Services. If the appeal is 

dropped, the District Court’s decision would stand 

and potentially allow future political disputes 

between the legislative and executive branches to be 

heard. The American Health Care Act that was 

withdrawn from a vote in the House on March 24 

would have eliminated the cost-sharing subsidies. 

Robert Pear, New York Times, April 10th, 2017 

https://www.nytimes.com/2017/04/10/us/politics/a

ffordable-care-act-trump-subsidies.html?_r=0 

 

FDA Delays Intended Use Rule  

 

The Food and Drug Administration (FDA) has 

delayed a final rule concerning “Intended Use” at 

the behest of drug and device manufacturers. 

Delayed until March 19, 2018, the regulation 

impacts how manufacturers may speak about off-

label uses of their products as well as what evidence 

may be shown in determining off-label use. Of issue 

to drug and device manufacturers is how the FDA 

released the regulation. In the proposed rule, the 

FDA had indicated off-label use would not be 

“based solely on [manufacturer’s] knowledge”, 

however the final rule added a “totality of the 

evidence” standard which manufacturers fear limits 

their due process and free speech rights. 

Additionally, drug and device manufacturers 

contend the additional language violates the 

Administrative Procedure Act and did not provide 

fair notice or an opportunity to comment. The 

FDA is now seeking comments through June 18, 

2017. Dana A. Elfin, BNA, March 20th, 2017 

https://www.bna.com/drug-device-industries-

n57982085440/ 
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Removal of Health Insurance Antitrust Exception 

Passes House, Needs Senate   

 

The House of Representatives passed H.R. Bill 372 

overwhelmingly, 416-7, in an effort to increase 

competition within health insurance. The Bill 

would remove an antitrust exemption that protected 

health insurers from prosecution due to sharing 

data. Currently, health plans can share data to help 

set premiums with no fear of antitrust prosecution. 

The fear is this interaction among health plans 

allows premiums to be set higher and negatively 

impacts consumers. However, the Congressional 

Budget Office estimates no significant effect on 

premiums or federal revenue due to the bill. The 

protection stems from the 1945 McCarren-

Ferguson Act with the goal of allowing companies 

entering the insurance market to access other firm’s 

data without fear of antitrust violations. Safe 

harbors would continue to exist for insurers that 

share historical loss data, performance of actuarial 

services, determination of loss development factors, 

and use of common forms. Alexei Alexis, BNA, 

March 23, 2017 

https://www.bna.com/house-votes-lift-

n57982085581/ 

 

 

 

 

ACA Provision Cuts 65,000 Medicaid Providers 

from State Databases 

 

An Affordable Care Act provision aimed at 

reducing fraud, waste, and abuse, required providers 

to revalidate or recertify their Medicaid 

reimbursement eligibility before September 25, 

2016. Modern Healthcare assembled data from 15 

Medicaid agencies and determined 65,000 providers 

have been stripped from the federal program thus 

far. The impact is focused on providers who had 

enrolled in Medicaid prior to March 25, 2011. As 

states review provider’s revalidation notices they are 

finding letters are returned due to wrong addresses, 

providers no longer wish to be part of the program, 

or they initially enrolled because of one patient. 

Medicaid has been criticized for low reimbursement 

to providers, roughly 60 percent of Medicare rate. 

However, improper Medicaid payments totaled $30 

billion in 2015. Virgil Dickson, Modern Healthcare, 

February 22, 2017 

http://www.modernhealthcare.com/article/2017022

2/NEWS/170229978 

 

Potential Future of Children’s Health Care 

Coverage – CHIP, ACA, Medicaid 

 

The uninsured rate for children through age 17 is at 

an all-time low of 5 percent, nearly half of where it 

was ten years ago, due to expanded coverage and 
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funding from Medicaid, Children’s Health 

Insurance Program (CHIP), individual exchange 

plans, and private family plans.  Of the four million 

uninsured children, most qualify for Medicaid and 

CHIP but are not enrolled and thus miss the 

positive outcomes of health, school, and economic 

success associated with access to health care. 

Currently, 48 states have expanded 

Medicaid/CHIP eligibility to more than 200 

percent of the Federal Poverty Limit. Additionally, 

CHIP and CHIP-Funded Medicaid programs 

receive federal matching funds between 88 percent 

and 100 percent, 23 percent of which is mandated 

by the ACA. Unfortunately, CHIP funding is set to 

end September 30, 2017 unless Congress renews 

funding. If funding is lost, 1.1 million children 

would become uninsured, others would shift to 

parents’ plans or exchange plans, and states would 

have to cover the loss in federal matching to CHIP 

only programs. Accordingly, the Medicaid and 

CHIP Payment and Access Commission 

(MACPAC) has recommended extending CHIP 

funding through 2022 as well as keeping mandated 

ACA increase in matching funds. Should the ACA 

be repealed, it is estimated 4.4 million additional 

children would become uninsured. Likewise, 

changes to Medicaid such as proposed block grants 

will impact children’s coverage since the size and 

scope of Medicaid is much broader than CHIP and 

states would have to contribute more to maintain 

existing benefits. Samantha Artiga and Petry Ubri, 

Kaiser Family Foundation, February 17, 2017 

http://kff.org/medicaid/issue-brief/key-issues-in-

childrens-health-coverage/ 

 

Medical Malpractice Reforms Quietly Progress 

 

A series of bills aimed at changing the civil justice 

system’s treatment of medical malpractice suits 

(Lawsuit Abuse Reduction Act, Innocent Party 

Protection Act, and Fairness in Class Action 

Litigation Act) have passed the House of 

Representatives and now await the Senate. The 

proposed changes supported by doctors, 

corporations, and the U.S. Chamber of Commerce 

include: limiting monetary awards to $250,000 for 

noneconomic damages such as pain and suffering; 

allowing class action lawsuits only if every person 

had an injury of the same type and scope; shifting 

claims to federal courts from state courts; and 

allowing federal judges to sanction attorneys. 

Opponents worry about a possible chilling effect on 

cases as well as the speed with which Congress 

would change the civil court system. Kimberly 

Kindy, Washington Post, March 9, 2017 

https://www.washingtonpost.com/national/house-

gop-quietly-advances-key-elements-of-tort-

reform/2017/03/09/d52213b2-0414-11e7-b1e9-

a05d3c21f7cf_story.html?tid=ss_mail&utm_term=.

438607c658af 
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