
TOOLS FOR ETHICAL 
DISCERNMENT 
The Ministry Needs Help in Analyzing 
Health Care Reform Proposals 

E thical wisdom is the gift not of ethical 
experts, but rather, as I have argued 
in a previous Health Progress article, 
the gift of the right community—the 

"community of concern." Different ethical issues 
require different communities of concern, I 
noted. "Gathering the community of concern 
requires people who command essential perspec­
tives on the issue at stake and also share an over­
arching concern for the common good."1 

However, in generating ethical wisdom, "com­
munities of concern" consistently need further 
tools. This article suggests some tools for the 
moral/ethical challenge of health care reform. I 
will: 

• Develop a sketch of a macro paradigm for 
the ethical/moral analysis of health care plans or 
programs 

• Explain the first stage and foundation of this 
process, using the experience of St. Joseph 
Health System (SJHS), Orange, Calif. 

• Indicate some limited uses and point to fur­
ther work needed in order to build on this foun­
dation 

MACRO ETHICAL PARADIGM 
The pyramid figure (Model A) is the macro 
paradigm that guides the ethical process described 

in the following pages. The arrow 
in this illustration indicates that, 
like the noted psychologist 
Abraham Maslow's "Hierarchy of 
Needs," the analysis of health care 
programs requires an inner organ­
ic structure and sequencing. This 
structure and sequencing is analo­

gous to the law of human development — one can­
not skip infancy and childhood and get right to 
adolescence. The arrow reminds us that an ade­
quate ethical process must be as concerned with the 
sequencing of analysis as it is with its substance. 

Model A 

Model B 

This point of starting at the foundation and 
moving upwards demands repeated emphasis. 
Most reform discussions, in my experience, start 

at the top, not the bottom. 
They fit the illustration to the 
left (Model B) — starting with 
a specific reform proposal, the 
subsequent conversation 
plunges into a zigzag exchange, 
rambling from one dimension 
to another without direction or 

discipline. 
Three major dimensions of the guiding ethical 

paradigm: 
• Dimension 1 — An articulated vision 

and priorities of health care: 
Dimension 1 is the foundation on which all 

else must be constructed, the source from which 
everything else will flow, the compass that will 
guide the rest of the journey. Alice in 
Wonderland got it right: If you don't know 
where you are going, any road will get you there. 
On this foundational level, we establish that 
health care is a basic human good essential for the 
flourishing of individuals and society. We make 
explicit and specific the purpose, the essential ele­
ments, the priorities and limits of health care. 

• Dimension 2 — Systemic/structural 
implications of Dimension 1: 

This is the toughest, most extensive, and com­
plex part of the ethical process. (When I began 
developing this ethical paradigm, I vastly under­
estimated both the dimension's importance and 
its difficulty.) Here we clarify and specify the 
social infrastructure required to create the vision 
of health care elaborated in Dimension 1 and sus­
tain it in the future. 

Americans have inherited a health care infras­
tructure — involving job-based insurance, 
Medicare; Medicaid; State Children's Health 
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Insurance Program (SCHIP); Veterans Affairs; a 
mix of social and commercial insurance; and hun­
dreds of other elements—that is, in large part, 
hostile to the vision outlined in Dimension 1. 
The elements of the current system were assem­
bled in a process I would describe as "crisis-man­
aged program-cobbling." Unlike other developed 
countries, the United States did not build its 
health care policies and practices (Dimension 3 — 
next column) on an analysis of necessary infras­
tructure (Dimension 2), resting in turn on an 
articulated and shared vision of health care 
(Dimension 1). 

Americans must now use Dimension 2 to 
begin criticizing our current, dysfunctional infras­
tructure in order to create an appropriate infras­
tructure to replace it. Because systems of infras­
tructure are often obscure, analyzing them can be 
exacting and difficult work. It is analogous to 
learning a foreign language as a mature adult. 

Dimension 2 does not itself involve the devel­
opment of a concrete new health policy and pro­
gram. Rather, it deals with intermediate issues 
between the vision (Dimension 1) and specific 
policy proposals and programs (Dimension 3). 
Insurance is an example of the kinds of issues that 
must be determined in Dimension 2. Two types 
of insurance exist today: social and commercial. 
Social insurance exists when the community, act­
ing as a community, pools its resources and man­
ages them for the common good. Police protec­
tion, elementary education systems, national 
defense and Medicare — all social mechanisms 
protecting some aspect of the common good — 
are examples of social insurance. 

Commercial insurance, on the other hand, 
exists when a for-profit business manages limited 
risk with actuarial expertise in order to generate 
profits. Life insurance and auto insurance are 
examples of commercial insurance. 

Because both social and commercial programs 
are called "insurance," and because both are so 
thoroughly embedded in contemporary U.S. health 
care, it is easy to overlook the enormous differences 
between them—especially their different capabilities 
as social infrastructure to create and sustain the 
vision of health care developed in Dimension 1. 
This is why Dimension 2 is so important — it helps 
one note and critically examines the differences. 

Dimension 2 involves: 
* Becoming clear about such key distinctions 
• Gathering data relevant to judging the rela­

tive importance of those distinctions 
• Determining whether, and to what extent, 

one or the other of these mechanisms — social 
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insurance or commercial insurance — is more 
compatible with creating and sustaining the 
vision and priorities established in Dimension 1. 

Dimension 2 engages the community in a 
series of such critical, clarifying explorations of 
the structural implications of Dimension 1. 

• Dimension 3: Policy and program for 
U.S. health care 

Now that we have elaborated our vision and its 
priorities (Dimension 1) and specified the nature 
and extent of the social infrastructure that will be 
required to create and sustain such a purpose and 
vision (Dimension 2), we are finally in a position 
to make ethical judgments about specific health 
care plans or programs. 

Three different but related activities can be per­
formed at this level. In Dimension 3, one can: 

• Ethically evaluate and compare various 
health care proposals (at the state and federal lev­
els) 

• Ethically evaluate and compare long-stand­
ing programs (Medicare, Medicaid, job-based 
insurance) that, until now, have been accepted 
with little or no ethical analysis 

• Create alternative policy proposals and work 
for their adoption, guided by the conclusions 
drawn from Dimensions 1 and 2 

Dimension 3, the pyramid's peak, is the end 
point of the ethical process, not its beginning. 
Unfortunately, this organic sequencing has been 
recognized neither in the historical development 
of U.S. health care nor in most reform discus­
sions. Americans repeatedly begin where we 
should end. Leaders in the political, academic, 
church, health care and ministry realms tend to 
begin the discussion where it should end. They 
become fixated on plans and proposals without 
having done all the hard, foundational work that 
must precede it. This ethically dysfunctional 
behavior is a root cause of the failure of so much 
reform activity, both secular and Catholic. We are 
addicted to foundation-less solutions. 

However, the ethical paradigm discussed here 
enables the community to move through the lay­
ers and sequencing of analysis needed to match 
the ethical complexity of health care reform. 

DEVELOPING DIMENSION 1 AT SJHS 
Returning now to the base of the ethical pyramid, 
I will describe how SJHS is attempting to move 
through the ethical process in a methodical way. 
The good news is that, by making progress on 
Dimension 1, one can produce a valuable degree 
of moral clarity and consensus, as well as some 
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practical tools for social action. The bad news is 
the moral clarity is not as sharp as will eventually 
be needed for either a robust evaluation of pro­
posals or the construction of an ideal program. 

Our local ministry leadership consists of eight 
local boards of directors and eight teams of senior 
executives. These 16 groups engaged in two 
rounds of meetings about Dimension 1. In 2005, 
each of these groups had the pyramid explained, 
took the survey (page 54), and spent about an 
hour discussing their survey outcome, its mean­
ing, and its place in the pyramid. 

The content of these meetings was used to 
draft a vision statement. In a second round of 
meetings in 2006, this draft vision statement was 
discussed and revised by each of these 16 groups 
and forwarded to the SJHS System Board for its 
discussion and approval. It was approved as a 
working document in January 2007. 

TURNING THE VISION INTO TOOLS 
The vision statement provides a conceptual plat­
form from which we can build further structures 
and processes in two directions, vertically and 
horizontally. Vertical construction would move 
into Dimensions 2 and 3 of the process. Now, I 
will focus on further horizontal construction — 
developing tools of discernment at the founda­
tional level. 

The Linear Grid for Ethical Discernment — Using the 
vision, we can create a linear grid that structures 
reflection and judgment on each of the Vision's 
eleven elements (see pages 55-56). The grid asks 
us to assign a numerical score (ranging from +3 
to -3) about how well or poorly a proposal pro­
motes the 11 priorities; it also asks for a rationale. 

The discernment tool can be adapted to fit dif­
ferent groups' needs. 
The Spider Graph — The linear assessment tool can 
be translated into a spider graph, thereby allow­
ing us to plot a single program and visually repre­
sent a nuanced, multidimensional ethical assess­
ment. It provides further ethical leverage when it 
is used to plot multiple programs and their 
strengths and weaknesses relative to one another, 
as in the example (see page 57). 

THE TOOLS' LIMITS AND POSSIBILITIES 
The linear grid and the spider graph possess both 
limits and possibilities. 
Limits — Because we are working now in 
Dimension 1, at the bottom of the ethical pyra­
mid, we should not be surprised to discover that 
our tools are basic and limited. We will have a 

much more robust set of ethical tools when we 
have worked our way through the many layers of 
Dimension 2. 

These basic tools, presented here, will seldom 
give a clear indication as to whether one should 
vote for or against specific health care legislation. 
If, in a political campaign, each of six candidates 
should propose a health plan, these tools will not 
tell us which to accept and which to reject, or 
even how to rank them according to their value. 
There are two main reasons for this: For one 
thing, campaign proposals are ad hoc compro­
mises, based on expediency and feasibility. And 
then, too, our ethical tools are as yet at an unfin­
ished stage. 
Possibilities — Two obvious, immediate possibilities 
are opened to us with these tools. First, they can 
help us have disciplined and systematic ethical 
conversations — conversations that are both 
extremely important and, unfortunately, rare. 

For example, although I have been doing 
health care ethics in Catholic institutions for 30 
years, I have never experienced a conversation 
Continued on page 55 

S T . J O S E P H H E A L T H S Y S T E M 

V I S I O N O F H E A L T H C A R E 

• Because health care provides a foundation for human dignity to 
flourish, everyone has a right to basic health care. 

• As part of the common good, health care must take its limited 
place among other basic goods that promote/protect dignity — educa­
tion, stable economy, environment, jobs, etc. 

• Individuals have a duty to promote and protect their health; society 
has a duty to provide a sustainable health care system. 

• We aspire to a health care system that: 

• Is health promoting and preventive. 

• Is transparent and accountale in its inevitable rationing decisions. 

• Is a genuine system, integrated and coordinated across our 
national community. 

• Allocates its resources across a balanced continuum of care — 
prevention, acute, emergency, end-of-lilfe, mental, long-term, etc. 

• Dedicates health resources to actual care, minimizing spending 
on administration. 

• Is evidence based. 

• Is financed according to ability to pay. 

• Keeps inflation at a level that is sustainable. 

• We commit ourselves, with our communities, to make this 
vision of human dignity a reality. 

HEALTH PROGRESS JANAURY - FEBRUARY 2 0 0 8 • 5 3 



among ministry leaders about the significant ethi­
cal differences among Medicare, Medicaid and 
job-based insurance. Ethicists have also been 
mute on this topic. I've heard no such discussion 
despite the fact that, measured by Catholic prin­
ciples, there are moral differences among these 
programs. A key factor in this long and puzzling 
silence is our ministry's lack of readily available 
tools of ethical discourse and discernment. But 
even the rudimentary tools provided by 
Dimension 1 can help us in our discernment, dis­
cussion, and advocacy. 

The second possibility offered by the tools is 

this: They can enable us to make basic and 
rough ethical analyses and comparative judg­
ments among the many health care proposals 
currently emerging at the state and federal lev­
els. As primitive as they are, the linear grid and 
the spider graph allow us, as individuals and 
groups, to plot multi-level judgments about the 
various proposals' comparative moral strengths 
and weaknesses. As a result, even if we choose 
to support a substantially flawed, short-term 
solution (for example, SCHIP), the tools can 
make us more aware of both the specific nature 
of the compromises involved and the longer-

L I N E A R G R I D 

EVALUATION OF 

Essential element 

1. Health care provides a foundation for human 
dignity to flourish; therefore, everyone has a 
right to basic care. 

2. As part of the common good, health care must 
take its limited place among other basic 
goods that promote/protect dignity — educa­
tion, stable economy, environment, jobs, etc. 

3. Individuals have a duty to promote and pro­
tect their health; society has a duty to provide 
a sustainable health care system. 

We aspire to a health care system that 
4. Is health promoting and preventive. 

5. Is transparent and accountable in its 
inevitable rationing decisions. 

6. Is a genuine system, integrated and coordinat­
ed across our national community. 

7. Allocates its resources across a balanced con­
tinuum of care — acute, emergency, end-of-
life, prevention, mental, long-term, etc. 

8. Dedicates health resources to actual care, 
minimizing spending on administration. 

9. Is evidence-based. 

10. Is financed according to ability to pay. 

1 1 . Keeps inflation at a level that is sustainable. 

Q U E S T I O N S 

Numerical score 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

+3 +2 +1 0 - 1 - 2 - 3 

Reasons for my score 
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term destination to which justice ultimately 
calls us. 

THREE PRACTICAL STEPS; THREE TIMEFRAMES 
Now consider three "next steps" that might flow 
from the argument above. Each step has a differ­
ent time frame. 
1. Practice Systemic Ethical Examination - O n e can 
begin to practice systemic ethical analysis of spe­
cific programs and proposals. Start with a com­
parison of Medicare, Medicaid, and job-based 
insurance. Assume, for the sake of moral dia­
logue, the SJHS vision statement is a "good 
enough" articulation of what Catholic social 

morality would define as a just health care system. 
Using the linear grid and the spider graph, 

compare Medicare, Medicaid and job-based insur­
ance. One could first do this as an individual. 
Then, as participants in a group, they could listen 
to one another's judgments and rationales. As a 
group, they could develop a consensual graph-
one that all participants can live with. Finally, they 
could take time to formulate the insights, drawn 
from this exercise, which can be applied to the 
longer-term process of health care reform. 
2. Develop a Ministry "Vision of U.S. Health Care" - Next , 
I suggest readers develop a "Vision of U.S. 
Health Care" that can be affirmed by Catholic 

• •,;;••••.<,>..-,:.••{.• • 

R E S U L T S F R O M L I N E A R G R I D 

Universal 

Prevention 

Comprehensive 

National concern 

$ to care 

Quality 

Choice 

Advances in medicine 

Uninterrupted 

Stable costs 

Build on the 
current system 

Participation 

Minimize government 

Business 

Consumer good 

100 200 300 400 500 600 700 800 900 
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health ministry across the country. Although the 
vision will not be cast in Catholic language, it will 
flow from our spiritual heritage. I have elsewhere 
criticized our continued use of the "cover the 
uninsured" slogan, characterizing it as "a flawed 
moral frame."2 Our ministry needs a crisp but 
substantial substitute for this misleading moral 
frame, one that can guide further necessary work. 
A one-page vision could serve that purpose. 
3. Help the U.S. Public Formulate Its Vision - Finally, the 
Catholic health ministry needs to help the 
American public formulate its vision of health 
care. A lasting, systemic reform movement can be 
built only on a consensual vision of the general 
public. More than that is needed, of course — but 
without that foundation, nothing solid and lasting 
can be built. • 

1. Universal 

1 1 . Sustainable 2. Part of +3 
inflation common good 

+2 

+ 1 

3. Individual society 10. Financed 0 
responsibility ability to pay 

4. Preventive 9. Evidenced 
based 

5. Transparent 
8. Minimize rationing 
administrative $ 

6. Integrated 
7. Balanced 

system 
continuum 

Program A Program B Program C 

Dr. Glaser requests reader feedback about both 
the article's substance and any use (including 
inevitable improvements) of the ideas and tools 
mentioned in it. For comments, inquiries or 
e-copies of the tools mentioned here, e-mail him 
at Jack. Glaser@stjoe. org. 
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1. Glaser, J., "The Community of Concern," Health 
Progress, March-April 2002, pp. 17-20. 

2. Glaser, J. "'Covering the Uninsured' Is a Flawed Moral 
Frame," Health Progress, March-April 2006, pp. 4-9. 
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PAGE 48 

Our Defined Social Purpose: 
Catholic Hospitals Have Organic 
Relationships with Communities 

Sr. Lynn Marie Welbig, PBVM, Ph.D., JCL 

Catholic hospitals were born within a social 
and moral context. As a result, those people 
serving the ministry might situate their rai-
son d'etre within the frame of stewardship. 
An organization said to practice good stew­
ardship is commonly understood to be one 
that employs its material resources justly 
and responsibly. It is easy to slide into the 
notion that the Catholic health ministry's 
right to exist is justified if the dollar value of 
goods and services rendered to its commu­
nities is equal to some monetary measure 
such as tax exemption. Hanging on tightly 
to the idea of stewardship helps one resist 
such a slide. 

Catholic health care organizations were 
born out of their communities' grave need, 
often out of a sense of desperation. Most 
were created by groups of religious women, 
not by the federal or state governments. 
Having been called into being by particular 
communities, those organizations were— 
and remain-accountable to those commu­
nities. In each case, the community's mem­
bers comprise the organization's basic 
group of stakeholders. Those serving the 
ministry must always remember that, while 
their mission is a work of charity and justice 
of the Catholic Church, the healing ministry 
is summoned into being by communities in 
need. This fact should always frame 
Catholic health care's purposes and ongo­
ing decisions. 

Stewardship is the way the ministry 
shepherds its material, human, political 
and spiritual resources in order to create 
and sustain healthy, well-ordered communi­
ties that foster the human dignity of all their 
members. The community is more than the 
place where the organization does its busi­
ness. The health care organization and its 
community should together determine what 
serves the common good. 

PAGE 51 

Tools for Ethical Discernment 

John (Jack) W. G/aser, STD 

The analysis of health care programs 
requires an inner organic structure and 
sequencing. This structure and sequencing 
is analogous to the law of human develop­
ment—one cannot skip infancy and child­
hood and get right to adolescence. An ade­
quate ethical process must be as con­
cerned with the sequencing of analysis as it 
is with its substance. This point of starting 
at the foundation and moving upwards 
demands repeated emphasis. 

There are three major dimensions of the 
guiding ethical paradigm. Dimension 1 is an 
articulated vision and priorities of health 
care. It is the foundation on which all else 
must be constructed, the source from 
which everything else will flow, the compass 
that will guide the rest of the journey. 

Dimension 2 encompasses the sys­
temic/structural implications of Dimension 
1. This is the toughest, most extensive, and 
complex part of the ethical process. We 
clarify and specify the social infrastructure 
required to create the vision of health care 
elaborated in Dimension land sustain it in 
the future. 

Dimension 3 is concerned with policy 
and programs for U.S. health care. This is 
the pyramid's peak, the end point of the 
ethical process, not its beginning. Unfortu­
nately, this organic sequencing has been 
recognized neither in the historical develop­
ment of U.S. health care nor in most reform 
discussions. Leaders in the political, aca­
demic, church, health care and ministry 
realms tend to begin the discussion where 
it should end. They become fixated on plans 
and proposals without having done all the 
hard, foundational work that must precede 
it. The article proposes steps and a time­
frame for organizations to begin practicing 
systemic ethical analysis of specific health 
care programs and proposals. 
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S U R V E Y 

Values for Shaping the U.S. Health Care System: 
What Priorities Should Shape the Future? 

Health care is an important concern for most people and is an important topic in our government at the national, state 
and local levels. We want to know your opinion of what should shape the future of the U.S. health care system. From 
the 15 items below, please select the five priorities that you believe should be shaping the future U. S. health care 
system. FIRST, PLEASE READ THROUGH ALL 15 OF THE ITEMS. THEN PICK YOUR TOP FIVE PRIORITIES IN 
ORDER OF IMPORTANCE. 

1. My top priority is: 

2. My next priority is: 

3. My next priority is: 

4. My next priority is: 5. My next priority is: 

01 - Advances in research: The U.S. health care system should spend more money on research to prevent and treat 
health problems than it does now. 
02 - Universal access: The U.S. health care system should make needed services available to all regardless of ability to 
pay. 
03 - Build on the current system: The U.S. health care system should expand and improve on the current system — 
job-based insurance and public programs like Medicare and Medicaid. 
04 - Comprehensive services: The U.S. health care system should provide access to a broad range of health care -
prevention, emergency services, trauma, and care for on-going illnesses, as well as care for dental, vision and mental 
health problems, with the care provided and supported at the most appropriate facilities and locations, including the home. 
05 - Consumer good: The U.S. health care system should treat health care like other goods and services; it should be 
available to the extent that you have money to buy it. 
06 - Health care as a business: The U.S. health care system should allow health care businesses - such as hospitals, 
insurance, drug and supply companies -- to make as much profit as they can within tax and other relevant regulations. 
07 - Health care as a national concern: The U.S. health care system, like homeland security and interstate freeways, 
needs national planning and financing. 
08 - Minimize the role of Government: The U.S. health care system should reduce the role of Government in financing 
health care (e.g., through Medicare, Medicaid and tax benefits) and providing health care (e.g., through public clinics and 
the Veterans' Administration). 
09 - Patient choice: The U.S. health care system should give patients as full a choice of doctors and other providers, 
settings and treatments as possible. 
10 - Prevention: The U.S. health care system should give priority to services and programs that promote health and keep 
people from getting sick, such as smoking prevention and nutrition/diet education, childhood immunizations and cancer 
screenings. 
11 - Public participation: The U.S. health care system should have effective ways for the public to help set priorities for 
health care, influence decisions about important health care issues, and improve the health care system. 
12 - Quality of health care: The U.S. health care system should have a more effective way of improving the quality of care 
and reducing medical mistakes. 
13 - Spend health dollars for direct patient care: The U.S. health care system should spend as much as possible on 
direct patient care and as little as possible on administrative costs. 
14 - Stable costs: The U.S. health care system should keep health care costs from rising faster than the costs of other 
goods and services. 
15 - Uninterrupted care: The U.S. health care system should reduce to a minimum the need to change doctors, hospitals, 
insurance companies and levels of coverage. 

Gender: • Male • Female Family Size: Q1 D 2 D 3 D 4 D 5 D 6 D 7 or more 

A 9 e : Q<17 • 18-35 • 36-64 • 65+ 

Health Care 
Coverage: 

• From a job 

• Medicaid / Public Program 

• Medicare 

• I don't have Insurance 

• Other 
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