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friend translates for his wife: “She is his wife, she cannot say whetherhe is happy. As his wife, she does not know what he would want. It isnot possible for her to decide. Also, she believes that, as a Catholic,she cannot choose to withdraw him from life support. She wants himto stay in the ICU on the machine.”At this point in the consult, the medical team is visibly angry,stating in English that his condition is irreversible and they need hisroom for someone who might live. It’s an economic issue. They alsocomment that the family is wrong in their understanding of churchpolicy on withdrawing life support.What can ethnographic or cultural analysis add to our under-standing of this or other such cases? There9are9a9variety of issues inthis case that easily lend themselves to anthropological exposition.Mutual exploration of the9 following themes by ethicists andanthropologists might generate9rich material to shape9the9resolution ofthis dilemma: •Patriarchal family and customary gender9roles,•Individual vs family (collective)9focus9of decisions,•Negotiating religious9interpretations,•Discussing death—how appropriate9is open discussion,•Truth-telling as9acceptable or not,•Issues of distributive9justice—(how do and how should werespond9to the9reality that if this patient lived9in New York9orIllinois, he9could, as9a9non-citizen, be9moved9to a9nursing homeon life support, as9his family wishes?).Our fundamental objective9 in this discussion9 is9 to interrogate9 theproblematic biomedical/Euro-American bias9 toward9 the9 individualand over-reliance9on a9Euro-American bioethics9approach.Introduction to Four Principles ApproachThe9 Four9 Principles approach9 in bioethics, made9 famous9 byBeauchamp9and Childress9in the9five9editions of their classic text onbiomedical9ethics9(1979, 1983, 1989, 1994, 2001), is the9hallmark9ofthe9discipline, the9theoretical center9from which9much of the9field ofbioethics9 has9 grown.9 Although much critiqued9 by ethicists fromdiverse9standpoints9and by an (or ) -197 (gr5418sET Bedive(oth.5 79ad59.l Tf (•)o3ogate9Sgmf (•)o)ble1.4 9.999] TJ E1 BTET xpo BT 13 792 1.996n 434.7218
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these principles continue as implicit, if not explicit, premises
underlying analysis of ethical issues and decision making in clinical
settings. Indeed, a cursory review of recent scholarship immediately
illustrates the enduring reliance on Beauchamp and Childress for an
ethical framework for theory and practice.4 O’Neill, for example,
opens a discussion on “Practical Principles, Practical Judgment” by
stating that the most well-known approach to bioethical reasoning that



that leave considerable room for judgment in many cases.” More



surrounding health and disease. Empiricism is requisite for a just and
informed bioethics—a descriptive bioethics that grounds each case in
its cultural, historical, and political-economic contexts. There are two
main critiques we make: that the individual is so prioritized and
central as to become an unquestioned presumption of care; and that
the notion of a common morality is a false, if not a culturally
imperialist, idea that justifies the devaluation of locally meaningful
moralities. Were one to explore it at a sufficiently high level of
abstraction, one might be able to identify areas of widely shared
values. However, when one gets to the specifics of when certain moral
values can be imposed, then what seems in the abstract to be morally
universal quickly becomes culturally specific. For example, when is it
acceptable to kill? Is it ever acceptable to rape? What constitutes child





That is, to propose as a theoretical principle a concept (i.e., non-
obligatory autonomy) that is almost universally disregarded must call
into question the validity of the theory. If patient autonomy is viewed
in the vast majority of settings as not just a right but an obligation of
patients, then this problem demands both theoretical and pragmatic
remedies. The Four Principles approach offers neither.

As we have noted, Beauchamp and Childress do



behavior and motivation. This distinction is far too general to guide
clinical practice.  

So to employ the Four Principles approach, we must accept that
humans share innate (i.e., universal) processes or characteristics that
eventuate in a common morality. Anthropologists, trained to be
sensitive to the diversity of human thoughts and values, typically
eschew such assumptions about innateness or universality. Virtually
all schools of anthropology entail an acceptance of at least a weak
form of descriptive relativism. Normative relativism, favored by some
anthropologists, goes a step further in asserting that, because cultures
judge each other according to their own internal standards, there are
no universal standards to judge between cultures.20



for bioethicists to choose from. For example, casuistry, relationship-
based approaches, utilitarianism, character or virtue ethics, and
communitarianism. But few of these provide for the type and depth of
descriptive context we propose, and none address authoritative
knowledge and the power structures within which decisions about
health and health care are made. So if none of these options provide
the solution, what exactly can anthropologists add? Why would



could enhance the understanding of how decision-making
competence is determined, and the limits of individual autonomy.
That is, anthropologists can add ethnographic detail, informing
ethicists and clinicians of the personal narratives, cultural meanings,
and local moralities that shape decision making. We should note that
the concept of “personal narrative” might suggest an idiosyncratic,
subjective account. However, as Kaufman cogently argues, narratives
are constructed from shared understandings of the cultural world, and
as such, identify important cultural and structural features that shape



to the patient and/or family the preferred decision of the clinician,
based presumably on medical expertise or institutional concerns
about liability.

Should we consider these “flexible negotiations” a form of benev-
olent paternalism? We suggest the importance of acknowledging the
authoritative knowledge of the physician, and other biomedical
practitioners. Physicians, whose moral weight and perceived
scientific expertise are linked to formidable medical technologies, are
in a position of power, and rarely in an egalitarian, collaborative
interaction.26 How authoritative knowledge is produced and displayed
in ethical consultations is a question that anthropologists could
usefully address.



The clinical case—the identified patient, other relevant decision-
makers, even the parameters in a temporal sense (when illness began
and when it ends)—is a manufactured product; a certain telling of the
story amongst many other possible tellings.



Adapting this model for a more ethically neutral approach to
health care decision-making might look like this (see box). That is, it
would begin with aspects of decision-making and the values and
beliefs guiding care.

How might ethical decisions change if “cases” came to be viewed
as life stories, family events, or other ongoing narrative? A grounded
approach that is informed by ethnographic information would reliably



attend to the structural, institutional, and procedural barriers that
worsen—and in many cases produce—ethical dilemmas in health
care. Armed with this information, clinicians and institutions would
at least have insight into problematic arenas requiring changes. A
final case will demonstrate what we suggest.

Case 3

A doctor writes to an ethics committee requesting a discussion of
patients who behave abusively to doctors and nurses. The committee,
composed of doctors, nurses, social workers, chaplains, and
community representatives, agrees that this is an important issue. The
anthropologist present asks, “Who are the abusers?” The response
from one prominent and respected physician is “generic scumbags.”
The anthropologist suggests a survey in which, when a case arises, the
following information is reported to a central source: age, sex,
ethnicity of patient, medical condition, and circumstances/context
when incident occurred. Committee members are not interested,
deciding rather to ask for a consult with psychiatry on how to manage
disruptive patients. For them, a key ethical issue is whether it is
acceptable to call security for such a patient (with exceptions made
for someone with dementia or on drugs).

Management of the abusive patients, certainly a reasonable
concern, becomes the core issue of discussion. What we lack,
however, is any data on precisely who these “abusers” might be (we
might speculate on age, sex, insurance status) and in what sorts of
situations abusive behavior might emerge. Eliciting and analyzing
this information might then provide us with a means to address the
fundamental, underlying causes of disruptive behavior, and therefore
to identify possible structural factors implicated in these scenarios.

Closing

Bioethics is a field now dominated by premises of western
philosophical thought; principles and rights-based approaches that
have reinforced a “pervasive reductionism, utilitarianism, and
ethnocentrism in the field.”33 Originally bioethics was intended to
empower patients in the context of a rights-based approach, which
would allow patients to reclaim power from biomedical expertise. It
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is ironic that this effort to generate empowerment has had such
mixed results.34

We suggest that incorporating an ethnographic approach in
ethical analysis would challenge ethicists to pay greater attention to
how moral concepts are embedded in social practice, and how
biomedical practitioners and institutional patterns shape the
production and  experience of ethical dilemmas.35

Value neutrality is untenable in a “real world” bioethics. But
anthropologists can effect change both directly (in communication
with patients and practitioners) and by advocating for structural
change that might have broader impact. For example,
decentralization of primary care services might allow patients to
develop therapeutic relationships and alliances that would limit
disruptive behavior, and intake and consent-gathering procedures that
incorporate a larger network of those invested might forestall later
crises and disputes.

What we need are theories of bioethics that do not reproduce, in
an unexamined way, the assumptions of a single cultural paradigm.
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THE CARY M. MAGUIRE CENTER FOR ETHICS AND PUBLIC RESPONSIBILITY
The leaders of Southern Methodist University believe that a university

does not fully discharge its responsibility to its students and to the
community at large if it hands out knowledge (and the power which that
knowledge eventually yields) without posing questions about its responsible
uses. Through the Cary M. Maguire Center for Ethics and Public
Responsibility, SMU strives to foster the moral education and public
responsibilities of those whom it empowers by:
z Supporting faculty research, teaching, and writing in ethics that cross
disciplinary, professional, racial/cultural, and gender lines;
z Strengthening the ethics component in SMU’s undergraduate and
professional curriculum;
z Awarding grants to SMU students who wish to study issues in ethics or
engage in community service.

SMU also believes that a university and the professions cannot ignore
the urban habitat they helped to create and on which they depend. Thus, while
not an advocacy group, the Maguire Center seeks to be integrally a part of the
Metroplex, attending to the moral quandaries and controversies that beset our
common life. To that end, the Center:
z Has created an Ethics Center Advisory Board of professional and
community leaders;
z
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