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Introductory Remarks
J. JOEL MAY

Each year the faculty of the Program in Hos-
pital Administration of the University of Chicago
and the Executive Council of the Alumni Associa-
tion are charged with the task of choosing a subject.
Three criteria are applied in the selection process.
for the Annual Symposium on Hospital Affairs,
First, does the topic deal with a subject of general
current interest and importance to managers of
hospitals and health care institutions? Next, is it
addressable from a sound scientific or intellectual
perspective rather than a how-to-do-it focus? And
finally, can the chosen topic be cast in a frame-
work which makes it of immediate relevance and
usefulness to the registrants?

The subject we have chosen this year is “Ethical
Issues in Health Care Management,” and I believe
it is one that meets all three of these criteria ad-
mirably.

Those of you who follow the literature in the
field need not be reminded of the breadth of this
subject area.

It ranges all the way from, on the one hand, the
question of the purchasing agent receiving gifts
from the supplier at Christmastime and other sorts
of issues that Ed Pellegrino says have nothing to do
with ethics, but rather with etiquette; all the way

at the other extreme to the kind of colloquies that
go on between theologians and ethicists and be-
tween both these groups and research physicians.
Typically, these deal with questions of life and
death, euthanasia, gene manipulation, and other
“earth-shaking” and (not incidentally) press-cover-
age-producing topics.

o give focus to our particular deliberations
at this symposium, I want to limit our discussions,
if I can, to what one might call the institutional
implications of the answers being suggested as a
result of these discussions.

We won’t deal with questions of who shall live
and who shall die. Neither will we deal with ques-
tions of the funeral director bringing candy to the
€MErgency room nurses. We are not interested in
dealing with questions of conflict of interest because
they have been very adequately dealt with in other
kinds of meetings and in the literature.

What we would like to address are those day-
to-day decisions made by health care managers
which, while individually apparently insignificant,
taken together represent or reflect a set of ethical
judgments which shape and mold the institution and
the way health services are delivered.

An important example of this sort of decision

The Seventeenth Annual Symposium on Hospital Affairs conducted by the
Graduate Program in Hospital Administration of the Graduate School of Busi-
ness, University of Chicago, was held at the Center for Continuing Education
on the University of Chicago’s campus on April 25-26, 1975. Chairman for this
Symposium was J. Joel May, Director of the Program in Hospital Administration
and Associate Director of the Center for Health Administration Studies.

These Symposia explore current issues in the field of health care management.
Because the subject of this Symposium, “Ethical Issues in Health Care Manage-
ment” is one of importance and, because of the dearth of literature in the area,
these proceedings are published and distributed in the hope that they will prove
useful to both practitioners and students of health care management.

Special thanks are due Mrs. Margarita O’Connell, Mrs. June Veenstra and
Mrs. Evelyn Friedman who not only staffed the Symposium, but also are in large
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is that which involves the allocation of limited
resources among competing purposes in an insti-
tution. How should the manager set priorities for
such allocations? All such decisions represent a
complex, interesting, and unique combination of
the facts of the case, the politics of the situation,
and the individual decision-maker’s prejudices,
beliefs, and ethics.

When competing groups are arguing about the
desirability of a range of programs, whose argu-
ments should be given the most weight? Should
the scarce resources with which we are working
in our institutions be devoted to improving pre-
ventive care services or devoted to crisis interven-
tion and exotic treatments? Should they be expend-
ed for present purposes or should they be with-
held from present needs in order to insure organi-
zation survival in the future or be able to meet
needs which we don’t now perceive. To the extent
that different income, racial or religious groups
exhibit different sets of medical and health care
needs and advocate different sets of priorities in
meeting them, how shall the resources be allocated
among or across the groups? Who shall make the
decision?

These questions cannot be answered solely on
political grounds, nor do the economic issues pro-
vide all the clues needed to resolve them. The ad-
ministrator of a health care agency or a hospital

plays the role of a redistributor of income, a “Robin
Hood,” taking from people who have and giving to
people who have not. He decides which persons or
groups to take from and which to give to—a very
weighty responsibility and one fraught with ethical
issues.

Health care managers are frequently caught on
the horns of a dilemma, one horn of which is
labeled equality and the other horn labeled equity.
Equality means equal amounts for everybody. Equi-
ty means fairness or justice. They aren’t necessarily
the same. When faced with a choice between the
two, how does the manager behave?

I have raised a lot of issues. I have tried, by
raising those issues, not so much to introduce them
as topies for discussion as to foeus the discussion
down on these nitty-gritty, day-to-day snap judg-
ment kinds of decisions which we are all making
and which do have major ethical implications.

Over the next day and a half we will address
these and related issues. We will hear from persons
representing the fields of ethics, general manage-
ment, medicine, academia, hospital administration
and hospital trusteeship.

As I became more and more involved in the
program planning and development of the program
for this Symposium, 1 became more and more ex-
cited about the topic. 1 hope that, when we finish,
you will be equally excited.



Morality in Management
DANIEL CALLAHAN, Ph.D.

CHAIRMAN MAY: We are fortunate in having as
our first speaker Dr. Daniel Callahan who is the
Founder and Director of the Institute of Society,
Ethics and the Life Sciences, Dr. Callahan holds
a degree from Yale University, a Master in Phi-
losophy from Georgetown and a Ph.D. in Philoso-
phy from Harvard.

Prior to founding the Institute of Society, Ethics
and the Life Sciences in 1969, Dr. Callahan was a
staff associate at the Population Council and was
Executive Editor of Commonweal magazine.

He has served as Visiting Professor at Brown
University, the University of Pennsylvania, Temple
University and the Union Theological Seminary.

An author of 14 books and over 100 articles,
he was chosen as. one of the 200 outstanding
leaders in the United States by Time magazine in
1974, His book on abortion won the Thomas More
Medal recently.

The title he has chosen for his presentation is
“Morality in Management.”

Dr. Danier Carranan: I come to this topic
with a great deal of trepidation. Obviously, there
are problems of morality and management. Un-
fortunately, I could discover no literature on the
topic of morality and health care management. In
fact, all I can really bring to this task are my own
reflections on the very large topic of managing
people, and I hope with enough specific references
to hospital management to be of some help to you.

This is a topic, despite the three eriteria laid
down, which does not lend itself all that well to
finding an adequate scientific basis.

1t seems to me that when we begin talking about
matters of morality and ethics, we rapidly move
out of what would narrowly be called science, and
are forced back to some very basic and fundamen-
tal questions. The test in the end is not scientific
validity, which seems to me an inappropriate norm,
but rather rational validity. How can one think
through ethical problems in ways which meet the
standard of rationality, coherence, consistency; and

thus in the end make some sense of the world
in which we live.

Until a few years ago I spent most of my time
writing and doing scholarly research. And I had
the typical attitude of such people toward all ad-
ministrators, namely, that administration was the
easy way out, that the real work of the world
was research and scholarship, and surely the most
difficult kind of work in the world.

For the past six years, I have been an adminis-
trator. I have discovered I was absolutely wrong
in my early attitudes. It is far more difficult running
things than thinking about things, and I hope some
day to retreat back into looking for the truth, with
a big T—a very pleasant task compared with being
an administrator,

What I would like primarily to do is to see if
I can provide you with at least a framework for
sorting out some of the issues. It will, of necessity,
have to be a rather general framework, but what I
have found most lacking in discussions of the gen-
eral subject of morality and management is some
kind of coherent way of even organizing the topic
or deciding how one ought to approach it in the
first place. :

I want to talk about two aspects of the problem
of morality and management: on the one hand,
that of the obligations of the manager or the ad-
ministrator; and on the other hand, the kinds of
virtues, to use an old term, which I think ought
to mark the administrator.

The essence of the work of the manager or ad-
ministrator is to serve simultaneously many causes,
values and interests. It is almost by definition the
task of the administrator to make groups work,
to make things run, to keep people functioning
together in some effective and hopefully progressive
fashion.

In the case of the health administrator, specifi-
cally the hospital administrator, it seems to me
that one can separate out a great range of obli-
gations. Certainly there will be obligations toward
hospital trustees, or more broadly toward those
by whom one has been hired. People are normally
taken on to do certain jobs. They are given assign-
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ments. They are given a kind of stewardship, and
one could easily say that there is an obligation
toward those for whom one works, namely, one’s
superiors.

There is certainly an obligation toward other
professional groups. One must respect the values of
the different professional groups which one tries to
organize and administer. One must recognize that
members of those groups have obligations of their
own, that there are duties which they must perform
as part of being simply what they are. Thus, the
physician, the nurse, the paramedical person, even
the custodial staff, all have certain kinds of duties
which go with their particular roles. The adminis-
trator has-obligations to respect their particular
duties.

A third obvious area is obligation toward pa-
tients. That, after all, is what the whole system
is about. Perhaps the most peculiar thing about
obligation toward patients is they are by definition,
sick, ill, weak, or debilitated. They are not in pos-
session of their full powers while under the sway
of people in health administration or under the sway
of physicians and nurses. They are, in short, in
a weakened, dependent position. One surely has
obligations toward them.

There are also in our society very fundamental
obligations to government, to state and federal laws
and regulations. One might like to set them aside.
In many cases they will be exasperating and trouble-
some, but nevertheless, one is obliged to recognize
them.

Finally, there is an obligation toward the general
welfare of society. That is a very broad sweepin
kind of obligation but, nonetheless, all health facili-
ties in this country certainly make the claim that
they exist for the common welfare. That is cer-
tainly one of their claims when they go about
seeking money. For just that reason, if no other,
they have taken on an obligation to the general
welfare,

I am assuming, in using the word “obligation,”
that one has obligations to all of these different
groups. They, in turn, have certain rights; there
are claims they do make upon you and claims they
legitimately can make upon you. Surely the patient
can say that you owe him or her something. Surely
the government can. Surely the trustee or the higher
health authority can as well.

The essence of the moral problem of health
management is how to balance and deal with all of
these obligations,

The claims that one can readily and with some
agreement from others dismiss as invalid will really
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pose no problems. They may pose political prob-
lems or simply be: annoying, but it seems to me
the moral problems arise when one recognizes that
indeed one does owe something to different and
diverse groups. How in the world is one to discharge
a variety of obligations to different groups with
different needs and different claims, and, to make
matters worse, often discharge them at exactly the
same time? It is the nature of any moral dilemma
that one finds certain fundamental rights or obli-
gations coming in conflict with each other, and
initially, at least, one sees no very clear way of re-
solving the conflicting claims.

I might mention parenthetically that, in talkin
about rights and obligations, from what I can ob-
serve no one has ever very clearly pointed out
what the rights of the administrator are. All other
groups are very articulate about their rights over
against the administrator. I assume that everyone
working in management or administration assumes
that they, too, have rights. But, strikingly, as a
group they have not tried to articulate the claims
they can make upon others. This is made all the
worse by the fact that the administrator seems to he
in the peculiar position of trying to serve everyone
else’s rights, meeting all the demands of others,
without clearly in the eyes of those others having
very well-defined rights of his or her own.

In philosophy, there are a variety of ways of
trying to resolve conflicts between and among obli-
gations. One very standard way is to attempt to rank
priorities. There may be, for instance, eight or nine
sets of obligations to be discharged in a situation;
but perhaps some are more important than others,
and if one can decide which are relatively more and
which are relatively less important, then perhaps
most concrete issues can he resolved. Thus one
might well make a case that one’s primary obli-
gation is to those for whom one works, the trust-
ees, or other authorities. They are the ones who
have hired one. They are the ones who have set the
conditions of employment. One might thus claim
that in all cases their demands should take prece-
dence, and that, if there is any conflict between
the demands of those authorities and the demands
of other groups, then the authorities come first.

But certainly a very good counterclaim could
be entered, particularly in the health services de-
livery area, that one’s highest obligation is finally
toward the patient, toward the ill person, the person
in need, since that is why the whole system exists.
Without the patient, there would be no system.
The system claims and is presumably thought to
exist to serve the patient. It does not exist to serve



trustees or the government. It exists to serve peo-
ple, sick people. Shouldn’t their needs take prece-
dence over those of trustees, or superiors?

However, professional staffs and professional
groups who work under one or at least are coordi-
nated by one, might well claim that it is not the
direct task of the administrator to serve patients.
That is what doctors, nurses, and paramedical per-
sonnel are for. They might well claim that it is the
task of the administrator only to establish those
working conditions, these psychological, economic,
physical conditions, which allow them to carry out
their duties to the patient. These duties are far
more direct because of their particular skill and
training than are the duties of the administrator.

One could go on, I think, pointing out how dif-
ferent counterclaims could be put forward. My
point is only that while it sounds easy to talk
in terms of trying to establish some kind of hierar-
chy of obligations, which would enable one to make
very clean and neat decisions, it turns out to be
enormously complicated in practice.

I doubt that in the area of health administration
one could clearly come up with a very simple kind
of hierarchy with which one could, in some me-
chanical fashion, sort out all issues and make, at
least, the kind of decisions that one could say were
morally correct decisions.

Let me turn then to another way of trying to
resolve large issues. That is the principle of doing
the greatest good for the greatest number, a very
common principle in our society, and I suppose
the most commonly used shorthand ethic available.

It is a very attractive kind of principle, par-
ticularly for the administrator who, by definition,
is not working in a one-to-one relationship as a phy-
sician might with a patient, but almost by definition
is administering a large group of people.

One might then say that, if one runs into prob-
lems, particularly meoral dilemmas, or even adminis-
trative dilemmas with large groups of people, that
one’s aim should be to serve the most people. If
one can meet the interest and the demands of the
largest number of people, then one has made pre-
sumably the right kind of decision, using that
kind of ethical formula.

The problem, though, is that there are certain
paradoxes in the health system if one really at-
tempts to push that all the way.

First of all, the people in the minority in the
health system—if one includes adminstrators, staff,
patients—the people in the minority are probably
going to be the sickest and most desperately il
patients. The people in the minority in most hospi-

MORALITY IN MANAGEMENT

tals, I presume, will be, say, the dying patients.
The majority will be people who are there for one
reason or another, one illness or another, but who
will normally be discharged, who are going to get
out of the place. The people who are not going
to get out are the terminal patients, and they will
constitute probably the smallest group, if one thinks
of all the people involved in the delivery of health
care.

Now if one’s principle is to do “the greatest good
for the greatest number,” then by definition one is
saying that the numerical minority loses, and in
that case, one gets the very odd result that the
people most desperately in need of care, most des-
perately in need of resources and comfort, will, by
definition, be left out of the system.

The difficulty with using a utilitarian caleulus of
the greatest good for the greatest number is that
we simply will have to confront the problem of
rights. It may well be that what is conducive to
the greatest good for the greatest number can only
be achieved by doing great harm or injustice to
a few. Perhaps some people can live with that and
are willing to sacrifice a few to achieve some over-
all benefit for the many. But it seems to me that
we will have very serious moral problems on our
hands if we always end up with a result which
deliberately, or at least by default, sacrifices indi-
viduals for some larger good.

The problem of justice comes up very clearly
here. Is it just to sacrifice a few in order that many
will benefit? Do we as health care managers have
the right to choose some people to be the victims,
those who must personally and privately bear the
weight of the benefits to be handed out to the many?

One probably could go on indefinitely talking
about a conflict of obligations, and talking about
what kinds of general moral principles one wants to
use to deal with these conflicting obligations.

But I think there is quite a different way of
going at the issue, one which, if it raises as many

problems, may provide a somewhat more illumi-

nating perspective. That is to talk, not in terms of
the obligations of the administrator or the manager,
but rather in terms of what ought to be the virtues
possessed by such a person.

There are a number of virtues which can be
pointed to, virtues which strike me, at least, as
rather fundamental.

Surely, there is the virtue of efficiency. The vir-
tue, that is to say, of managing the resources at
one’s disposal in some effective, rational and expe-
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ditious way. One might speak here, in general, of
possessing good and well-developed managerial
skills.

There is certainly also the virtue of perceptive-
ness, by which is meant the capacity to perceive,
and emphasize, and respond to the needs of the
great number of different and usually very disparate
groups with whom one has to deal, trying to under-
stand what their problems are, getting under their
skin, getting some sense of the way they look at
the world. When one works in professional systems,
there is a fundamental need to perceive how dif-
ferent professions organize, recognize, and try and
perform their duties. What do they see as their
obligations? What do they see as the particular
sorts of tasks that they are supposed to be doing?
What do they see as the particular sensitivities
of theirs which others ought to recognize and
be well aware of?

One also needs the virtue of genuinely respect-
ing the rights of others, recognizing that people
do have rights, that we owe other human beings
something, that human beings are not simply items
to be manipulated by us.

Finally, T would mention a kind of skill in the
allocation of resources, a skill which is not simply
that of being a good manager, but something which
transcends that; a kind of skill in allocating re-
sources while, at the same time, recognizing that
perhaps justice requires that not all skills be allo-
cated equally, across the board, that different groups
may have different and disparate needs, and one
skill may be required in not only figuring mechani-
cally, so to speak, how to do it, but also somehow
take account of varying needs in the process.

Finally, it seems to me an enormously important
virtue for the administrator to be a negotiator,
one who can deal with a variety of conflicting
forces at the same time, a variety of competing
claims, and can somehow coolly, and yet at the
same time sensitively, deal with all of them in a way
which even if some are not left happy, they will
at least say that they have been treated with fair-
ness and with some sensitivity.

But when one begins talking of virtues, one
runs into some of the same problems as in talking
about obligations.

What does “efficiency” mean? All that is eco-
nomically efficient in a health system is not neces-
sarily efficient in terms of human needs. The cheap-
esl way to run a hospital, the most cost-effective
way, may not be the way which is most responsive
to the needs of patients or staff,

It is & peculiar situation that in medical care,

psychological comfort provided the patient can
often be as important as physical remedy.

This means that one is often forced to deal with
the very difficult problem of how do you somehow
build intangible kinds of benefits, intangible kinds
of values into a system, over against very hard
items such as dollar figures. How much eﬁiciency
ought one to sacrifice in the name of comfort and
warmth? What does one do when one is trying
as an administrator to develop very tight schedules
to make sure that everyone is working efﬁcient]y
and effectively, that resources are not being squan-
dered? What does one do in situations where all of
those goals may be actually antithetical to provid-
ing a great deal of warmth, having one’s staff give
time to patients, and in the end most painfully
recognizing that the sick patient is often a person
in extraordinarily great n.ed. They are in the hos-
pitals in what is for most people rather critical
situations psychologically, where their needs are
not going to he predictable. Their needs are not
going to be simple. They are, in short, going to pre-
sent problems which fly in the face of the efficiency
which the administrator would like to maintain.

One can talk at great length about cost-benefit
analysis. It seems to me the main thing which is
known about cost-henefit analysis is that it is much
easler to specify benefits than it is to specify costs.
We can all think of the gains of a certain line of
action. We can to some extent even put a dollar
value on some of the costs, but it becomes very
difficult if one is particularly thinking of patient
care in dealing with the psychological cost to pa-
tient, the psychological cost to families who visit
patients,

How are we to put any kind of figure on con-
siderations of that kind? Cost-benefit analysis works
only if one is able very radically to narrow the
scope of both the cost and the benefits and nor-
mally to narrow them by trying to give a dollar
value to them.

But if one knows anything about human reality,
and anything about managing any organization,
hospitals included, there are many things that one
simply can’t quantify. If there is to be a balance of
cost and benefits, an awful lot of intangible, but
nonetheless very fundamental, values have to he
taken into account.

Another trap in trying to think of some of the
difficulties in looking at the administrator from
the viewpoint of the virtues is what Erving Goffman
has called the very common trap in our society
of “people work,” That is, the assumption that if
one’s job is ultimately directed to the welfare of



people, that one is by definition doing good, that
one is by definition a warm, sensitive, serving,
sympathetic human being.

Goffman, however, particularly in his work on
asylums, found that it is very common for people
whose job it is to serve other people to begin
looking at those they serve very much as objects
of manipulation. Moreover, they often persuade
themselves that it is all right to so look at people
because in the end they are so doing good, that
if they decide that they don’t want to be involved
with their patients, or don’t want to be involved
with their staff, don’t want to be sympathetic toward
them, that is legitimate, (a}) because it may lead to
greater efficiency, and (b) because in the end the
very nature of one’s work is to do good for people.
Therefore, it doesn’t matter very much along the
way whether one happens to be doing good for any
individual person. One has to take very serious
account of the fact that, in large bureaucratic
organizations, those organizations after a while
begin existing for the people who run them, not
for the people whom they are meant to serve. This
is a special possibility in the hospital setting, where
the patient after all is the transient, the one who
comes and goes, while the staff is permanent.

It is very easy in that kind of situation to really
begin worrying about those who are permanent in
an institution, to be much more concerned with
their needs, their problems, the obligations that
one has to them than with those transients who
come and go as patients.

The question in such a setting is: How is someone
to achieve a good halance between the inevitable
tendency to worry about those with whom one has
to live day-in and day-out over a period of years
as distinguished from those who will be just passing
through?

In the end, whether one goes to the problem of
management in terms of trying to sort out obli-
gations or in terms of trying to specify virtues,
or perhaps in terms of trying to develop a way of
combining both of these, one can never hope that
there are going to be any very clear and any very
happy resolutions.

The very essence of trying to balance a variety of
competing obligations is that one will never find
the perfect balance, that one will always have to do
some injustice to somebody. The world is not a
perfect moral universe, and there are very few
moral situations, particularly those involving large
numbers of people with different needs, where per-
fect solutions can he found.

We can certainly learn a lot about the needs of
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different groups, about patients, about the needs
of professions, by looking at some of the sociologi-
cal literature, We can certainly learn something
about the cost of running institutions by looking at
budget sheets; but the peculiar problem in the end
with making moral decisions is that one is finally
forced to go beyond the data. One can collect data.
One can collect observations; but in the end one is
going to be forced to make the prudential judg-
ments, and often to make them midst a great deal
of ambiguity and uncertainty.

What one has to strive for and hope for is not
the perfect solution which often simply can’t be
found, but instead, that solution which first of all is
imbued with some notion of principle—that deci-
sions are not simply ad hoc, self-centered, arbitrary
and capricious, that there are some articulated sets
of moral principles and values at stake, and that if
one is asked to justify a decision, one is able to
justify it in terms of the articulated values.

1 don’t think it is the case that every moral de-
cision is utterly unique, so different that one can
develop no general operating rules of principle at
all.

On the other hand, I think it is very hazardous
to try to develop one simple rule, namely, greatest
good of greatest number, and hope that is going
to do the trick. It will simply break down in prac-
tice.

There is a middle ground, though, where one
begins getting a sense, first of all, of one’s obli-
gation, a sense that perhaps some obligations are’
more critical than others; where one also gets a
sense of the kinds of virtues required. In the final
analysis one recognizes that there is an enormously
sensitive balancing act required here, a balancing
which is going to require that one understand what-
ever facts are relevant, that one is going to un-
derstand the kinds of claims and interest at stake,
and finally, that one must have some understanding
of one’s self.

Do we as people really know how we operate
and think? Do we know what our values are? Have
we thought them through? A very difficult task, it
seems to me not only because if we think some
of our values through, we may find ourselves rather
appalled by some of their implications, but also
a difficult task because one can’t usually come to
any terribly happy resolution. For that reason
people run away from such things.

One of the very largest problems in our society,
and one which all of you are sensitive to and aware
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of, is the very difficult question of how we are to
handle large bureaucracies and systems,

The size and complexity of our society requires
that there be systems and these systems will, in
fact, have to manage people, and unfortunately, in
some ways will often end up willy-nilly manipulating
people.

The peculiar fact of hospital management, or
health care management more generally, is that
one is dealing with some of the weakest, most de-
pendent people in our society. One might say the
real test of any system is whether it can deal with
large numbers of people in sensitive and humane
ways. It is almost inevitable that large bureaucratic
structures and systems push away from concern for
the individudl, push to some higher abstract level
of thinking about people, push, in short, in the
direction of simply more and more efficiency even
at the cost of more and more sensitivity.

I wish I could offer you a lot of neat, tidy
formulas for dealing with morality in management.
I can’t,

The most I can offer is the plea (or challenge)
that each of you develop a framework for your
thinking in this area, a set of tools for addressing
your problems, and further, that each of you take
a very careful look at the ways in which moral
language is used.

We all talk the language of goodness, virtue and
righteousness, or at least we like to think we do.
We certainly do on public platforms, but what do
we mean by all those terms? Have we thought them
through?

1 would say finally that most of us, regardless
of what we do, have rarely unearthed the structure
of our own moral thought. Most of us do, in fact,
behaviorally operate with some set of ethical values.
Have we tried to make them consistent? Are they
the values in the end that we want to have? That, I
think, is a life-time task, not something done just
once. It is a life-time task, and it seems to me
that it will be the life-time task of the administrator
to grapple with moral issues.

The administrator, however he or she is labeled,
is still going to be making fundamental moral
choices. They will be disguised very often as tech-
nical choices or as administrative decisions, but
nonetheless, since they affect the lives of other
people, since they will reflect some notion of what
is good for societies or hospitals or health care
systems, they will, in fact, be moral decisions.

The point, T think, is to recognize that, to ponder
it, to then go on to the much more difficult task
of developing those principles and rules of conduct
which will make that moral task a viable one and
hopefully one productive and helpful to others.



Some Ethical Implications of Management Styles

LEONARD DUCE, Ph.D.

CHAIRMAN May: The second speaker this morn-
ing is Dr. Leonard Duce.

Len is the President of Texas Military Institute.
He is a graduate of McMaster University in Hamil-
ton, Ontario, holds a degree in Sacred Theology
from Andover Newton Theological School and a
Ph.D. from Yale.

His career, his professional work, his writing
and his speaking have been primarily in the areas
of administration.

He has been addressing the Interagency Institute
for Federal Hospital Administrators for a number
of years now on this topic (and will become Direc-
tor of that Institute on J uly 1 of this year). I have
heard him speak and he is an extremely articulate,
extremely thoughtful individual and knows a lot
about the hospital field and the management field.

His title is, “Some Ethical Implications of Man-
agement Styles.”

Dr. LEoNARD Duce: When Mr. May invited me
to participate in this symposium, I was impressed
by his description of what he hoped would be the
central themes of our discussion during these two

days. I hope he won’t mind my quoting from his
letter:

In planning this year’s symposium we explicitly rejected
consideration of a legalistic, “conflict of interest” approach
to the subjects as well as consideration of “fuzzy™ issues
such as genetic marnipulation, psycho-surgery, euthanasia,
cte. We want to focus on the ethical or value content of
management decisions dealing with resource allocations,
programs of service development, capital investment, ete.
As a group, health care administrators are quite capable
of arriving at “rational” decisions in these arcas after
having taken into account all of the relevant financial con-
siderations.

But such decisions are inextricably involved with hu-
man values such as the “right” to health care and those
value systems are not universally agreed upon (or even
understood ). Hence, there is a large subjective component
in any such decision which transcends or {perhaps) un-
dermines its “rationality,”

In the Symposium, we want to address this aspect of the
decision process and to (hopefully) cause the participants
to introspect on the question as well as to develop an em-

pathy for the attitudes of others involved in a given situ-
ation.

The opening presentation will be by an ethicist who will
attempt to build a conceptual bridge from the science of
ethics to the practice of management. I hope you, as the
second speaker on the program, will be able to complete
that bridge . . . building from the management side.

There are two terms which fascinate me in Mr.
May’s instructions. The first is “a conceptual
bridge.” This metaphor is especially intrigning
when it is envisioned as a two-lane span between
an evaluation of human conduct in general and an
evaluation of a segment of human conduct in par-
ticular. To put it in another way, one lane repre-
sents the imperatives of an ethical interpretation
of human conduct upon a particular segment of
conduct, while the other lane represents the nor-
mative implications arising out of the nature of that
particular segment—in this case, “management” or
administration. Unlike the usual bridge however,
the two lanes of the conceptual span we are discuss-
ing may not be parallel, may not be separated by
a median which also unites them, and may not be
coterminous at either or both ends, The fact that
the general ethical imperatives of a society and the
particular ethical codes of parts of that society,
e.g., professionals, do not always agree is sufficient
evidence of this fact. Of course, there is a mutual
influence of general ethical judgments and particu-
lar ethical codes upon one another but at times
they appear to be either contradictory or unrelated.
Is it not true that for a long time in our industrial
society, the demands of management efficiency were
often at loggerheads with the general ethical im-
peratives to which that society supposedly sub-
scribed? Caveat emptor and “the public be damned”
are just two examples of such contradictions.

The other word which intrigued and frightened
me was the word “complete.” While a great deal
of intellectual and practical traffic has travelled
the lane from ethics to management, the other lane
has not been as adequately constructed or as thor-
oughly used. The reason for this fact is not hard to
find. In spite of all the intellectual effort that has
gone into the study of management in recent years,
it cannot compare in scope or depth with the effort
of ethicists for thousands of years. Indeed when
one looks at what Koontz has called “the manage-
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ment theory jungle” he is tempted to agree with
C. West Churchman who wrote in his The Challenge
to Reason:

Now managing is a type of behavior, and since it’s a
very important type of hehavior, you might expect that
we know a great deal about it. But we don’t at all. We
could also explore the many ways in which managers often
think they manage, but ohservers of their behavior often
differ {rom them quite radically. The manager is frequent-
ly astonished to hear a sociologist’s description of his
activities, which he believes he knows so well, and he re-
sents the inclination on the part of the “detached” scien-
list to try to describe the activity that he performs. . .,

The whole activity of managing, important as it is for
the human race, is still largely an unknown aspect of the
natural world. When man detaches himself and tries to
observe what kind of living animal he is, he finds that
he knows very little about his role as a decision-maker.
Few managers are capable of describing how they reach
their decisions in a way that someone else can under-
stand; few can tell us how they feel about the deci-
sions once they have heen made, Of course, despite our
ignorance about managerial phenomena, a great deal is
written on the subject. . . . It appears that the less we
know about a subject, the more we are inclined to write
extensively about it with great conviction.

However, the relevant point for our discussion is
that except for a few efforts by McGregor, Selek-
man, Golembiewski, Burske, and their ilk, neither
the various theories nor the actual practices of
management have been examined with any thor-
oughness to discover what normative problems
they raise and what normative implications they
entail. Of course, most management literature rec-
ognizes that there are moral problems and obli-
gations in managerial practice but for the most part
it deals with them from a legal rather than an
ethical point of view. The confusion of the ethical
and the legal in our time is vast and deep, as
Watergate has shown us. The ethical analysis of
management—as compared to its legal analysis—
is in its infancy, so that any claim on my part to
complete the bridge from management to ethics
would be sheer presumption.

A final introductory word of explanation! I have
chosen to discuss “the ethical implications of man-
agement styles” rather than “the ethical implica-
tions of management theories” because of the es-
sential truth of Churchman’s remarks. Whatever
ethical or normative implications arise out of man-
agement, their source is more the practice than the
theory of managing. For this reason also, 1 am
using the word “style” to refer to the basic motif
or over-all type of managerial activity. Of course
conscious theory and rational form contribute to
style, but other factors are equally important. No
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matter how scientific management becomes it re-
mains essentially an art, so that the manager’s
value system, his attitude to himself, his way of
relaling to his superiors, peers, and subordinates,
his aspirations for himself and his organization, and -
his moral standards determine how he manages
as much as his intellectual grasp and his technical
mastery of what he does. While we may argue
endlessly whether “style” is a cause or consequent
within the totality of management activity, 1 am
using the term to characterize that totality in a fairly
definite way.

L

Before beginning the speculative process of
building the bridge to ethics from the management
side, it is only right that I state fairly clearly my
assumptions about the other lane of our conceptual
bridge. Whether these assumptions accord with
what we have just heard from Dr. Callahan I leave
for you to decide.

1. My first assumption is that there are some
general ethical imperatives—that is, some judg-
ments about values and obligations in human con-
duct to which our society, and, I suspect, most of
us give verbal and ideational—if not always prac-
tical—allegiance. We believe that man is a moral
being and that he judges his conduct in terms of
the difference between what it is and what it ought
to he.

2. These general ethical imperatives are inter-
preted in many and varied ways. Differences in
interpretation result from cultural changes, from
modifications of life styles, and from ideological
revolutions. Moreover, the ultimate sources of these
general ethical imperatives, as well as their accepted
authorities, are different. Some are transcenden-
tally derived from religious faith, some deduced
from intuited or self-evident principles, and some
from processes of philosophical analysis and syn-
thesis. Perhaps nothing is more confusing to the
layman than the divergence between equally compe-
tent ethicists concerning basic moral imperatives.

3. General ethical principles, whatever their
source or form, are difficult to apply to particular
situations, If the “why” of an ethical imperative is
difficult to delineate, the “how” is often much
harder. So much so that one is tempted to agree
with Joseph McGuire,

++ . I feel somewhat skeptical of the virtues of codes of
ethics. Past experience with such codes has led me to
adopt the attitude reflected in the beatitude. Blessed are
those who expect nothing, for they shall not be disap-
pointed. There is an old dilemma which surrounds busi-



ness theorizing, whether it is concerned with ethical codes
in business or other occupations. Such codes either impose
a dogmatic rigidity upon people or institutions and cause
them to act unnaturally amidst the complexities of the
real world, or are written in such indefinite, misty, and
grandiose terms that they are meaningless.

We are always caught between the Scylla of
endless casuistry or the Charybdis of emotional
generality. However, this difficulty of applying
ethical principles to one-time situations does not
relieve us of either the need or the impulse to
generalize and to particularize in each and every
decisive hifnan situation.

4. My fourth assumption is that we can reduce
to four these general ethical imperatives without
doing an injustice to their multiplicity and com-
plexity. Briefly stated, they are:

(a} Every human being has a moral obligation
to be as intelliéent as he is capable of being. To be
intelligent is not merely to be logical in some
coldly formal and objective way, important as this
quality of human behavior is, but also to be sensi-
tive to the complexities of the situations in which
he finds himself, to give as much rational form
as he can to those situations, to distinguish between
objective fact and subjective feeling while recog-
nizing the importance of both, and to be always
open to new experiences and new ideas.

(b) Every human being has a moral obligation
to act de]iberatively and to assume responsibility
for his actions. Of course, much of human conduct
is reflexive and habitual—but the mark of komo
sapiens is that he can make decisions, that he can
initiate action, and that he can be held accountable
for both his decisions and his actions.

{c¢) Every human being has an obligation to
respect human personality, whether his own or
others’. He must acknowledge the right of every
human being to be a genuine self and therefore,
to some degree, the determiner of his own destiny.
Perhaps this obligation is best summed up in the
command, “love thy neighbor as thyself.”

(d) Every human being has a moral obligation
to contribute to the general good of mankind while
at the same time fulfilling the potential of his own
personality and life. As Bertrand Russell put it,
“Without civic morality communities perish; with-
oul personal morality their survival has no value.”
This imperative arises out of man’s inevitable par-
ticipation in human life beyond his own individu-
ality.

The specification of these general ethical im-
peratives in the various areas of human activity is
a never-ending task—and 1 for one am most grate-
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ful for thinkers like Dr. Callahan who direct the
traffic along this lane of our bridge between ethics
and management.

If we are to build the other lane we must recog-
nize that these, or similar, general imperatives de-
scribe the goal or terminus ad quem to which the
valid normative implications of our management
practice should point. Otherwise, we do not have
a bridge at all but two projections over the un-
known which either collide destructively or miss
each other altogether. No one has recognized this
fact more clearly than Golembiewski who believed
that until our ethical principles and our manage-
ment practices are both reinterpreted so that they
meet where men can and must travel, there is only
tragedy ahead in our post-industrial society.

IL.

In the limited time at our disposal, we cannot
examine every style of management. In one sense,
there are as many styles as there are managers,
but in another sense, management styles tend to
group themselves around certain common charac-
teristics. Therefore, this morning, I shall confine
myself to three of them. At the risk of getting into
semantic trouble I shall designate them (1) auto-
cratic, (2) idealistic and (3) realistic. These do
not correspond to the usual categories of style, e.g.
as developed by Blake and Mouton or by McGregor,
but they will serve to illustrate the ethical problems
and implications of different managerial styles.
Let me remind you again that I am thinking pri-
marily in terms of managerial activity rather than
in terms of the theory which may be used to
explain or defend that activity.

1. The Autocratic Style

This is the oldest and unfortunately the most
venerated management style. Its basic motif is that
the administrator is at the top of the organization
and that power within the organization always flows
in one direction, namely from the top down. While
this style may be camouflaged, as in paternalism
or pseudoparticipative management, its theme is
always that the administrator: (1) knows best;
(2) makes all the really important decisions; {(3)
demands complete loyalty; and (4) maintains the
organizational structure as close to its formal model
as possible—except where it threatens his authority,
in which case he does not hesitate to change it.
The autocratic style involves a strong ego image
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and at the same time a cynical depreciation of
other persons. The autocratic manager believes not
only that “the buck stops here” but also that “the
buck must always stop here.” He expects his de-
cisions to he obeyed unquestioningly and he values
submissiveness in his employees above creativity
and, too often, above competence. The organiza-
tional structure is an instrument not only of his
authority and power but also of his will. Lest
anyone believe 1 am drawing an exaggerated pic-
ture here let him think seriously about the literature
on management and organization until very recent-
ly. Even with the change in the theoretical approach
lo management style now under way, the qualities
I have described break through in the typical mana-
gerial reaction to developments in labor relations,
governmental regulations, social expectations, and
social control mechanisms, The real issue for many
managers is not whether these forces are good
or bad in themselves but whether they threaten the
manager’s powers and prerogatives. Every Wednes-
day at Rotary, I am subjected to endless, nostalgic
complaints about not being the boss anymore.

What normative implications does this manage-
ment style have for its disciples?

First, it implies that in the work situation—and
even beyond it—most men are not only unintelli-
gent but are incapable within themselves of attain-
Ing any real semblance of intelligence. It is the
manager’s job to impose his intelligence upon them.
“Theirs is not to reason why; theirs is but to do
or die.” In our kind of world this imperative for the
manager goes beyond his relation to the managed;
it extends to other men everywhere—in similar
organizations, whether cooperating or competing,
in the community, in the economic, social, and
political worlds, and in society in general. When,
however, the autocratic syndrome moves to its logi-
cal conclusion, it contradicts itself, for its perpe-
trator is himself no longer truly intelligent as we
defined that quality a few moments ago. He is
not sensitive to the complexities of situations; he
is not open to new experiences and new ideas. In
attempting to supersede the obligation to be intelli-
gent which devolves upen his fellow men, he fails
to fulfil that obligation in himself. Of course, every
administrator should know more about his own job
than non-administrators, but he may very well
know much less about the jobs of others who work
for and with him. Much of the publicized conflict
between administrators and professionals stems not
from their comparative intelligence but from the
residual autocratic syndrome to which each is so
often subject. This imperative of autocratic manage-
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ment is thus self-contradictory and cannot serve lo
help build the second lane of our bridge. between
management and ethics.

Second, autocratic management style does imply
that the administrator should act deliberalive]y and
assume responsibility for his action. At first glance
it would appear that this style suggests a successful
building of the bridge from management practice
to ethics. The problem arises, however, when we
ask what kind of deliberative action and to whom
the administrator is responsible for his actions. The
autocratic administrator ultimately consults him-
self and is responsible to himself. But the world
in which the contemporary administrator lives is
not conducive to such an egocentric expression of
an ethical imperative. As the Atlantic Monthly
put it some years ago, “Everyone is someone else’s
peon” in our world. The manager’s deliberations
must take into account the opinions of others as
well a5 his own best thought; ultimately he must
take responsibility for his actions but that responsi-
bility has its reference to his board, his consumenrs,
his peers, and eventually society itself. No matter
how much he resents it he is responsible for his
decisions and actions not only to himself but to
all those persons and organizations that his deci-
sions and actions affect.

Third, autocratic management style implies that
the administrator must view those who work for
and with him not as determiners of their own
destiny but as objects of his and his organization’s

manipulations. Their skills-—not to say their persons

are only commodities which he commands and
not also instruments for their own personal fulfill-
ment. It is one thing to recognize with Selekman
and Golembiewski that “administrators cannot real-
istically and morally discharge their responsibilities
until they recognize that they monitor power sys-
tems” and another to “claim a kind of divine right
to monopolize power, and feel morally justified in
doing so.”

Fourth, autocratic management style implies that
workers are “social isolates,” to use Golembiewski’s
term, and that they have to be forced into social
cooperation by some kind of regimentation or
external reward, The former runs completely coun-
ter to the moral obligation to contribute to the
common good while the latter u]timately vitiates
the organization’s effort. We may laugh at or wilh
Robert Townsend, but at times he comes close to

the hub of this aspect of managerial style when
he says,

And look at the rewards we're offering our people today;
higher wages, medical benefits, vacations, pensions, profit



sharing, bowling and basketball teams. Not one can be en-
Joyed on the job, You've got to leave work, get sick, or re-
tire first. No wonder people aren’t having fun on the job.

Simply, then, the normative implications of the
autocratic managerial style are diametrically op-
posed to those general ethical principles we have
suggested as characteristic of our society. Whatever
virtue there may have been in this style in the
past, it cannot serve as the abutment on which
to build our lane from management practice to
ethics today. By failing to recognize this fact, we
are not only.creating obvious managerial difficulties
for ourselves, but we are exacerbating a conflict
between our fundamental moral values and obli-
gations and the implied values and obligations of
our management position.

2. The Idealistic Style

At the opposite end of the managerial spectrum
is the style which has been given names such as
“theory Y,” laissez-faire, democratic, fully partici-
pative, or as [ prefer to call it, idealistic manage-
ment. The manager, so conceived, is first among
equals, not so much at the top as out in front.
Power does not flow from him to others, but it
permeates the whole structure of the organization
almost like alternating current in an electric wire.
Its theme is that the administrator: (1) may some-
times know best but usually knows less than the
group of people who work with him rather than
for him; (2} makes very few decisions on his own

and still fewer major decisions, {3) bestows loyah;y.

rather than demanding it from others; and (4)
subordinates the organizational structure to people.
In spite of some indications to the contrary, per-
haps no writer on management and organization

has so thoroughly manifested in hoth his writing

and his practice these qualities of the idealistic
style as Robert Townsend. Borrowing from Mec-
Gregor, Townsend insists that people are the key to
managerial and organizational success. Speaking
of organization charts as rigor mortis, he says

. draw them in pencil. Never formalize, print, and cir-
culate them. Good organizations are living bodies that
grow new muscles to meet challenges. A chart demoralizes
people. Nobody thinks of himsel as below other people.
And in a good company he isn’t. Yet on paper there it is.
If you have to circulate something, use a loose-leaf table
of organization (like a magazine masthead) instead of a
diagram with the people in little boxes, Use alphabetical
order by name and by function wherever possible.

In the best organizatlions people sec themselves working
in g circle as if around one table. One of the positions is
designated chief executive officer, because somebody has
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to make all those tactical decisions that enable an organi-
zation to keep working. In this circular organization, lead-
ership passes from one to another depending on the par-
ticular task being attacked—without any hang-ups.

The normative implications of this managerial
style are quite different from those of the autocratic
style.

First, the idealistic style implies that men are
naturally intelligent and that the imperative to be
intelligent is unnecessary. The imperative for the
administrator is to create those conditions in which
intelligent men and women, in the words of
*Annie Get Your Gun,” do “what comes naturally.”
The difficulty here is that “the moral obligation
to be intelligent” in our general ethical culture has
no significance if man cannot be intelligent or if
he is naturally intelligent. The idealist implication
veers away from the lane from ethics to manage-
ment as much as the autocratic implication. Golem-
biewski has demonstrated that social ethics with its
idealism is as false to the ethical nature of man
as is Protestant ethics with its cynicism.

Second, the idealistic managerial style implies
that human beings just naturally act deliberativel
and are willing to take responsibility for their
actions, so that the imperative for the administrator
is again to set up the conditions for his people
to be themselves. If you will pardon .another refer-
ence to Townsend and his egocentricity, he states
this position most forcefully in his reference to his
experience at Avis:

In 1972 after thirteen years Avis had never made a
profit. Three years later the company had grown inter-
nally (not by acquisitions) from $30 million sales to $75
million sales, and had made successive annual profits of
51 million, $3 million, and 85 million. If I had anything
to do with this, T ascribe it all to my application of The-
ory Y. And a faltering, stumbling, groping, mistake-rid-
den application it was.

You want proof? I can’t give it to you. But let me tell
you a story. When I became head of Avis I was assured
that no one at headquarters was any good, and that my
first job was to start recruiting a whole new team. Three
years later, Hal Geneen, the President of ITT {which had
just acquired Avis), after meeting everybody and listen-
ing to them in action for a day, said, “I’ve never seen such
depth of management; why, I've already spotted three
chiefl executive officers!™ You guessed it. Same people. I'd

brought in only two new people, a lawyer and an accoun-
tant.

The problem comes when we ask what the con-
ditions should be and how they can be created.
All the attempts to answer these questions are
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either too general and infinite or too particular and
finite. But again, if there is an ethical imperative
to act deliberatively and to take responsibility for
one’s actions, this must be because persons do not
always obey such injunctions, even though we can
admit with the idealist—contradictory to the cyni-
cal autocrat—that they can do it. And again, the
lane from practice to ethics is not necessarily
complementary to the lane from ethics to practice.

Third, the idealistic, managerial style contains
the obligation to recognize persons as ends and
self-determiners of their destiny. It agrees with the
general ethical obligation to respect human person-
ality wherever it is found. But in doing so it
overlooks the finitude of human personality, which
includes the possibility of both being, and making
others to be means instead of ends. Otherwise, no
ethical obligation to respect personality would ever
have arisen out of human social life. Moreover,
it forgets that in management situations we are
faced with limited purposes, circumseribed relation-
ships, and conflicting human values.

Fourth, the idealistic managerial style implies
that to contribute to the common good is to fulfil
oneself. There is no more truth in this implication
than in the supposition of the traditionalists that
to fulfill oneself is to assure the common good.
At this point the cynical and idealist ideologies—
like most opposites taken to their logical conclusion
—seem to merge. The utilitarian, “greatest good
for the greatest number,” does not really solve the
problem either, since we may know what “greatest”
means when it modifies “number” but we do not
know what it means when it modifies “good.”

At least, the idealist style is positive about human
nature in a way in which the autocratic style is not
—but it cannot serve as the logical abutment of
our bridge from practice to ethics since it really
affirms that ethical imperatives are not truly mean-
ingful because they are not needed. If the impli-
cations of the autocratic ‘style collide with our
general ethics, the implications of the idealistic
style make our general ethics superfluous. To quote
Socrates, “Which is worse, only God knows.”

3. The Realist Style

Up to this point I have Jeliberately dealt with
my subject from the philosophical and the general
management viewpoint. It seems to me that the
descriptions of the normative implications of the
autocratic and the idealistic styles apply with equal
force to management in whatever institution it is
performed; moreover, it is not difficult to specify
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these descriptions to every management field. In

dealing with the third managerial style, which might

‘be called, “realistic,” 1 shall endeavor to relate it

specifically to the health care field. My reason for
doing so is both philosophical and practical. While
there is a fundamental core of management theory
and practice applicable more or less alike in dif-
ferent institutions, the nature of the institution
in which the manager operates also has an eflect
on the style of that operation. It is not realistic
to believe that exactly the same attitudes and actions
will be effective in such varying organizations as
a factory and a hospital. While the quantitative and
scientific procedures may obey the same objective
laws, the more human activities will be influenced
by the different goals, structures, processes, and
evaluations in varying institutions. A realistic style
of management is specific in a way not character-
istic of either the autocratic or idealistic style. It
can only be described adequately in terms of a
specific environment. And, of course, in this sym-
posium our practical concern is health care ad-
ministration and its organizations.

The hospital—like the university or the prepara-
tory school—shares many characteristics with busi-
ness organizations. But there is a difference. Re-
cently an article by Al Nash in Personnel Journal
(December 1973) pointed out that there had been
much less conflict in hospitals than in other organi-
zations. Let me quote his explanation:

A major reason for this state of affairs is that the value
system of the hospital is less conducive to conflict than
the value systems of profitmaking or of other large-scale
organizations. . . . The core of the value system is patient
care which draws employees together, integrates the struc-
ture and helps overcome many of the problems present in
the hospital. The result is an orientation to the sick that
is built in the roles of many employees including blue-
collar workers, and takes the form of a desire by the em-
ployee to play a constructive role in patient care.

Along with the master value of patient care is the use
of persuasion and education which is part of the social
climate of the hospital. The use of persuasion and edu-
cation is consistent with the presence of a high number of
professionals who play the major role in the hospital.

As 1 think of the hospitals 1 have known it is
ironic that those persons furthest removed from the
master value of patient care have often been the
members of the administration. However, Nash’s
point is well made, as we shall see in a moment.

The realistic style of management is based upon
a recognition that manager and managed are finite
human beings and that they operate together in
finite situations. (1) The manager may often know
better but sometimes may know less than the people



who work for and with him. (2) He makes many
decisions but not all of them; and most of the
decisions he makes are the result of combin
through inputs from many sources and levels in the
organization. (3) He expects loyalty but he knows
that he must merit it; he also bestows loyalty
whenever and wherever he can. (4) He sees the
organization as both a formal structure and a so-
ciety of persons in dynamic relationship with each
other and with the objectives for which they exist.
He is neither confined by the first nor submerged
in the second. But most of all his style is that of the
low road rather than the high road—to use Golem-
biewski’s terms. He does not allow ideology, wheth-
er conservative or liberal, to prejudice his decisions
in particular sitvations. “He confronts individual
issues on their individual merits,” which, as Bell
says, the ideologist, whether eynical or idealistic
never does. Perhaps most of all the realist style of
management puts the manager not so much on to
or out in front, although at times he will take each
of these positions, but rather in the middle where
the action is.

What then are the normative implications of the
realist style as exemplified in the hospital or health
institution administrator?

First, it implies that what is needed is a kind
of intelligence which can combine structure and
process, the scientific and the human, the rational
and the subjective, as it deals with the problems
that arise in the hospital. In our “age of reason”
it is easier to master structure, whether organiza-
tional, fiscal, quantitative, technological, or even
procedural, than it is to guide the human processes
which give the structures life and purpese and value,
I recently had a rather startling experience of this
comparison in a large and'complex mental health
organization on whose board I serve. The execu-
tive director—a graduate of an H.A. program-—
discovered in January, a month after his appoint-
ment, that the deficit for his budget year was likely
to be $140,000.00. For two board meelings we
heard lengthy plans—very rational ones at that—
to eradicate the possibility of the deficit. It was
apparent to all of us on the Board that the execu-
tive director felt that his managerial life and repu-
tation were at stake as well as the viability of the
whole organization in the community. Sudden]y,
without warning, he had a rebellion on his hands.
The director of one of our important programs,
a psychiatrist of some note, asked to appear before
the Board. His complaint was that he could not
work with an executive director whose only concern
was a budget deficit. Programs, he said, were the
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reasons for budgets in the first place—should not
they, rather than fancy arithmetic, be the basis for
adjustments to the budget. Instead of subtracting
numbers, should not the executive and the board
be discovering ways of saving money by making
the programs qualitatively more efficient and effec-
tive? The most startled person in that session of
the Board was the executive director himself! I am
happy to say that he was intelligent enough to get
the point—and the Board was intelligent enough to
let them clear it up on the management level, re-
fusing to enter the conflict at the board level. The
hospital administrator’s life is full of the need to be
sensitive as well as rational, to be open as well as
decisive, since he deals constantly with other people.
And their subjectivities are nearly as difficult to
understand as his own!

The realist manager recognizes that to be in-
telligent in his job, he must be continually aware
of the objectives of his health care institation. It
is not enough to mouth words like “quality patient
care” or “we pamper patients” or “your health is
our aim.” The objectives of a hospital are complex,
many layered, and constantly enlarging. They may
center in the patient but they include in one way
or another the good of everyone who works in the
hospital, the well-being of the constituency which
supports it, and the enrichment of the community
for which it is now an integral rather than a residual
institution. _

Second, the realistic style of management implies
both deliberativeness and responsibility. But it is
a deliberativeness which is qualified by the recog-
nition of the unknown, by the necessity of taking
a risk, and by the willingness to act before all
the evidence is in. The administrator of a hospital
lives in an atmosphere of knowledge and of risk
far too complicated to characterize here. His actions
are predicated not only on his own thoughtful
awareness of the situation but also on his apprecia-
tion of the professionals’ expertise in other aspects
of the situation. But neither his knowledge nor
theirs is perfect or certain. To be deliberative is
not to be omniscient, but it is to he careful, to seek
advice, to be honest with oneself, with one’s staff,
with one’s constituency, and above all, to keep the
patient at the center of his deliberation.

In a complex situation like the hospital, it is
easy for the administrator to try to avoid accepting
responsibility for his actions. He can blame the
doctors, the nurses, the agents of government, the
members of his board, the lack of legislation or
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too much of it, the economy, and even his assistants
—but in the leng run, he fools no one but him-
self! He may be able to delegate authority, but he
cannot delegate responsibility. Many people are
horrified today that liability for malpractice is now
a burden for the administrator as well as for the
doctor. In fact it has reached the board member—
frankly I have not recovered from the discovery
that the board of a hospital on which I serve has
insured me for $1,000,000.00, and the board as a
whole for $10,000,000.00. {I still find it anomalous
that a lowly educator might be sued for that
amount.} While this trend troubles me—if for
no other reason than its materialistic motif—it
indicates something far more important, the un-
doubted accountability of the executive in a modern
hospital for his own and all other actions that go on
in it. This implication of the realistic style obvi-
ously moves toward the direction from which ethics
speaks to the manager.

Third, the realistic style implies respect for but
not worship of human personality. The manager
must inevitably think of persons as means some-
times, but if he is properly realistic, he must also
remember that it is only part of them that he can
ever use as means to his or his organization’s needs.
Their skill, their professional expertise, their ca-
pacity to work—these, not their integral selves, are
instruments in his employ. He can use, evaluate,
even eliminate these qualities from his presence—
but he should never go beyond that. Perhaps no
lesson has been harder te learn in our highly
organized society than that even the lowliest person
has a right to be the determiner of his own self-
hood. Much has been written by the psychologists
of management on the greater productivity of
workers when they are recognized as individuals
with ideas of their own and are allowed to con-
tribute individually to the working of the institution.
For this we can rejoice, but there is something
more important in the facts upon which this con-
clusion is based—namely, that there is a value—a
genuinely ethical value—in people being themselves
as genuinely in their work situation as in the other
areas of their life.

I served for awhile on the advisory board of a
hospital which had an autocratic administrator.
The time came when | had to have an operation
in that hospital; for some reason the administrator
was not informed when I was admitted. About
three days after the operation, he rushed into my
room, almost falling over a Mexican girl who
was cleaning the floor, and grabbed my hand and
apologized for not having come sooner. In the
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confusion, I noticed the girl rush from the room.
Some time after the administrator left, she came
back. I asked her why she had disappeared so
suddenly. I have never forgotten her answer. “I
cannot stand to be in a room with someone who
never sees me. In the last few months he has
almost fallen over me several times but has never,
by a word or a glance, let on that I was there.”

In the hospital, which after all is a place of
crisis, where patients and family members are often
threatened at the core of their life, the manager has
a special responsibility to respect persons. To lack
that respect anywhere in the organization sooner
or later affects the ambience necessary for personal
healing and perhaps survival. Such respect is not
some kind of emotionalism or even some exotic
“I-thou” relation praised by certain sensitivity fa-
natics, but rather a realistic acknowledgement that
while we sometimes must use each other’s skills we
never abuse each other’s person. The difference is
infinite. The realist manager knows that he must
combine order and freedom if the kind of team-
work necessary in a hospital is to be realized—and
that demands genuine respect for persons at every
level,

Fourth, the realistic style of management must
take into account the common good as well as
personal fulfillment. No institution is more beset
by conflict concerning “the common good” than the
hospital. In the contemporary morass of cynicism
and idealism, the hospital administrator is bom-
barded from both sides. The cynic says, “everyone
is entitled to as much health care as he can pay
for”; the idealist insists, “health care is the right
of every person regardless of economic status.”
The former yells, “down with the welfare state;
damn socialized medicine.” The latter shouts, “u
with government health insurance; break the doc-
tors” hold on medical care.” The realist health care
administrator is aware that this ideological battle
will likely go on for a long while—just as did a
similar battle in education—but he is also aware
that he must do his job in a finite situation. He
cannot escape fall-out from the contemporary pre-
dicament nor can he desist from acting until the
social conflict has ceased. And like everyone else
he has a right to enter the lists for what he believes
to be the right. But he must live today—not yester-
day or tomorrow—and he cannot allow the warring
ideologies to detract him from that imperative.
His job demands that he recognize the situational
demands of right now!

The word “common™ may be misunderstood as
“equal” or “ideal” or “average” or even “human.”



The common good has to be decided in each partic-
ular situation, not in some purely relative way, but
in the light of a creative tension between the ideal
and the possible, The realist manager recognizes
that he and the situation in which he finds himself
are both finite. His special ethical dilemma is that
he often must choose not the best over the worst or
even the good over the bad, but the better over
the good or the bad over the worst. By the same
token, the truly normative implication of the real-
istic style is that the manager must make the choice,
with the best-help he can get from his team, even
when he knows that the end of his action will not
be either as common or as good as it should be.
He must decide and act! This imperative overrides

DISCUSSION -

with Daniel Callahan and Leonard Duce

MeMBER: I wonder if the speakers could talk
a little bit about the difference between those ethi-
cal decisions that are clearcut in all gircumstances
(the manager, for example, shouldn’t embezzle),
and those ethical decisions that are situational in
which no ground rules exist and in which decisions
have to be made on a day-to-day basis.

The manager is faced with both kinds, and the
extremes may be easy to decide, but it is the ques-
tions in the center with which one has to wrestle
with himself as to which way to go.

Dr. CaLrLAHAN: Let me begin by observing that
I doubt that any such situation is really utterly and
totally unique. It secems to me that the problem is
that one finds unusual combinations of factors and
this combination doesn’t seem to lend itself to easy
resolution.

Here I like to think in terms of general moral
policy. ‘Policy” in the sense that one has no fixed
rules of conduct for every single situation (much
as a foreign policy can’t say what will happen in
every conceivable situation), but by and large has
established a kind of bias toward working some-
thing out, a bias which one feels one can legiti-
mate and justify—which pushes one in one direc-
tion rather than another. As a practical point one
has to decide, in those very unique, strange kinds
of situations, what are the highest values one is
trying to serve, and take that particular course
of action which seems best to serve them, recog-
nizing that what makes the situation very difhcult
is that you are not even clear what the values are,
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many times other possible normative judgments
on the quality of his decision and action.

Perhaps it is too much to say, but I believe that
the realistic style of management has normative
implications that can help to complete the bridge
from ethics to management and from management
to ethics. Moreover, if there are such things as
ethical imperatives on the one hand and manage-
ment imperatives on the other, surely the most
relevant place to bring them together is in the hos-
pital where human values are ultimately both the
end and the means of all that we do.

In fact, there are a variety of values, all of which
you would like to serve simultaneously.

Dr. Ducg: I think the question is a most in-
teresting one, and very, very difficult to answer.

With regard to the first kind of decisions to
which you suggest the answers are clearcut, your
own illustration has something to tell us. You used
the illustration of embezzlement.

There have been philosophers who thought ethics
dealt solely with what you shouldn’t do. Santayana
was very close to this. In this framework the nega-
tives are often far clearer than the positives, In
other words, we have definitely decided that some
things aren’t moral, and we don’t do them. In
the past, the negative side has been much more
definitely defined than the positive. But lest we
think that is absolute, the new morality today is
indicating that some of the negative things we
thought we were sure of are no longer exclusively
defined as negative.

The second thing 1 want to say is I think that in
the ordinary decisions that Joel was talking about
in his introduction, we are very seldom in a clear-
cut ethical situation: “If you do this you are bad;
if you do that you are good.”

As McGuire said in his book on business ethics,
the tragedy of ethics in management or business is
that I always have to choose not between the bad
and the good but between the better and the good
or the worse and the bad, and 1 wish this weren’t
the case, but T would have to say that it stems from
the fact that we are finite human beings.
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One stalement we cannot make is there are no
absolutes. That happens to be a self—contradictory
slatement because if it is true, it is false, and if it is
false, it is true. On the other hand, whenever we
try to describe those absolutes, we find ourselves
in difficulty.

I have a feeling that the important thing is that
the manager ought to be intelligent in the sense
that I have described. He shouldn’t merely allow
others, whether it he hased on the ideology of his
group or that of the total culture, to determine
which way he acts. He has a responsibility for de-
ciding.

We have not, as such, defined “ethics” this
morning. I am sure that no single definition of
ethics woild satisfy any group of philosophers that
I know or any group of pragmatic people that I
know, and the reason for this is that the system
of ethiecs under which our society is operating
de facto has its source in many places historically.

In the first place, of course, the primary source
of our ethical insights, or ethical beliefs, is religion,
and particularly in our Western society, the Judeo-
Christian religious tradition.

The second source of our ethics has been natural-
ism, scientific naturalism, which has pretty well
dominated our thinking for the last three hundred
or four hundred years about nearly everything,
Knowledge is a tremendously important ingredient
in any ethical system, and particularly when you
attempt fo apply it to situations,

I think there is another strand, namely, the
humanist: the recognition beginning with the
Greeks of the tremendous significance of human
nature, not just as understood scientifically, but as
understood in its totality. That ground for ethics
received a tremendous boost in the Renaissance.

Another source throughout history has been
hedonism, and this seems to be very much a part
of human nature also. Namely, that is good which
is conducive to happiness, and that is bad which is
conducive to pain or unhappiness, and almost all of
the great ethicists including the scriptural ethicists
recognize this source.

In our modern world another source has been
pragmatism, and I am talking now about the
source of ethics that has risen out of our Industrial
Revolution, our Scientific Revolution. What has
worked has come to be what is good.

Then finally, especially since Kierkegaard, there
has been a strand of existentialism which has been a
source of ethics. In other words, where you stand
in the sitvation is the criterion.

When you put all these together you have a
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very complicated system of ethics. If I were to
define it, 1 would define it very simply as this:
It is the way in which we judge human conduct
with reference to its being right or wrong, good
or bad.

By the time we reach our occupational status
as managers of whalever form of organization, we
already possess, as human beings, a highly compli-
cated system of ethics or, said another way, a highly
complicated system of morality which we have not
fully made into an ethic.

Ethics, as philosophers have pointed out for
a long time, exist on different levels in human
experience. Personal morality is perhaps the first
and the deepest within human nature, then insti-
tutional morality. All the various institutions—fami-
lies as well as corporations—have their own systems
of ethics, but they are never quite the same.

Finally, there is social ethics, a great deal of
which has been promulgated in our century, perhaps
more than any other century,

The question which is raised is, of course, “What
are the judgments about values and the obligations
imposed by the social ethics onto the institutional
ethics, and subsequently onto personal ethics? It
is this question which managers of health care
enterprises—indeed managers in all organizations—
must ultimately answer for themselves.

MeMBER: I would like to ask Dr. Callahan to
comment on the use of negotiated comproimise as
a means of defining the good.

Dr. CaLraHAN: T think one often rums into the
situation where there is a basic conflict hetween
the ethical and the pelitical issues involved in a de-
cision.

The whole point of negotiation is to find a pro-
cess to resolve very fundamental differences, and
it seems to me it is a rational, almost self-evident
kind of procedure to use. This is particularly true
when there are very strong fundamental conflicts
among people for which there seems to be no
course other than negotiating, seeing what kinds of
tradeofls can be arranged, what people will be
willing to give up in turn for something else.

The problem is that many people, when forced
into a compromise situation, feel that they are
going to be betrayed in the process, that they are
going to be forced to give up something good,

Often the fundamental value is that the weHare
of the organization is at stake. People realize that
somehow the organization must go on and must
continue functioning, and that becomes a higher



value than the individual principles of particular
people involved in dispute.

Now if people are unwilling to enter into negotia-
tion, if they are unwilling to say there is a higher
good perhaps than my holding on to this or that
value, then, of course, negotiation can’t take place,
All of us get in sitvations where we are forced
to give up some of our convictions or modify them
or alter them in order to adapt to other people’s
convictions. This is obviously very difficult. It
depends on how much is at stake, of course, in terms
of our values, but by and large, I don’t see how
organizations can operate at all unless people are
willing to enter into that kind of political process,
a political process which I think can be seen as

a moral process if one is interested in preservin
institution,
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MEeMBER: Idealistically, should or can a manager
enjoy the luxury of letting his own moral values or
idealistic ethics interfere with the decision process
in the organization for which he is working? In
situations where his own moral or ethical conviction
may not be shared by others should he not “step
back™ from the decision process to avoid imposing
his values or “biases” on it?

DR. CavLaman: That is always the first luxury
we allow ourselves, I think,

It seems to me that it is impossible for people
to give up their own values. They can conceal them
from themselves. They can hide them. But it makes
no sense to talk of somebody “giving up his values.”
They are going to come out in one form or another.
Either the person will have no conscience at all, in
which case one would be wary of having that kind
of administrator around, or the person does have
a set of values. They will inevitably come out, if not
in explicit statements, then in the behavior patterns
of the person.

It seems to me if one takes the administrative
role as peculiarly that of the negotiator, the bar-
gainer, the balancer, the one who has to arrange
many forces, then certainly one virtue should be the
ability to step back and ask objectively, “Well,
which team am I on, and what are my particular
values here?” Yet, at the same time, I don’t think
that one ought to make that such a radical ideal that
somehow one is talking about a disembodied per-
son who is nothing more than a detached, rational
automaton. When anybody says, in some very crit-
ical situation, “I am objective about this,” one
tends not to believe him.
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Perhaps the most difficult problem facing the
manager is precisely in this area: how to preserve
objectivity and rationality without doing violence
to one’s values—or vice versa,

Dr. Duck: If T may, I would like to comment.
There is probably a point at which the decision or
issue at stake affects what might be called the
top priority of one’s ethical value system. At this
point one has to take a stand, like Socrates took
a stand and other people down through history have
taken a stand.

But I often think that stands are sometimes
taken on what I would call secondary or even terti-
ary moral priorities, and the long-range values that
are involved in the situation are lost sight of. This
doesn’t mean that a person will usually compromise
his ideals. T think what it does mean is this: that
if he has a genuine system of values, he is going to
make darn sure that he doesn’t damage or short-
change the organization unless it is for the most
important of those values. I am sure that such a
confrontation occurs seldom in a manager’s life.

I have seen once or twice where a manager put
his job on the line because of his moral principles,
and I admired him for doing so because it hap-
pened to be dealing with one of his highest values,
not some of the secondary considerations.

CrarrmaN May: But, if you had disagreed with
his meral position, would you not have thought he
was a darned fool for doing so?

Dr. Duce: Well, I am not sure I agreed with
Socrates. I am not sure that I would have done
what Socrates did in that particular issue, but I
admire him for having done it. The friend of mine
I was thinking about who did this had priorities
quite different from mine. In fact, I kind of thought
that he was dumb for having those priorities. But
I still had to admire him for living by them.

You see, what was at stake here was his own
integrity, and how often is one’s own integrity at
stake? That is the real question to ask. If 1 can
violate a moral principle without destroying my
integrity, it couldn’t have been a very important
principle. But if it is very important, and it is at
the very core of my value system, then I do nothing

D
but destroy my personality and my self-respect by

not standing up.
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Managerial Ethics in Practice:
I. An Administrator’s View

DAVID H. HITT

CHAIRMAN MaY: The next segment of our pro-
gram will be devoted to an examination of the
application (or, perhaps, applicability) of the con-
cepts of ethics in health care management, We have
asked the .speakers—a hospital administrator, a
physician, and a hospital trustee—to speak from
their own experience about the relevance or ir-
relevance of these concepts in their professional
lives and roles. The administrator’s view will be
presented by David Hitt.

Dave, as most of you know, is the Executive
Director of Baylor University Medical Center. He
has been with the Medical Center since June 1st,
1952, has been a hospital administrator since *47.
He has a degree in Hospital Administration from
the University of Minnesota. He is a recipient of
the Earl M. Collier Award for Distinguished Hos-
pital Administration from the Texas Hospital Asso-
ciation. He is currently Chairman of the Regional
Advisory Board of the American Hospital Associa-
tion and a member of their Board of Trustees; he is
also on the Administrative Board of the Council of
Teaching Hospitals for the AAMC and a member of
their Committee on Graduate Medical Education.

MR. Davip HitT: A speaker on a program like
this, unless he is first, usually finds that the previ-
ous speakers have said many of the things he had
planned to say, or that they have said things which,
on the surface, seem different but may not actually
be different. We have already heard very stimu-
lating ideas articulated well and I will be re-
peating some of them but hope to cover them from
a perspective that is somewhat different.

I was asked to speak on the ethical or value
content of the hospital administrater’s decisions
dealing with resource allocations, program and ser-
vice development, capital investments and other
policy and financial considerations. There seemed
to be two options as to examples to be used: one
was to go with global examples, such as the right
to health care. Instead, I elected to discuss opera-
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tional types of decisions, the types that apply daily
in the hospital setting—or as Firestone Tire Com-
pany might describe it—“where the rubber meets
the road.”

The importance of ethical content in these daily
operating decisions is undeniable. Health services
are personal in nature. The major impact of the
health care system on people—on the recipients,
on health providers, on others—occurs locally,
where the services are rendered. A lot of policy
concepts that are easily agreed upon at the concep-
tual level become controversial as they get nearer
the implementation level and it is as important,
or maybe more important, to realize the role of
value judgments in decisions made at the operating
managerial level as the decisions made more re-
motely,

Operating decisions in hospitals obviously do
reflect ethical or moral values because they are
made subjectively and they affect people. They can
impact in a major way on the present or future wel-
fare of employees, patients, physicians, taxpayers,
the community—individually or collectively.

They continually raise questions of {fairness be-
cause they usually favor one person or one grou
over others; people are affected both directly and
indirectly, in ways that are both predictable and
unpredictable. The most routine managerial deci-
sions can involve value judgments that are open to
challenge. For example, let us just consider some
mundane questions that occur daily, or at least are
answered daily.

Can hospitals that pay premium prices for sup-
plies and equipment, explain a policy of paying
below community wage levels to personnel? Can
we rationalize using money from patients or the
public to continue employment of those employees
whose work is clearly substandard? How is a deci-
sion made that one person’s time is worth $3.00
per hour to an organization and another’s is worth
$4.007 Can we justify paying two employees in the
same position the same rate when there are per-
ceptible differences in their attitude or initiative?
How do we decide to authorize one laboratory unit



to have more space, more employees, while denying
the growth of another laboratory? When expenses
are too high, which departmental budgets get re-
duced and why? How do we decide which ideas,
whose suggestions, to discourage at the outset and
which ones to explore further, develop, use? Whose
requests are to be honored and whose will be ig-
nored or rejected? Which groups receive our per-
sonal attention? Which surgical specialties are more
likely to receive priority in the allocation of new
operating rooms and why?

These questions arise routinely and are dealt
with instinctively as the individual requests come
to us. But do we dare look at them cumulatively
and acknowledge their impact on the morale and
motivation of the people, individuals or groups that
are involved? Do we dare examine the equity of
such decisions? How often do we use precedent
as an excuse not to rethink the options? Do we
review the “opportunity cost” of past decisions—
what would have been the cost/benefit if different
options had been chosen? To what degree would
we find that our method of considering ideas, pro-
posals, alternatives, is actually a form of “impulse
buying”? To what extent would we find that the
plans, the studies, the statistics, the rationale, fur-
nished to us by subordinates are little more than
tools for selling us on preconceived results—either
the result they desired or the result they thought
we desired?

Would we find that our traditions are sacrosanct,
that the resource allocations to existing programs
go unquestioned while new programs that are pro-
posed must compete with each other vigorously for
the few resources that are considered “extra™?

Such questions as these illustrate well the com-
plexity of both the technical and the moral aspects
of the executive’s personal decisionmaking. The
executive, of course, is also concerned with the
larger questions dealing with the institution’s system
of priorities and these questions involve even more
complex philosophical considerations because the
health care institution is a confluence of groups
with status, power, and spectalized priorities. How-
ever, we elected to discuss the ethics of the personal
decisionmaking process, not the group process, and
even this is a cimllenge because the depth to which
even the simplest, or seemingly simplest, decision
the executive makes can reach in its implications
for the persons to whom the institution has a duty.
Even minor decisions can explode unexpectedly;
they can fester, build up, create major identifiable
prob]ems, they can manifest themselves in gener-
alized symptoms, such as uncoopemtlvenes:., or
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they can have all of the appearances of being
acceptable. Either good or bad decisions can be
popular, or they can be unpopular; the reactions
of groups to a decision can reverse quickly, without
notice.

Hospital administrators, in common with other
executives, certainly would prefer to believe that
we are looking ahead, that our decisions are fair
and sensible, that our choices are good, factually
based, and fair. But we live with constant aware-
ness that our weightiest decisions are made with
only part of the facts needed. The exigency of
taking action or the volume of other work forces
major decisions to be made by snap judgments.
We know how regularly we wish an action could
be delayed until more information is obtained or
an idea, approach or solution is found that fits our
instincts better or might seem more palatable to
others. Certainly we agonize when every alternative
has so many disadvantages that the goal is to select
the least bad choice,

Even after decisions are made, we find ourselves
only marginally satisfied with the quality of our
choice; this feeling comes sometimes on an un-
popular decision; sometimes on one that has the
enthusiastic support of others. While the support
of other people is always imortant, we as executives
often are the only ones really in position to see and
worry about the potential pitfalls. After all, it is
management’s role and obligation to ook for the
risks, and to weigh them on a comprehensive scale.
We learn to be cautious and to respect our fears
even when others are optimistic. We must also have
an appreciation for the value of boldness and be
willing to be decisive when others still have doubts.
It is not always arrogance that leads us to rely most
heavily on our own evaluations and honor our per-
sonal instincts, even when we are not sure why.
Hopefully, our instincts will be good, our self-
sufficiency will work positively, so that when we
perceive potential benefits that are not apparent to
others, we can forge ahead on our own if necessary.

I suppose the acid test of ethical and moral
strength is whether the individual can make a de-
cision that he is convinced is right even when it is
unpopular or when the personal risk is great. How-
ever, in judging oneself at such times, it is difficult
to be objective and to distinguish between courage
and foolhardiness. Therefore one needs to be espe-
cially wary of situations where he is isolated in
his convictions. Usually he is placing himself at
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risk but he is also placing the institution at risk
in a decision that could backfire.

In considering whether decisions are ethically
acceptable, we have to begin with the intent of the
decisionmaker, that is, whether he wishes his actions
to be moral. Certainly a person who is unconcerned
about morality lacks the ethical qualifications to
have control over the welfare of people or of an
institution. One who does not place a very high
value on fairness to others and who does not per-
ceive a health care institution in terms of its over-
riding obligations to serve people cannot be trusted
to make major decisions of the sort we are discuss
ing here.

Good intentions, however important, are only
the beginning. They must be accompanied by con-
scientiousnéss and competence. When people or
institutions are harmed, it is serious, whether it
occurred because the decisionmakers were careless
or impetuous or too busy to do a good job or
were grossly biased, or because they were exercising
powers beyond their capabilities. We should feel
personal regret when our actions cause harm, re-
gardless of the circumstances or the excuse,

The hospital administrator with an appropriate
sense of personal and professional responsibility
will be as much concerned about the inadequacy of
his knowledge or experience to handle a problem,
as concerned about his subconscious biases, as he is
about the more patent reasons for errors.

He should instinctively feel concern when he
realizes that he did not exercise skill and diligence
in a sitnation. The word “realizes” is very im-
portant because it is not always evident when harm
has occurred or when harm occurred unnecessarily.
Some problems become evident only through acute
sensitivity to people’s reactions, immediately or
over a period of time.

When appraising one’s actions and decisions and
their impact, it is vital to use standards that are
high, but managers must avoid the tendency to
expect perfection of themselves and to judge every
apparently poor result as a failure on their part.
Guilt is a destructive force which leads to inde-
cisiveness and worse. The essential factor is not
perfection but the willingness to examine the effects
factually and to make the adjustments that it calls
for.

To this point, we have discussed management as
though every decision is to be approached as a new
venture. This is certainly not practical in real life
and I do not think it is even desirable. Actions are
usually judged largely in terms of the expectations
of the people involved; fairness is closely related
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to what people have been led to believe they are
entitled to receive. Consistency is an important
element in decisionmaking. Precedents must be
evolved carefully. Patterns of administrative hehav-
ior must be reasonably predictable. These are givens
without which an institution cannot gain momen-
tum. Delegation cannot occur when the institution
lacks a sense of policy (and by the word “policy™
here, I refer not to the written policy but to the
general understanding that people have about how
an institution functions).

Givens ean be overdone, however. One example
is that all of us have a tendency to classify our-
selves and fall into a pattern of thinking. We express
our philosophy or goals in simple terms, describe
our management styles in terms of slogans that
appeal to our ego and that we consider best suited
to the circumstances. However valid these slogans
might be in their own right as elements in a
balanced concept, if we idealize or adhere to them
excessively (to the exclusion of other essential
emphases}, we become, in effect, caricatures of
managers and our decisions become distorted. Con-
cepts that do not fit the mold receive less attention
than they deserve.

To mention a few of these managerial caricatures,
one is the manager who takes great pride in being
financially oriented, measuring success predomi-
nantly by economic results. Some of these managers
are attracted to the quick payoff and to the pennies
saved today, while others preoccupy themselves
with long-term, capital investment. Programs, ser-
vices and people tend to be treated secondarily
by these managers,

Another caricature is the manager who promotes
educational programs and goals relentlessly, who
rationalizes or even is proud of enormous costs
of educational programs. He might condone (or
even contribute to) extreme subordination of pa-
tient service to the convenience of educational
programs, in a way that obscures the point that
education is only a means and service is the end.

Some administrators picture themselves as mod-
ernists. They feel successful only when their hos-
pital has the latest system or gadget. They make
decisions in a way that channels funds to the newest
project, even at the expense of routine require-
ments,

Other administrators think of themselves as
patient oriented, using some narrow definition of
what is best for patients, They might have an ap-
preciation for scientific services only. Or they might
place priority on general patient services and ame-
nities for patients and reject disruptive change, sci-



entific complexities and “prima donna specialists,”

Some managers think of themselves as shakers
and movers. They have activist characteristics that
dominate their decisions and the people around
them. There are also managers who regard them-
selves as quiet or democratic but are actually pas-
sive and often yield to pressure from other people.
Such people are unreliable in difficult situations.
Passiveness can be a major liability in meeting
one’s obligations to people under changing con-
ditions.

Dozens_of such examples of affectations or ex-
tremes in management emphasis could be cited.
Such differences in managerial philosophy and
managerial behavior are pertinent to a discussion
of ethics in health care management because they
are an integral part of value systems of those
individual managers and their decisions and actions
reflect those values. For example, the manager who
gains his satisfaction from financial success instinc-
tively places a low priority on other considerations
that are essential to the formally established goals
of the institution. His decisions are very likely to
incur the resentment of people in the organization,
especially those who are patient-oriented or science-
oriented or teaching-oriented, and who desire ex-
penditures directed toward their goals—and, in fact,
deserve attention to their goals. Unfortunately,
those groups with specialized interests are likely to
regard any value system the manager employs as
“lopsided™ if it favors other interests or even if it
reflects a balance of interests.

An institution and the people in it can find
themselves personally and professionally disadvan-
taged with the manager who makes biased decisions
~—diverts funds to scientific programs that are
needed for routine services or vice versa—spends
all of the money for equipment, leaving too little
for staffing or allows all of the money to be used
for current expenses, leaving too little for capital
—or makes massive investments in the future
growth and development of the institution, possibly
overexpanding it to the point of insolvency or in-
effectiveness.

Are these matters that are ethical in nature?
They might not be, because such results can come
from entirely prudent judgments that later prove
to be faulty, or they might be due to causes or
pressures beyond the control of the manager. On
the other hand, they have serious ethical impli-
cations if the manager who makes the decision
knew, or should have known, about the risks or the
significant tradeoffs hut did not take them into
account.

MANAGERIAL ETHICS IN PRACTICE:
I, AN ADMINISTRATOR'S VIEW

The ethical question is present where the man-
ager assumes that his own value systems and pri-
orities are superior to the others’, even those who
might be in better position to make the decision.
Where he takes such a position and the decisions
prove to have been wrong and damaging, he must
bear a heavy personal burden of moral responsi-
bility.

In summary, hospital management is a series of
choices between alternatives which typically are
unacceptable to some of the people concerned—
that involve risk, that entail costs, that commit
the institution in known and unknown ways, and
that subject it to serious future consequences. Each
action can become a precedent for a future demand
by the hospital’s public, its medical staff, or its
employees. Some actions can become legal prece-
dent for future performance, legally binding on
future policies.

Lach manager in the hospital, even the chief
executive officer, finds that his practical alternatives
are circumscribed by external pressures and re-
quirements of all types. With the time constraints
and the restricted choices available, we are greatly
tempted to fall back on prescriptive or formulae
answers, or upon how other hospitals are handling
the matter, or what would bring the least criticism
at the time, or what can be done most easily and
quickly. Taking “the easy way out” is probably
the greatest basis for concern about the morality
of our decisionmaking.

Said in another way, how can a person deem
himself to be just, either in a professional or gen-
eral sense, if he knowingly makes decisions that
seriously affect people, or the present status of his
institution, or the potential of his institution, with-
out searching for the alternatives and weighing them
carefully?

On the other hand, is it possible for a manager
in a small institution—much less one that is large
and complex—to take into account all of the in-
terests of all of the key people involved in the de-
cision—the patients, the physicians, the employees,
the public, the people who pay for the care, such as
taxpayers, employers, et cetera? Can one really
encompass the many tangible and intangible advan-
tages and disadvantages a decision might have in
the short run, much less the advantages and dis-
advantages it might have in the long run under
the conditions that can only be predicted? Can one
give full cognizance to the technical aspects of the
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decision, as well as the personal aspects, that is,
the “things” considerations along with the “people”
considerations?

With each major decision having 50 many ramifi-
cations, and with the accumulation that occurs as
decisions interrelate, the manager’s obligations to
make decisions are solemn, indeed, Indecisiveness
and inaction can bring even more serious damage
than making a wrong decision.

Everything so far leads me to three special points
I would like to make on what we, as hospital ex-
ecutives, need to be doing to meet our ethieal oblj-
gations inwd__ecisionmaking. These three points are
not exhaustive; they are just ideas.

The first point is for the manager to know
himself, as has been mentioned earlier. One way
to begin this process (as it applies to making the
kind of decisions we are discussing today) is to
evaluate his stated or declared value system or
managerial style, to look at what he says or thinks
he believes, and to try to realize the implications.
One’s stated value system is important not only
because he probably does adhere to it to some ex-
tent but also because his subordinates probably
declare themselves in favor of similar values. Prob-
ably most of us have a clear conception of what we
think should be the priorities in our institutions,
although we raight not be totally candid about them
publicly. ‘

After examining our stated value system, we need
next to look at our actions and how we really spend
our time—our actual value system. If our actions
and our attentions are at odds with our declared
goals and management philosophy, this creates
credibility problems for us and for the organiza-
tion, This, of course, is a major ethical liability.

We cannot escape being considered iInconsistent;
even when we are acting- generally consistently,
it might not appear so to outsiders. The manager
must have a solid awareness of the extent of, and
reasons for, his inconsistencies and how they appear
to others,

The manager must also recognize how his jude-
ment is colored by his personal beliefs and goals.
Wherever possible, he must understand the basis for
his sense of urgency as to which problems to solve,
his priorities on which new activities to foster and
which group to please, and the balance he strikes
between serving today’s needs versus preparing for
tomorrow. In summary of the first point, the man-
ager who can affect the welfare of others must have
an acute self-awareness,

The second point is that the manager must keep
his knowledge and understandings up to date,
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broaden his perspective, strengthen his objectivity.
This process is popularly entitled “continuing edu-
cation.” Many of our future challenges with ethical
overtones will come as changes in health care insti-
tutions require new relationships to be developed,
profound revisions to be made in programs and
goals, new controls to be complied with, etc. These
will place many pressures on relationships among
people in our organization, We as managers will
have vastly more need for new know}edge abont
trends and developments than in the past. We will
need a steady flow of new understanding about
the ways to accommodate or implement changes,
so the necessary managerial decisions can be made
with the least disruption lo the people involved.
Appropriate decisionmaking in the health care
industry unquestionably will depend tremendously
upon our being openminded, receptive to new ideas
and sensitive to the rights of people.

Formal and informal Iearning activities ecan do
much to sharpen our awareness of alternatives and
keep our attention focused on the future. It is
all—important that we do our best and I don’t know
of any better tool to recommend than g systematic
program of continuing ‘education for the executive,

The third point has to do with the need to
strengthen the management staffs of hospitals to
provide the time and expertise necessary to practice
participative management, to make good decisions,
to follow through on them properly,

We've mentioned several times the necessity for
decisionmaking to receive adequate time and at.
tention——time to identify and appraise alternatives
more than superﬁcia}!y, to make choices that are
technically and morally sound, to implement deci-
sions satisfactorily, to reevaluate them and to amend
them. This cannot oceur when the manager is too
busy to think and reflect, too busy to develop
relationships.

Relationships often are more important than
technical considerations in whether a decision is
successful. For example, the communication of de-
cisions has much to do with their impact on the
people affected by them. Adequate amounts of time
must be available for this communication activity,
both when the issue is still fluid and later when the
decision is being implemented. We know that the
involvement of the people who are to he affected
by a decision in the deliberations, during the plan-
ning stage, can do much to assure understanding
and acceptance of the decision and its intent. Thus,
in hospital management we face the dilemma of
a radically expanding number of decisions to be
made, a more complex environment in which to



make them, with the average decision deserving
much more time than in the past, all of this during
the period when the other demands upon our
schedule are multiplying.

" Hospital management traditionally has consisted
of one administrator, perhaps with an assistant or
two, personally managing everything and serving
as liaison with the external and internal forces
affecting the institution. This picture is reminiscent
of the one-man band. Under this traditional con-
cept, the administrator will have less and less time
for sound and defensible internal decision making,
for relatiofiships, or for external participation.
Even for the larger hospitals, the size and expertise
of the management staff has grown in a very
limited way,

I, for one, am convinced that all aspects of
management in hospitals will suffer more and more
and that our decisions affecting people will be less
satisfying to ourselves and to them, unless hospital
management staffs are enlarged and organized in
much more sophisticated ways than the traditional
pattern. Achieving this will not be easy, because

MANAGERIAL ETHICS IN PRACTICE;
I. AN ADMINISTRATOR'S VIEW

boards of trustees are unaccustomed to equating
hospital management staffing needs with manage-
ment staffing needs of a bank, insurance company,
commercial or industrial corporations of similar
size. Unfortunately, the expansion and development
of the management staff typically has not been
approached by governing boards with the same
openness they have accorded other resource allo-
cation decisions. Although I believe the expansion
can be more than justified by financial and other
criteria as well, its value in providing the time
for appropriate handling of management’s moral
responsibilities to patients, employees, physicians
and the public is certainly a major consideration.
Selling the board on this need is a task that deserves
the administrator’s best efforts because without
better organization many of his other ethical obli-

gations to the institution will be impractical to
meet.
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Managerial Ethics in Practice
Il. A Physician’s View

ALVIN R. TARLOV, M.D.

CoatrManN MAy: The next speaker is Dr. Alvin
Tarlov who is Chairman of the Department of
Medicine and a Professor of Medicine here at the
University of Chicago. He has written extensively
in areas as diverse as metabolic disease and medi-
cal education. I have known Al for some time and
1 have enjoyed every contact I have had with him.
He is an extremely thoughtful, informed, and ar-
ticulate person and, I am sure, will provide us with
a number of thought-provoking ideas.

Arviv TarLov, M.D.: In preparing this presen-
tation, I thought back to my own training and
asked myself, “What sort of training have I had
in ethics or in moral behavior which might influence
the decisions I make every day in the management
of a department of medicine and as a member of
the executive staff of the hospital that 1 serve?”
I even reminisced about the moral training I had
received from my parents. I could remember only
one formalized ethical lesson which had any impact
on me, at least on my conscience, and that one
is not related to this particular talk. It had to do
with a situation in the town where I lived—I was 14
at the time—in which the undertaker’s daughter
had become pregnant out of wedlock. But the stern
lecture my father delivered at dinner that evening
did not prepare me for this experience today.

I appealed to the Bible next, as a standard of
ethical behavior. It was reassuring, because in the
Bible the ethical demands made upon the individual
are those demands placed by God upon Man. These
require us to refrain from harming our fellow man
and to avoid doing evil to the weak. They enjoin us
to do justice; avoid bribery, robbery, oppression;
defend the widow and orphans; be compassionate
toward the slave; avoid gossip; sustain the poor,
feed the hungry, and clothe the naked; avoid un-
founded hatred, as it destroys the life of the soci-
ety; and what is hateful to you, do not do unto
others.

Irom all of these things, it follows that doing
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what is right, doing what is just, is the essence
of biblical ethics. In fact, although there was no
formalized training in my home either in religion or
otherwise, this, in fact, is what my father and
my mother demonstrated to me.

But then after an evening with the Bible, coming
back to this particular assignment, I felt that the
Bible, although interesting, didn’t help me. So I
appealed to a hero of mine, Thomas Jeflerson, who
is a man known for his integrity and sense of
ethics.

I found a letter of his which in 1771 stated:
“A lively and lasting sense of duty is more effec-
tually impressed on one’s mind by reading King
Lear than by all the dry volumes of ethics and
divinity that have ever been written.” That kind
of left me without a crutch because I began to
appreciate at that time that I was going to have to
construct this talk in the raw without any basis in
scholarship or leadership, and I was going to have
to do it out of personal experience.

My qualifications for this talk are very simple.
As part of a large urban hospital complex, I am in-
volved almost daily in the decision-making process
with which, if it only involved ethical or moral
issues which could be resolved simply into questions
of “right” or “wreng,” I would have no trouble
whatsoever. But the problems that we are facing
today deal less with issues of yes or no, right or
wrong, harm someone or not, than with questions
of priorities in a situation in which the resources
are extremely limited. We are forced to make deci-
sions to favor or develop one program to the exclu-
ston of others which necessarily implies the lack of
support of a competing program which might be
very important to another constituency. I think that
the background from which I speak, as a physician
and departmental chairman involving myself in
these kinds of decisions daily, is my qualification.

In my readings, I also came across a statement
by George Edward Moore in his preface to Principia
Ethica which appeared in 1903. He said, “It ap-
pears to me that in ethics as in all philosophical
studies, the difficulties and disagreements of which



history is full, are mainly due to a very simple

cause, namely, to attempt to answer questions with-~

out first discovering precisely what question it is
which you desire to answer.” In the context of this
discussion today, the question is: How does someone
in an administrative position of responsibility arrive
at a decision regarding resource allocation when
those resources are scarce, when there are com-
peting demands and requirements most of which
are rational and most of which would be beneficial
to those receiving the services.

Iam talkih% about such issues as: How does one
decide whether to modernize the emergency room,
an emergency room which receives on the average
of 200 adult patients a day, is a principal medical
resource of the community, and probably delivers
care to 65% of the residents in that community,
when the hundreds of thousands of dollars which
would be necessary are the same resources that
one might use to purchase a radiological instrument
which would provide extraordinarily useful diag-
nostic information regarding diseases within the
head? The radiological instrument will not pay for
itself in the hospital, yet it will add to the prestige
of the hospital and it will project an image of
sophisticated care which the purposes of the hos-
pital demand.

Or, how does one decide between assigning more
social service workers to the general medical clinic
where the residents of the neighborhood receive
their care and the development in our institution,
for example, of a section of clinical pharmacology
which is extraorclinarily important to the practice
and teaching of rational therapeutics in the insti-
tution.

How does one decide whether to pour a hundred
thousand dollars into a program which we judge
would contribute to the amenities of our institution
and would help attract patients [rom afar who re-
quire highly sophisticated technology, when at the
same time we have subspecialists in cardiology,
ophthalmology, ear, nose and throat, and so on,
which have capital equipment needs that run into
the hundreds of thousands of dollars.

So, in my context at least, we have the academic
imperatives, we have the imperatives of our own
image, and we have imperatives which are im-
pinging upon us from the outside, from society,
from the government that represents society, and
from other constituents that are looking to the
medical center for care.

In thinking about these issues, I have arrived at
some conclusions which seem to be fundamental
truths—at least they are in my context.

MANAGERIAL ETHICS IN PRACTICE:
il. A PHYSICIAN'S VIEW

The present and the future of the hospitals are
really in the hands of the people who make de-
cisions, These are administrators, members of the
executive commiltees, the board of trustees, and
others who sit on the decision~making bodies. As
a result, it would seem to me, we ought to pay
a great deal more attention to the physical and
the intellectual health of the people who are making
the decisions. Qtherwise a computer might make
the decisions more expeditiously and with less
trouble than those of us who sit on the executive
board. I will come back to this in a minute,

In addition to the health of the decision makers,
certain realities, certain inevitabilities which are
determinant of existing social order, should be
accepted as facts, or truths, and responded to
in a constructive way.

For example, the American people in the last
20 years have worked through a system of needs
in terms of health and they have developed a hierar-
chy of priorities which is now accepted by everyone,
It is that access to health care is a right of all
citizens. 1 think we ought to accept that. Qur
health facilities and the services that we deliver
are rapidly becoming, and have already become
in many instances, public utilities. The public utility
has a certain responsibility to its constituents which,
in my view, is dominant.

There are large problems ahead regarding the
overpopulation of the world, underproduction of
food stuffs for their needs, contamination of the
air, the sea and the waters on our lands, and the
common denominator, the end point of all of these
world problems, is health. We ought to accept that
the responsibility of health care delivery goes
beyond our immediate surroundings, goes beyond
what might have been the policy or the philosophy
of the boards of trustees of our hospitals, we ought
to regard ourselves as a keeper of a resource that
is, in a sense, at the very root of the continuation
of our civilization as we know it.

The Federal government’s financial investment in
our health care system is of such a proportion
that the government undoubtedly will use it as
a lever for change in the delivery system to improve
services. We in the medical centers ought to accept
a larger responsibility for the development of a
rational health care plan for the region in which
our medical center is located. We ought to seek
relationships and partnerships with other providers
toward the end of improving the services for the
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people in our area. We ought not wait for the
federal government to provide us with mandates,
which in the end could not possibly he as rational
as those we could develop voluntarily within the
area if the initiative was forthcoming,

Within the medical centers we ought to “propor-
tionalize” our plans for the hospitals. Too often
hospital administrators, physicians, and other in-
terested groups present plans for their hospital in
an all-or-none way. That is, we are either a referral
center or we are something else; or we are a com-
munity hospital or we are something else. I don’t
believe that such planning provides the hospital
with the flexibility that it needs for the challenges
ahead. This tendency to unify philesophy for the
future, or_to polarize around an absolute, I think,
is destructive to the overall tenor and responsive-
ness of the institution.

And lastly, I feel that a fundamental truth is
that it is no longer possible, profitable, feasible or
wise for the medical profession to dominate the
health care industry and service institutions as it
has in the past. The dampening of the dominance
by the health profession should occur simultaneous-
ly with the development of a constructive part-
nership between the profession, the hospital ad-
ministrators, and the citizens’ groups.

The above I accept as “givens.” You may not,
but at least they help me in making my decisions.

Now, regarding recommendations, I have three.
They are not particularly learned. They are not
profound. They are simple. They have to do with
a way of life. That way of life is based, in my view,
on simplicity and common sense. These three rec-
ommendations relate to the physical health of the
decisionmaker, the intellectual health of the deci-
sionmaker, and a consideration of the ethical im-
peratives.

Regarding the first, that is, the physical health
of the decisionmaker, I feel particularly strongly
about this because I have had pointed personal
experiences which have indelibly imprinted on my
mind a fundamental connection between physical
health and the quality of decisions that I make and
that others make. And I think within our insti-
tutions we have paid too little attention to that.

In construction of benefits to employees too little
attention has been paid to maintenance of good
health practices. I am concerned about employment
habits and customs which might affect physical con-
ditioning of the people within the hospital who
make the decisions: maintenance of proper weight,
a decided decrease in the consumption of caffeine
amongst the administrators and the physicians, and

28

partaking of personal indulgences in moderation.

[t is surprising how little ingenuity we have seen
coming from industry and other large employee
groups regarding the maintenance of good physi-
cal health amongst its employees and remarkably
little is written regarding the quality of intellectual
health of those who enjoy good physical health
practices versus those who do not.

Another one of my heroes is William Osler. Osler,
who is recognized as having been the most influ-
ential internist in world medicine, was Chairman
of the Department of Medicine at Hopkins and
subsequently left to assume the Chair at Oxford.
In 1913 he was invited to Yale for a lecture. The
evening before the lecture he delivered a sermon
to the students at Yale. 1°d just like to read parts
of his sermon.

“Some of us are congenitally unhappy during
the early hours but the young man who feels on
awakening that life is a burden or a bore has been
neglecting his machine, driving it too hard, stoking
the engines too much, or not cleaning out the ashes
and the eclinkers, or has been too much with
Lady Nicotine. A fair mind and a fair body-—one
cannot be sweet and clean without the other. Rabbi
Ben Ezra said: The great truth is that flesh and soul
are mutually helpful. Voltaire said: “No dyspeptic
can have a sane outlook on life, and a man whose
bodily functions are impaired has a lowered moral
resistance. The clean tongue, the clear head and
a bright eye are birthrights of each day. In the
young, sensations of morning slackness come most
often from lack of control of the two primal in-
stincts. While largely habits, both of them, the one
is concerned with the preservation of the individual,
the other with the continuance of the species. Be
models of dietetic propriety. To drink, nowadays,
but few students become addicted, but in ever
large body of men a few are to be found whose
incapacity for the day results from a morning clog-
ging of nocturnally flushed tissues. As moderation
is very hard to reach and as it has been abundantly
shown that the best of mental and physical work
may be done without alcohol in any form, the safest
rule for the young man is that which I am sure
most of you follow, abstinence.”

Then he goes on to talk about tobacco and caf-
feine and he ends by saying, “The other primal
instinct is the heavy burden of the flesh which
nature puts on all of us to insure a continuation of
the species. But to drive Plato’s team taxes the
energies of the best of us—one of the horses is
a raging, untamed devil (that’s the hospital ad-
ministrator }~—who can only be brought into sub-



jection by hard fighting and severe training. This
much you all know as men. Once the bit is between
his teeth, the black steed passion will take the white
horse reason with you and the chariot rattling over
the rocks to eternal damnation.”

Well, that’s eloquent and it’s humorous but I
am suggesting to hospital administrators that the
pay more attention to the physical health of the
staff in the hospital and particularly to those in
decision-making positions who will affect the life of
the institution and its future.

Secondlwegarding the intellectual health of the
decisionmaking staff it seems to me that a system
ought to be evolved in the hospital that would
allow a person’s mind to work properly. It doesn’t
in our hospital. In our hospital there is frenetic
activity amongst the administrative staff and the
medical staff from 7:00 in the morning until we
leave the hospital exhausted in the evening. No-
body’s calendar provides a free hour or hour and
a half for profound thought or simple thought or
even refreshment of the mind. No one’s 15 minutes
between appointments is protected. Everyone who
is serving the hospital apparently either feels or
accepts the dogma that every moment of the day
bhelongs to someone else. And this is extraordinarily
shortsighted because this leads, in my own view,
to poor judgment, a poor spirit within the insti-
tution. It leads to sloventy thought and behavior
in the early morning hours when it becomes no
longer a pleasure to arise and enter the hospital for
constructive activities,

I would recommend that hospital administrators,
boards, physicians, think very seriously about allow-
ing one’s mind an hour and a half or so of solitary
thought per day. Not for routine work. Expect the
staff to provide a continuous supply of fresh ideas
for improvements in their areas of responsibility
and give them the solitude in the environment that
they need for at least 60 to 90 minutes a day
in order for them to better serve the institution and
to better serve themselves.

The third point has to do with ethical impera-
tives. It seems to me—and I am deeply impressed
as I listen to students, house officers, community
representatives and others talk about their particu-
lar needs—that the ethical standards upon which
decisions are made are in a continuous state
of evolution and flux and it is no longer useful
to look to the decisions which were made at the
time of the founding of the institution or anywhere
along in its course for guidance regarding the deci-
sions which have to be made today when resources
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are scarce and when a different set of social pri-
orities existed.

Therefore, in view of the dynamic state of ethi-
cal standards, it would seem to me that the funda-
mental ingredients in making the best possible so-
lutions for the institution and for the constituents
of that institution rest in the resources of the deci-
sionmakers themselves, their personalities, their
characteristics, and the closeness with which their
thoughts interact with diverse groups. I would sug-
gest that in the hospital a new body be created
which would be called the Hospital Council. This
Hospital Council’s function would be to broaden
the source of input to the decisionmaking process
in order to reflect the evolution of ethical impera-
tives as seen by the constituents and those respon-
sible for the hospital on a continuing basis. With
the frenetic activity we have already described,
it is too easy for the decisionmaker in the hospital
to become isolated from events and from the pat-
terns of thought which are taking place in the com-
munity surrounding—the community in the broad-
est sense.

I would suggest that the Hospital Council, then,
include patients or recent patients in the hospital,
government workers, health underwriters, commu-
nity and regional representatives, hospital employ-
ees, hospital administrators, students, interns, resi-
dents and professional staff. I would suggest that
this Hospital Council inctude individuals of all age
groups, spanning the many generations the hospital
serves, and that this broadly based group ought to
be selected on the basis of their serious interest
in the hospital, their general intelligence, and their
wisdom. I would further suggest that the members
of the Hospital Council be remunerated for their
efforts, that their term of appointment to the Hos-
pital Council be limited to one term of three years
so that their decisions can be made without any
interest at all toward their reappointment or con-
tinuation of their remuneration. This formalized
Hospital Council should have a status within the
hospital next to the Executive Board and, on occa-
sion, the Executive Board and the Hospital Council
through representatives on a {ederated board should
meet for exchange of information and for deliber-
ations regarding decisions,

The point of all this is to bring into the hospital
in as close a way as possible, in a way which would
impact most potently on the judgment of the ad-
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ministration and the medical staff of the hospital
what society regards today as the imperatives. The
hospital, then, through its execulive committee will
make its deecisions. T am not suggesting that the
Hospital Council have decision-making powers, but

30

I do suggest that it get into the decision-making
process in a real way and that the information that
is exchanged between the Hospital Council and
the Executive Council and the medical staff be free,
current, and as forceful as possible.



Managerial Ethics in Practice:
. A Trustee’s View

MEYER L, GOLDMAN

CuAtRMAN May: Our third speaker is Meyer
Goldman who is President of the Beacon Printing
and Publishing Company of Kansas City. He will
present the view of the hospital trustee. He is
Vice President of the Board at Kansas City General

Hospital and Medical Center and, he told me just

now, on the Board of a new organization that is
seeking to form an HMO in the Kansas City area.

He is, or has been, Chairman of the State Health
Planning 314-A Agency in Missouri. He is Past
President of the Community Blood Bank in Kansas
City and a spokesman, I think, for a lot of the
health activities that are going on in his local area.
As such, he is eminently qualified to speak to our
topic.

MRr. Mever L. Goupman: This is something of
a new role for me for a couple of reasons. First
of all, I am not used to facing a battalion of ad-
ministrators. Four or five at a time is usually my
quota.

Secondly, my role, when I do meet with them,
is usually one of listening and not having an op-
portunity to talk. So I am glad to be here, and 1
will be interested to see how I fare.

As a matter of fact, I have already had a fringe
benefit from participation. Preparing for this gave
me an excuse to walk down paths of thought that
too many of us as board members and probably as
administraters seldom have time to walk.

The chance is rare to look at ourselves, explore
our motives, consider our responsibilities as a whole.
Usually we must approach them problem by prob-
lem on the ad hoc basis that becomes so frustrating
at each meeting of a hospital board or its com-
mittees.

It is both good and bad that I appear as the
last speaker on the panel. It is good for me because
~—as the nonprofessional member—I have had the
benefit of listening to the prior presentations, to
adjust my thinking accordingly. Less good perhaps
for you-—hecause 1 come with no research or docu-

mented presentation. Many of my observations
will simply be variations on the better orchestrated
themes that have already been played.

I will say that I have been extremely gratified
at the number of times I have been able to nod
in agreement with the points that have been made.
While T am speaking from the standpoint of the
Board, it is heartening to see there is so much
recognition, acceptance and agreement on the prob-
lems as they exist because it makes for that team
work in the organized approach to consideration
of ethical problems which is probably the closest
I can come to recommending as a solution.

I have always considered myself an expert on
the problems of the health care field. On solutions [
am an amateur. [ am glad to see that 1 have fellow
experts here on the problems because we seem
to agree on them. But T won’t relinquish my posi-
tion as the primary amateur.

Trustees today come from all backgrounds, all
types of experience and all political philosophies.
They are selected for many reasons and have a
variety of motives for accepting their appointments.
They bring their individual viewpoints based on
their own experiences and apply their own standards
and guidelines for decision making.

These standards and guidelines are seldom or-
ganized and systematized within or between the
individuals.

I have a {riend, a remarkable man, who for
many years had as his job the development of
recommendations for the expenditure of funds by
a number of substantial eleemosynary trusts and
foundations. It was a fine authoritarian position,
an opportunity to make judgments and have con-
siderable power.

In deseribing his work he called himself a phi-
lanthropoid. He explained that if a philanthropist
is one who gives away his money, a philanthropoid
is one who gives away somebody else’s money. So
in this sense [ am a medipoid. I don’t deliver health
service. | make no attempt to. It is my job on the
board to help those who are professionals and
competent and knowledgeable to render the services
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that we believe are needed and worthwhile and just.

It is hard, I think, to realize sometimes that
making ethical judgments is not a long established
traditional function of most boards of trustees.
Generally speaking, the basic reason for joining
a hoard of trustees of a health organization is to
render humanitarian service, Other considerations
may influence individuals, but service is the com-
mon thread of motivation that must sew together
the fabric of the board.

The definition of “humanitarian service” in each
case rests with the board and its members. The
decision-making activities of the board must depend
on the consensus as to this definition. Implicit to me
in the purpose of this symposium is the develop-
ment of-# consistent ethical definition of humani-
tarian service as it applies to our hospitals today.

As physicians, administrators and board mem-
bers, we must deal with specific problems and make
concrete decisions. A Pllilosophy or code of ethics
is effective only if it can be applied in sufficient
cases to produce consistent, justifiable and usefy]
decisions.

Value judgments as influences on these decisions,
of course, are made in all institutions and activities
whether the objective of the institution is profit or
service. Recognized or unrecognized value judg-
ments affect the decisions about that institution’s
operations,

In a welfare service institution, value judgments
are particularly basic to the decision-making pro-
cess. They must involve hoth the judgments of the
persons who provide the service and the values of
those persons being served.

In a husiness establishment, failure to attend to
the wishes of one’s customers can be economically
catastrophic. In our health care delivery system,
the unique prestige and specialized knowledge of
professionals unti) recently permitted policies to be
made and executed with 2 minimum of attention
to the input of patients, employees and the public.
Health care service customers were willing or re-
signed to accept the value judgments of the pro-
fessionals.

In the light of present economic and social trends,
then, it is necessary to consider the function of the
trustees of the hospitals in terms of their commit-
ment to broader ethieal considerations. It seems to
me that most of the issues—those that require
direct application of moral judgments—that draw
Our greatest attention today, would not have been
recognized as responsibilities of hospital boards or
perhaps even administrators or physicians 25 years
ago. Our institutions have changed in the services
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they render and in their direction as much as any
other institutions in our society in the pést quarter
century.

Certain primary responsibilities of the hospital
board, of course, seem not to have been changed
much. The (levelopment of sound fiscal and finan-
cial policies remains at the heart of the trustees’
responsibility. If I refer less to this element, it s
simply because its importance is so obvious,

One can render litile health service in a bank-
rupt or defunct institution. Even here, however—
even in this role-—the function of a board member
has changecl. The searching development of a
budget by the board now involves the most painful
application of priorities in emphasis and expendi-
ture for services and facilities, These priorities
must derive from sound, clear value judgments
developed by the board. In practice this has not
been a traditional approach of all hospital trustees.

There was a time when most hospital hoard
members were chosen to perform three functions.
Application of judgment was confined to decidin
the best way of accomplishing them, First, the board
member was expected to exercise influence in the
collecting of funds for capital improvement, con-
struction, equipment and expansion. Second, he
was expected to provide, either through personal
contribution or solicitation, funds 1o meet the
annual operating deficit of the institution, His third
responsibility was that of loyalty to the purpose
and philosophy of the sponsoring organization if
it existed, as in the majority of cases it did.

Hospital policies were developed either by the
medical stafl or the administration or both. The
value judgments implicit in these policies were de-
termined and applied by the professions. They
were presented to the board with explanation and
justification and were accepted by the trustees ag
parameters of their fund»raising effort,

It is as hard to generalize about hospitals as
it is to generalize about board members, but the
tradition of service that was fostered in the re.
ligious, fraternal and socially conseious groups, who
in the past 300 years developed s0 many of our
outstanding hospitals, has not been lost. Iam grale-
ful for this. I understand it, and I am comfortable
with it, but the new times have changed the de-
lineation of hospital managerial responsibility,

The catalog of services which the hospital ren-
ders has proliferated far beyond the realm of those
who rendered health care in the past, and the gen-
eral environment of society within which the hos.
pital renders its service has produced an equally
great influence for change.



The vast explosion of medical knowledge is
perhaps directly at the root of the changing role,
but the widespread social developments have had
substantial impact.

These points need little elaboration, but I must
repeat some of them simply because the ethical
posture of the institution and the challenges to the
board members rest in the acceptance and interpre-
tation of their new role.

The rise of third party payment which spreads
among the total community the cost of health care
for the individual; the entrance of government into
health care-tesearch, financing and delivery; the
shortage and maldistribution of health care profes.
sionals in many medical and paramedical fields:
the development of many new health care profes-
sions; and the rising expectations of consumers
who demand as a right “the best” in health care—
all call for establishment of a continuing and con-
sistent ethical position on the part of the trustee.

The recognition of these responsibilities is being
hastened partly by the institution’s own awareness
of its community, partly by pressure from third
party payers, including the government, partly by
community groups that look more searchingly into
the manner in which the hospital serves the public,
and partly by legal actions and decisions which
directly and precisely fix on the hoard responsibil-
ity for many of the hospital’s operations which the
board previously had not recognized as elements of
its concern.

That the hospitals themselves are accepting their
broadened responsibilities is reflected in the chang-
ing nature of their boards of trustees. No longer
is wealth or financial influence the sole requirement
for board membership. In some cases it is not the
primary requirement. The ability to bring to the
governing hody a reflection of the interests and
values of many elements of the community and to
help develop courses of action that are responsive
to the needs and wishes of patients, prospective
patients, the institution itself and other providers
of health services is a major contribution of these
new members,

In the past, medical staff membership on a board
of trustees of a private, non-profit hospital was
not only rare, but discouraged. The presence of
physicians on boards today is increasingly common.
In addition, joint board-staff committees are becom-
ing more active and more influential both in the
making of policy and in oversight of policy exe-
cution.

In addition to broader representation, in general,
members from other parts of the hospital com.
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munity are being added to some boards. Repre-
sentatives of professional groups other than phy-
sicians, paraprofessional groups, even patients. The
result is a sharing of points of view at a board
policy-making level that did not exist in the past.

The blending of these diverse points of view
into a smoothly operating body is not proving sim-
ple. The complicated interrelations between depart-
ments of a health care institution take time to learn,
but given serious interest on the part of board
members and a cooperative attitude among adminis-
tration and staff, this new style of board seems
to me not only workable but necessary in the light of
the demand being placed on the institution.

From this team can arise the approach to ethi-
cal decisions on issues that press the health care
field today in all its aspects. The board becomes
not merely the governing body of an institution
but also a tool of society itself in the effective
operation and an improvement of the entire health
care system including the hospital.

May I suggest some of the questions that under-
lie these decisions and inherently include judgments
of good and bad, right and wrong and the very
important and difficult decisions on ethical priori-
ties.

What is our hospital’s role in the community?
Has it changed? Are we doing too much or too
little? And what can we afford?

The outstanding change in the role of the hospital
in the past three decades seems to me the change
from a position of an isolated community in itself
to one of a vital element in a health care service
continuum. Ethical judgments now must be applied
to determine exactly where in this continuum the
individual institution should fit,

I feel today the primary ethical guidance for
hospital trusteeship must be toward the welfare of
the total community and the strengthening of the
hospital as part of the health care community in par-
ticular and of society in general.

The hospital cannot and should not any longer
try to be all things to all people. Its relation with
other hospitals must be developed on what is good
or bhad, right or wrong for the community inciuding
those who are at present in good health but inevi-
tably at some time will require hospital service.

The next question with ethical considerations as
well as practical implications is that of the hospital’s
responsibility to its patients both before and after
they are confined. [ don’t believe the hospital can
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isolate itself from consideration of ambulatory care
or of convalescent care or of Iong-tcrm care. | don’t
mean that the hospital must or should render these
services itself, although in some cases it may be
practical to do so. But the hospital’s board must,
at least, understand and relate the institution’s pol-
icy to the existing and any new systems of ambula-
tory care that arise in the community,

Similarly, the hospital’s responsibility cannot
always end merely upon the discharge of a patient
as no longer requiring acute bed care. The welfare
of the patient is the concern of the health care
system. The hospital is a part of the system. The
board must at least have a policy that facilitates
coordination with agencies that supplement the
hospital’s _service.

Other questions move the hospital board into
areas of ethical issues that need study or restudy.

For example, what is the hospital’s present and
proper position toward medical care for the poor
and underprivileged? In Kansas City today a vig-
orous effort is being made by local government to
remove the tax-exempt status of several major non-
profit private hospitals on the ground that they are
no longer charitable institutions; that they decline
to accept patients who cannot pay or accepi an
insignificant number, and therefore, are not en-
titled to tax exemption, The effort so far has failed,
but the attitnde that fosters the effort is significant
and must be considered.

Cost control has become a major concern and
a political issue because of the rising cost of health
services and because the government is involved
in payment for some of these services. Beyond the
unquestioned requirement to develop policies that
promote efficiency and reduce waste, what can the
hospital do? What should it do to control costs?
How is cost control equated against the availability
or variety of services? We are back to the problem
of the budget, to the priorities, this time more
directly from the moral approach.

What are the hospital’s responsibilities in medi-
cal education in terms of ethics? How are the in-
terests of the patient properly balanced against the
needs of the students? Conversely, what is the
proper role of the hospital as a teaching institution
in training of young physicians and paramedical
workers in understanding their responsibilities for
the welfare of patients and the dignity of people?

What is the hospital’s responsibility toward its
own employees? Does it instill a feeling of dignity
in work and a sympathy for the patients? Does the
hospital as a service institution have a special
responsibility in this regard?
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These are some of the areas of ethical concern
that I see directly and unavoidably in the purview
of today’s hospital board. And as these are con-
sidered, others previously unrecognized will con-
tinually arise. I do not believe they can be dealt
with effectively one at a time. Each relates to
another as the hospital maintains its personality and
its conscience.

It is not my purpose to suggest the proper de-
cisions that any single institution should make in
any of these areas, 1 merely point out that positions
must be taken in each and that the positions should
be logical, recognized and integrated.

[ maintain my status as an amateur on solutions,
but there are several ways the board can approach
these issues.

As 1 noted, the changing nature of the board’s
membership will sconer or later force each issue on-
to the agenda for consideration, but the many rami-
fications of each would make hopeless the chance
of resolution at board meetings and would greatly
impede the day-by-day decision-making that must
continue simultaneously.

Although from experience I am most reluctant
to add to the lush overgrowth of hospital com-
mittees, I do believe that a joint committee charged
with recommendation of ethical positions can in
many cases be a productive project, and I was
delighted to hear Dr. Tarlov’s presentation of a
similar approach to the resolution of ethical prob-
lems. T would envision representation of the board,
all departments of the staff administration and
involvement of persons of broad judgment and
experience from the health community and general
community. Recommendations of this committee
when presented to and approved by the board could
provide valuable guidance and integration of ethi-
cal policies.

The issue of ethical guidance is sufficiently im-
portant to warrant special sessions of the board
from time to time. Workshops or retreats in which
issues may be explored might be arranged. From
such sessions could develop a consensus that would
unify the board in its approach to more specific
problems and relationships.

The physicians and the administrators, your-
selves, obviously have a key role in the development
of the board’s ethical posture. It is you to whom
the board must turn for explanation and guidance
through the forest of professional and technical
considerations that it must travel.

As a board member I expect at the least the
frank factual input of administration and staff on
these issues and proposals as they come up before
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the board or its committees, and I further expect
the complete cooperation and sympathetic help of.
the administration and the staff in their approach
to ethical issues which the board determines are
vital,

As an experienced hoard member, I depend more
today on the advice, opinions and recommendations
of staff and administration than I did when I first
joined the hospital board, and I believe that one of
their most important tasks is to alert the trustees
and call for decisions on issues before crises arise
and while there is time for deliberate study.

It is easy* for the board members’ decision to
be affected by unrelated experience, emotion or
ethical postures brought in from other fields. Some-
times this is good. Sometimes it is harmful. The
staff and the administration are the ones who are
most directly in contact with the services the hospi-
tal provides and at the same time with the persons
to whom the services are rendered. Their experi-
ence is for real!

Thus, I see a major role for the staff and ad-
ministration not only in assisting the board in
forming its judgments, but also of being ahead of
the board in recognizing the issues and in seeing
their relation to each other, and then in formulat-
ing possible courses of action to be presented either
directly to the board or through the committees or
workshops I have mentioned.

My board, I think, would be sympathetic to Mr.
Hitt’s appeal for stronger administrative personnel
and support if he would show the way in which
these issues would be approached and the insti-
tution helped by such expansion,

I have refrained from discussing the most spe-
cific moral issues, the firing line decisions, that
harrass hospital boards and administration today.
I have not approached the direct and controversial
questions of attitudes toward the individual prob-
lems that we wrestle with.

I am well aware of their importance and the
dilemmas they present. A decade ago | was in-
volved as a board president in an action by the
Federal Trade Commission against our community
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blood bank. The j<sue that ended in federal court
involved whether or not human blood is a com-
modity for trade and therefore subject to laws
affecting commerce. The implications were vast;
this was before the popularization of transplant
surgery; and argument of the moral question of the
status of blood as a commodity in commerce was
both novel and heated. It cost the medical and
general community of Kansas City a quarter of
a million dollars to defend one moral position.

I am involved in developing other courses of
action in equally controversial areas today. I don’t
helieve 1 beg the question by failing to discuss them
as specific issues. My feeling is that ethics are basic
and principles must come before specifics,

I think the ethical decisions on specific issues
ultimately must be made by the total community.
When we decide our individual positions, the effec-
tiveness of our decisions will be determined as much
by others as it will be by ourselves. By searching
study, consultation and logical deliberation, how-
ever, the hospitals can still demonstrate profound
1eadership in the eventual decisions. Until society’s
position is established either by consensus or by
law, our own approaches must continue to be de-
cided by each board in the context of its own social,
political and legal situation. Such decisions will be
easier to make, more defendable and more comfort-
able if the attitudes I have suggested and the steps
I have proposed today can precede them.

I am glad this Symposium has been held. I hope
its thrust will be repeated regionally and locally.
In these difficult days when problems seem to mul-
tiply geometrically, and solutions disappear arith-
metically, it is stimulating to devote some time to
basics, and as long as “ethics,” “good and bad,”
“right and wrong,” are basics of our health care
delivery policies, then board members, administra-
tion and stafl together will be moved toward a
better health care system and our patients and
the community will be the gainers.

with David H. Hitt, Alvin R. Tarlov, and Meyer L. Goldman

CHATRMAN MAY: We have been addressing an
area which clearly has numerous dimensions. We
have been given a number of very explicit examples
of issues which involve ethical hehavior, We have
identified the fact that the ethics of a given situa-

tion are not fixed, immutable kinds of things that
you can read in the Ten Commandments. They are
rather some sort of composite—nol an averaging,
not a priority ranking, not an addition—but some

combination of goals which are heing thrust on us
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by publics in our environment: goals which we are
bringing to our jobs as a result of our training and
our experience; goals which are being generated as
the result of interpersonal relationships and con-
flicts and contacts within the work setting.

We have lots of issues. We have lots of problems.
We have had some approaches at solutions. We
have had some suggestions today about how to set
priorities and how to choose the action with the
highest priority as being the thing to address first.
We have heard the greatest good for the greatest
number both espoused and rejected several times as
a criterion.

We have been told a little bit about the stan-
dards we_might use for judgment. We have had
some suggestions about how we might improve the
judgmental process that we are using. We have had
two suggestions for the formation of the committees
to help us in these judgments.

I really don’t think that gets us all the way
or even very far, and I am not faulting the speakers.
I think the speakers did an outstanding job in an
area with very little to go on except their own
experience, their own expertise, and their own intel-
lectual power.

I think what we have done so far is address the
question: What are some of the things we might
consider doing in our institutions as the result of
the ethical issues which surround us? I think we
have also addressed the question: How should you
go about doing it? What management style is the
most appropriate or the most ethical? And I think
we have talked a little bit about how to improve
the decision process. We have been urged to intro-
spect and think about our own attitudes toward the
situation.

The one question which I think is really erucial
and which no one has addressed yet is: How do we
as hospital administrators decide what not to do?
There are lots and lots of things we can do. Every
one of you, if you took two minutes, could write
down more things that your hospital ought to be
doing than you are going to have money to do
in the next ten years. All of the items on the list
are good, all of them are useful, all of them are
desirable.

There is no problem in thinking of the things
that we could be doing in fulfilling our ethical obli-
gations to society as managers of health care insti-
tutions. i

Butitisa big problem to decide what not to do.
It is a big problem to sit in a situation with finite
resources as such as Dr. Tarlov postulated, knowing

we can do only one of a whole host of potentiall;
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useful things with the resources. In our discussion
to this point in the symposium we have dealt with
some of the ways to decide which one to do. So as
Lealth care executives we make a choice and carry it
out. Then we sit back and say: We have fulfilled an
obligation to society, and we are proud of ourselves
for having done so.

But what about the things we didn’t do with the
resources? Do the implications of not doing them
have any ethical content?

MemBER: | would like to pose a hypothetical
situation to the panel and ask that you respond
in sort of the context of today’s discussion.

Assume that you are in a community hospital and
that you have an unrestricted gift for approximately
$250,000. You have a staff physician who has put
a great deal of pressure on you to buy a particular
piece of equipment. You also have pressure from
the community to support a badly needed drug
program, There have heen several deaths in the
community from overdoses.

How do you as an administrator make a decision
on that? What ethical principles or values do you
draw on?

Mg. Hirt: 1 don’t think there is any good solid
answer to a problem as diflicult as that. The ques-
tion of drug programs and programs that are gener-
ally not related to the patient population which is
the primary source of revenue for your hospital
is a difficult one to deal with.

I think the ethical question is whether it is right
to divert funds from a specific patient population
to a more general patient or public population
problem. '

The thing I would be most interested in or most
receptive to is doing everything possible to look
for the financing outside to pay for a drug program
from resources that are appropriate for a drug
program. That might not produce a drug program
as quickly as an arbitrary decision to dispense with
this equipment and shuffle the money over to that,
but T suspeet in the long run it would be 2 more
satisfactory decision. You can divert the money
for any equipment purchase, even a very large one,
to a drug program and still go through it very fast
and have nothing left. We have a large center, but
even if we spent all of our equipment budget for

a drug abuse program, it would be a fairly small
program.

Dr. TarLOV: I would respond in this way. I don’t
think that you could make the decision as an iso-




lated proposition. One would have to consider many
other things.

For example, I would want to know about the
physician groups who are going to use the equip-
ment you refer to. I would want to know what prior
commitments had been made to them, whether
their activities had been properly supported in the
past, whether they shared the standards of service
and excellence which I would expect from the in-
stitution, and whether or not the equipment that
they were requesting genuinely provided an area of
excellence which they were capable of delivering. I
would try to"weigh their genuine capability against
more human desires and motivation which we all
have to advance our own particular field of activity
for reasons which are sometimes extraneous to the
delivery of services. I think a whole profile of the
group—the history, the commitments, the qualifi-
cations, the capabilities, their performance—have to
be econsidered.

Mg. GoLpman: I, too, would have to have more
specifics before a decision could be made. 1 think
I would probably first be most concerned with the
capability and the appropriateness of the insti-
tution for the program or for the equipment,

Most of the equipment that we would like to have,
we have on a priority list right now. I suppose
you are hypothesizing a totally new piece of equip-
ment or a new service along with a new drug
program. Not only the capability of the hospital
to perform theiservice, the appropriateness, but the
availability of either the equipment or the service
in the rest of the community should be part of the
decision, and in our determination of priorities,
we try to allow these factors some consideration.

MeMBER: We are getting close to the real world
now. I would like to have a reaction, if I may,
to the question of the ethical issues involved with
initiating a service with new monies or rendering
an existing service that doesn’t “serve” anything
except the educational environment for prospective
doctors. For example, a hospital may have an OB
service specifically because it considers itself a
teaching institution, but its population just doesn’t
use it. What are the ethical issues regarding that?

Dr. TarLov: I have no problem with that ques-
tion, personally. I think plenty of my colleagues do,
but from my own point of view, I am not wedded to
the idea that all of the teaching at a university
should be in the university hospital. Rather, [ am of
the point of view that the health care system in our
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region will benefit greatly by development of gen-
uine teaching hospitals at the site where services are
being delivered. I think that not only will it be
a service to the people, but that this is the best way
to attract doctors into areas in which there is a
doctor shortage. I feel 1 know what motivates young
physicians when they go to set up their practice.
One of the things that they are terrified of is medi-
cal obsolescence. And one of the great attractions
to them is the educational program in their com-
munity hospital or their region. So I am personally
attracted to the idea of developing teaching services
in community hospitals.

Now I am not & dean, but in internal medicine,
for example, I think that the outpatient experience
which is so terribly important for a young internist
is best carried out elsewhere. The university hospi-
tals have never developed good outpatient services
in internal medicine, and I believe that these edu-
cational resources ought to be developed elsewhere.
I would say the same thing about obstetrics and
gynecology. If your own service is obsolete, then

why not develop your teaching service somewhere
else?

Mg. Hrrr: 1 think the question of maintaining
excess capacity in obstetrics or any other service as
a means of keeping doctors is a serious question.
You balance that between what you know is right
in the long run and what you can afford to do
in the short run. Closing obstetrics is a lot more
complicated than people who just look at empty
beds in obstetrical units think it is. For example,
if you are in a heavy cancer program and Iosing
your obstetrics means losing your gynecologists:
you can’t operate a good cancer program without
gynecologists. You get into tradeoffs here that are
excruciating. You look at those emply beds, and
you want to do something about that, but until
you are able to schedule obstetrics on a smooth
plane, you learn to live with them.

CHAIRMAN MAY: Let me raise an additional issue
in this area,

In the context of activities like area-wide plan-
ning and certificate-of-need legislation, external
approval is required before the decision can be im-
plemented. Let’s say one or the other of a pair of
competing proposals is likely to be approved by
the certificate-of-need group. The hospitals know
that. Should an individual hospital direct its atten-
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tion, program planning, and developmental activi-
ties toward those things which are most likely to
be approved, lrying to be there first with a proposal
before the people down the street can get it. Indeed,
is this an ethieal maltter at all? Would you jump
for it if you thought it was likely to be given
to one hospital but not two?

MR. GoLoman: I the function—and I am speak-
ing personally—if the function is not one that is
appropriate or fits the service of the hospital but
is a totally new thing, T would pass it by unless I
could find a sufficient reason within the role of the
hospital to start something new. I am not really
a proponent of the type of grantsmanship which
tends to"build an institution rather than integrated
services. Of course, the reason 1 am a little slow
speaking is that I have had to sit on both sides of
this fence and have become very adept at with-
drawing from any consideralion in my own com-
munity or any case where | might have a direct
knowledge ér involvement at all. So when you ask
a question, I am speaking both from the community
agency and from the hospital side.

I think that in my experience the agencies have
caught on to this rather rapidly. When there is
multiple application, or the possibility of it in our
area, they have been rather sensitive. Appropriate-
ness has become a factor in their decisions.

Mg. Hitt: I would like to go at your question
a bit from the other end. I think any institution has
an obligation, and its officials have an obligation
to the institution, to have planned far enough ahead
to know what their role is and how various things
are going to fit in it. If you can see that the inst-
tution really needs or should have a particular
thing, and if one is going to be approved, then
it is just good management to know that far enough
in advance so that you. can proceed in a timely
fashion.

As far as I am concerned, there is no ethical
question involved unless you divert the service
from the institution that really ought to have it
Of course, that in itself involves a value judgment.

CHAIRMAN May: What 1 was really wondering
was whether the ethical responsibility passes from
the institution to the planning agency or to the
certificate-of-need group in that situation.

Mg. Hrrr: I don’t think an institution can divert
its planning responsibilities to any planning agency
any more than I think a rate review board ought to

38

do more than review the proposals of the insti-
tution, The planning has to start in the institution,
and it’s a cop-out to say that you are going to
make your decisions according to what the planning
agency will approve and not try for the others.

MEeMBER: I think there is a dimension that hasn’t
been mentioned yet, and that is the ethics that are
associated not so much with the substance of the
question, but the process by which the decision gets
made. I tell people 1 was appointed to my position.
I was not ordained to it. And I was not ordained
to impose virtue on the environment of which I am
a part. It does scem that a case can be made on
any of these things and that hospital managers
do have some responsibility to see that all of the
relevant—that is a value judgment—_arguments
get made, that all of the pertinent—that is a value
judgment—parties have a fair shot at the question,
and that the timing is likely to generate a result
that everyone in the end is going to live with
comfortably.

If the people in their wisdom, through their plan-
ning organization or what not, have decided that
there is a shortage of some service and a surplus of
others, it is perfectly legitimate for an institution
to bend its program in that direction. After all,
where does truth and wisdom come from except
somehow out of a hopefully open and fair process
by which everyhody who is concerned or involved
has a decent shot at the outcome? I mean, if every-
body has, and there is reasonable domestic tran-
quility when it is over with, why isn’t that a reason-
able definition of virtue under the circumstances?

Mg, Duce: I think you have a very good point
there, In my experience, however, this sometimes
does not occur, and for several reasons, Occasion-
ally, an administrator is so concerned about his own
institution that he is afraid even to get into a
discussion with other administrators for fear his
institution will lose something in the process, Other
times it seems to me it doesn’t oceur because some-
body simply is left out in the process. He is not even
taken into account when the discussions oceur,

It is very important that we learn this lesson:
that both in the goals and in the processes of
reaching the goals we must begin to cooperate.

We have talked a lot about negotiation and
the ethical aspects of negotiation. After all, isn’t
that ultimate]y the motif of our democratic society?
Nobody gets exactly what he wants in a democratic
society, and he shouldr’t. On the other hand,
everybody should have some say in determining




what is ultimately obtained. So I would have to
agree with you fully that it is about time that we
started talking to one another.

Mr. Hirt: I agree with you. Often we have so
many institutions that do not share the same com-
munity objectives. You can announce your plans,
and they will use your plans, and do well on them.

MeMmBER: That is happening all the time.

Mr. Hizr: It is a very difficult competitive
situation.

CHAIRMAN May: Now you have raised some
questions in my mind. One of them is, whose job
is it to determine what is pertinent and what is rele-
vant? The original question dealt with the pertinent
and relevant views. The conclusion was that as long
as everybody has been involved—not the “every-
body” who would be interested in being involved,
but the “everybody” that someone chooses to have
involved—the decision process was ethical. The
other question is: Is the democratic process really
a surrogate for ethical decision making?

Mr. Duce: That is a difficalt question since
one doesn’t determine either truth or goodness by
the counting of noses. On the other hand, it seems
to me that important in the democratic process is
the discussion that goes on before you count noses.
Obviously, most of the decisions are made in our
institutions in terms of majority opinion. I don’t
necessarily mean just numerical majority, but in
terms of a persuasive majority, which is sometimes
a numerical minority. But this is, after all, a charac-
teristic of the democratic process.

What T was really trying to say before was that
the discussion is just as important as the voting.

I don’t think that the democratic process in its
formal aspects is a surrogate for ethical judgments.
I think ethical judgments come from within the
individual, first of all, and secondly, from the so-
ciety which has accepted these and made them part
of its culture. On the other hand, there is a constant
interplay between individuals and society in a demo-
cratic society. Consequently, the judgments of both
change and are mutually influenced.

I would want to say that any ethical standards
that are accepted without careful thought by the
great majority of the people are not truly ethical
standards. They are some kind of habitual rules that
nobody knows why you obey. To me that is not
ethical. Titus in one of his books suggests that there
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are three kinds of morality: habitual morality, legal
morality, and finally ethical morality. Ethical mo-
rality is ultimately decided by people who have
thought very seriously and who have conferred
about these things and don’t just accept either the
legal expression of habitual authority or habitual
authority itself.

MeMBER: We have had some discussion which
indicates that in the approach to any of these situa-
tions, we ought to involve everybody. We have
extrapolated that to hospitals, relating to hospitals
in a given area. Indeed, we ought to have joint
discussions and look at the developments and so
forth together. If, in fact, we had done this, we
might not have as much heavy hand of government
as we have,

I would like to have examined for a minute
the ethics and morality of government because if
we don’t get together and talk, the government’s
heavy hand is going to push or legislate us in that
direction. On the other hand, there are areas where
the government prefers that we not cooperate and
may fault us because we have set the salaries we
will pay nurses, interns, physicians, maids and
housekeepers or set up some other kinds of con-
ditions which are totally inappropriate in terms of
government views.

Now it seems to me that in some sense we have
to find a middle place. We are kind of like a
Ping-pong ball between the two patterns waiting for
a resolution of our relationship with government.
Ethics and morality, I think, have a sizable part
to play in it.

CHAIRMAN May: I agree. Perhaps without real-
izing it, we have slipped into a kind of a situational
ethics approach. We have applied a test which said
that if the right people are involved and the out-
come is satisfactory, it is ethical.

In that context, the government is an exogenous
factor. It simply stands outside and ratifies or re-
jects the outcome. So perhaps we ought to start
from your point and ask some of the panelists to
look at the question: Does government, indeed,
determine ethics, or does government respond to
them? How does it fit in?

MRe. GoLpman: Most of the effort T have put into
the health field and the health planning field has

been put there because I helieve a community can
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and should make the decisions of good and bad,
and right and wrong, and practical and impractical,
on its own level better than anybody from out-
side could, and I see the encroachment of govern-
ment into the health field for two reasons. One,
the default at the community level of doing the
planning and looking ahead that has been neces-
sary, and certainly very inadequately approaching
any effort to produce a system in the interest of the
patients. Second, simply because some of the prob-
lems became so widespread and so great that no one
local community could solve it.

I don’t think that any community, for example,
is going to be able to solve its health manpower
problem as a local community. This is one where
you don’t_have the capability. 1 still believe that
most of the problems we are talking about here
can be met on a local level by the community, by
the hospitals in their respective areas.

I think we need a great deal more communication
throughout the community and among the insti-
tutions to arrive at a basis for individual decisions
and to lay out the parameters of concern at each
level, Health planning might not have worked well
in some areas. I think it made things considerably
better than they would have been in its absence,
I have hopes there will be enough acceptance of the
new provisions of the National Health PIanning and
Resource Development Act to produce cooperation
and permit the decisions to continue to be made
on as local a Jevel as possible.

MEMBER: Do you think government is going to
let the new system last long enough to get the
system working before they change it again.

Dr. GoLoman: I think it will need to produce
some results. All of us here and all the people con-
cerned in the operation of any medical institution
are going to he part of the basis for making the
decision. Comprehensive health planning worked
very well in a minority of states. It didn’t work
at all in a substantia] number, and it was inadequate
in others. I think it was given a fair chanece nation-
ally. If enough of the local communities had done
their jobs, it might have saved some of our deci-
sions for us,

Mz. Duce: I would like to comment with regard
lo a statement you made, Joel, that we were moving
toward a situational ethnic, and to some extent
I would agree with that. Interestingly enough, a
most famous author in situation ethics, Fletcher,
makes the statement that the decisions are not made
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purely in terms of the situation. You may remember
he had the law of love as a general principle
which should guide, to some degree, persons in a
siluation.

Now I don’t like to repeat myself, but there is
one thing that I feel very strongly about. It is this.
As T said this morning, you can’t say there are no
absolutes. That statement in itself is self-contra-
dictory. I believe there are absolutes, Some things
are absqutely right and some things are absoiutely
wrong, but the one thing that I have learned (and
I think all of us need to learn it) is that I am not
absolute, and my judgment of what is right and
what is wrong is going, to some degree, to be rel-
ative—relative to my experience, relative to the
cultural ethics or interpretations of the absolute that
through my training and my experience 1 have
come to. So what I am really saying here is that
deep within us we have a consciousness that some
things are right and some things are wrong. This is
always the case, but when it comes lo specifying
what they are in particular situations, then my own
relativity comes into play.

MEMBER: I have two comments that really lead
to a question. One comment is out of every ap-
proximately 185 people here, only 6 come from
institutions which are governmental in their source
of sponsoring which seems kind of peculiar since
those are the kind of problems I deal with being
at a state institution. The question has been raised
about the role of government in terms of aﬁecting
private institutions, whereas government doesn’t
do it at the secondary level. It is a direct level
upon directly sponsored institutions.

It is very hard to define what the ethics of a
particular legislative constituency is whether at the
state level, county level, or municipal level. Often,
you come to a situation where the administrator
is forced to make an ethical decision in regards to
not making a decision. In other words, the person
“cops out” on making the decision to say, “Let it
be defined by the governmental sponsoring group.”
I am wondering if you might have some obser-
vations on that. Also, how would this relate to
situations where you have individuals who haven’t
decided what it is they are willing to die for, not
in the sense of physical death, but mental, func-
tional, or spiritual death, because of not being able
to stand up and say, “This is what I beljeve.”

CHAIRMAN MAY: You would include professional
death in that, I presume?

MEMBER: Right.



Mr. Duce: I would like to deal with the first
part of his question. As some of you know, I have
been connected with an educational institute for
Federal Health Care Executives. In June T will par-
ticipate in it as a faculty member for my 38th
time, and on July 1 will become the director of that
Interagency Institute for Federal Health Care Ex-
ecutives.

I have discovered in meeting with those men that
in spite of the fact that many of the decisions
which govern their activity as managers are made
in Washingtgn or in a regional office, they are
still concerned with the same problems that we have
been talking about all day. In fact, the same kinds
of questions come up at every one of these insti-
tutes, because after all, these are human beings
who have to make decisions within certain confines.
I think 1 would have to say that the rest of the
administrators in private situations are also within
confines, some of which are made by the same
government that makes the decisions for the Federal
Hospitals in the Army, the Navy, the Air Force,
the VA and the Public Health Service.

What T am really trying to say is that govern-
ment does not determine our ethics, Governmental
agencies are just as thoroughly involved in ethical
situations, which, in a sense, come from beyond
them or come from thejr human nature rather than
their governmental nature,

MEeMBER: I wish to direct a dismal observation
to Leonard Duce. For many years now we have
been told that if the community and the voluntary
sector do not solve whatever problems we need to
solve in the health field, government will enter in,
I will assert that there are no politically acceptable
performance standards for the voluntary sector to
hook itself onto because it is never good enough.
Sinee it is never good enough, then we are bound
to fail. The last resort is the government, and then
there is no place to go. We live with that constantly.

Mr. Duck: The only thing I can say really is
that 1 am in full agreement; but from that doesn’t
there arise a sort of ethical judgment upon the veol-
untary system? Why have we never set up stan-
dards? Why haven’t we been able to get some?
Simply because of the nature of the system, that
standards are very difficult to agree on. It is the
very nature of the ethical situations of the human
being that ethical standards are very difficult to
agree on.

Let me give you an example. ] suppose nearly
all of us would subscribe to the Ten Command-
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ments. How many interpretations of the Command-
ment “Thou Shalt not Kill,” have there been? Even
Hitler subseribed to this, but what he said was,
“Thou Shalt Not Kill An Aryan.” You could kill
a non-Aryan anytime you wanted,

The Parcaes went very muck further than that,
and they accepted “Thou Shalt Not Kill,” but they
said, “Thou Shalt Not Kill Anything.” You mustn’t
step on a bug. What I am really saying is that I
am not sure that we have been concerned about
formulating these standards as we should have been.
We may have for our own individual institutions.
This is why I use the term “nonsystem” in the
health care field.

Incidentally, it is only recently that we have
attempted to do it in education, and we haven’t
succeeded to do it too well there, but we have gone

further, T think, in education than we have in the
health field.

MRr. Hrrr: I would Lke to reply to the “dismal
observation.” I think the speaker is more than right.

For example, take the Joint Commission on Ac-
creditation. It is purely a voluntary effort, spon-
taneous from the medical community, existing long
before government considered it to he anything
like their role. But at the present time, the Joint
Commission is being harassed by government be-
cause it doesn’t meet some standards that some
people think are high encugh, and as a consequence,
they are using an inspection technique that no one
can afford to use in proving that the Joint Com-
mission is negligent. I think that that is part of the
process that we are up against in the review or
evaluation of the voluntary system.

I don’t think the word “nonsystem” is all de-
rogatory. A lot of good things occur that don’t
come out of systems. As a matter of fact, the system
has a great many things that it perpetuates, things
that are bad as well as those that are good. Govern-
ment will not necessarily add an ethical element or
an effectiveness element in everything it does, by
any means, although it undoubtedfy will do some
good. If it does enough, after all, it will inevitably
not do it all wrong.

CHAIRMAN May: If the decision to take the
health care system from the voluntary sector and
place it in the public sector is based on judgments
that the voluntary sector is inefficient in conducting
the system or inadequate in conducting the system,
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then I don’t think it has anything to do with ethies.
But if the decision is based on a judgment that the
voluntary system has acted in interests other than
those of the general public, and therefore, govern-
ment is defining it as being unethical, then I
think it is a terribly relevant point. Which do you
think the main reason is?

MeMBER: Well, | suppose the main reason is
because it’s inequitable. But every system is in-
equitable in various degrees and by definition, the
voluntary system is more inequitable than the gov-
ernmental system. Also, we are going into a cost
crunch. So we want to sit on the system by going
governmental.

I can’t conceive of any particular performance
standards which could be set up and which the body
politic would accept. Therefore, we g0 government.
Given certain crises, we go government further and
further unti} there is no place to go. Then we live
with it in that particular framework.

MEMBER: I'd like to raise a question, perhaps
more in the management context than in an ethics
context. Does the end justify the means? In terms
of the ethical decision making, may we huart some-
one slightly, in a word, to accomplish an end which
represents a greater good? From the ethics stand-
point, may you hurt somebody and do it legiti-
mately if in the end a greater good is accomplished?

Dr. TarrLov: 1 think it is a quantitative ques-
tion. If your responses are limited by your re-
sources, then I would answer yes. By my standards
of ethics that would he justified, But if you have
the capability to do both, then I think that the ethi-
cal question is a little bit stickier.

MeMBER: I am assuming from a practical stand-
point that we don’t have al] the resources available.
Keeping a scarce physician on our staff, for exam-
ple, may be an extremely desirable goal for our
community. But in the Process we may intention-
ally hurt another physician or another department
by taking money away from them which they could
very legitimate]y use and give it to this physician
in order to retain him on the staff.

Dr. Ducg: I have always thought that the system
of ethics which said that the end justifies the means
is an oversimplification. I think the reverse would
be equally true, that the means justify the end.
John Dewey (with whom I haven’t agreed too much)
did say that means and ends were, shall we say,
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an indivisible continuum. Where do the means stop
and the ends begin, and vice versa?

I don’t know. I don’t know enough about the
law of causality really to be able to say. There-
fore, I think that you have to examine both the
means and the end in terms of what other standards
you have,

To me, ethics has 1o include both levels of in-
vestigation to be ethics at all. What ] am really
saying is that you have to ask what the unintended
consequences of these means might be (in addition
to the end you have in mind). What will these par-
ticular ends do to the means that you may have
in mind to use to accomplish other ends?

It is a much more complicated process than the
simple formula of the end justifies the means, or
vice versa.

Anything you and I do has side effects, no
matter how good the intention might bhe. Some of
those side effects are likely to be negative. That is
our finite human situation. 1 hate to admit it, buat
I think it is true.

MEMBER: How does a board of trustees, a doctor
hiring a resident, an administrator hiring a staff,
get at what appears to bhe a very critical issue of
hiring somebody with a proper set of priorities,
values, integrity, principles, ethics, morals, what-
ever we have called them today? I think we are
talking about people, and I am not sure if anybody
knows how to go about it.

MR. GoLpMAN: I am not sure I do either. I
suspect that first the person doing the hiring has to
have some of those qualities himself. I think he has
to know what he is looking for. He has to have
formulated the qualifications of the person whom
he intends to hire. He has to exercise his own
judgment in setting up those qualifications. If he
has not considered the matter, if he does not have
some of these qualities himself, then there s no
reason to expect him to apply them elsewhere.

There is a certain amount of self-interest in this.
If he has set up the criteria correctly, his choice
will result in his own benefit, so that there is some
motivation for any individual to select the “right”
person for the job.

Mg. HiTr: You have to go from there to the
reality that you might make a mistake in judgment,
and you have to avoid, I think, putting the person
in a critical position. That is, where you can’t
pull him back if he gets into difficulty at the very
beginning. Test him as you test people for other



characteristics, and if over a period of time he
passes the test, then’ you count yourself fortunata.
If he doesn’t, then you have to take whatever action
is appropriate. If you find you have a person
whose standards won’t support the level that you
feel is essential, then you have to treat that as any
other lack of qualification for the job.

MEMBER: Would you send the candidate to ap
industrial psychologist and take his evaluation?

MR. HiTT: [ never have done it. I don’t know.
That might be a reliable method, but T never have
been totally convinced that that is it.

Dr. TarLov: I would like to respond to that.
In the recruitment process, through letters of rec-
ommendation and talking to friends, reviewing the
record, etc., one, comes to a pretty fair knowledge
of the individual and his capabilities, his back-
ground and the way he thinks. However, you take
an individual and you put him in hospital ad-
ministration today, or into internship or residency,
or on your faculty. You are putting him in one of
the most stressful positions in American occupa-
tional Jife today. It will only be a very short period
before characterological disorders become manifest,
and I think that that is a fundamental problem.

That is to say, I don’t think the problem is in se-
lecting the people. 1 think the problem is in what
happens to them when they get into the position, and
I think, for example, that most hospitals that T am
familiar with are underadministered, There just are
not enough people to do the job. I agree entirely
with David Hitt that the hospital administration has
got to have more staff. People cannot be spread as
thin as they are in order to give us the best service,
and I think that we have got to pay much more

attention to that aspect of the life and the work
itself,

MemBER: Several of the questions, it seems to
me, have revolved around a very important point.
A lot of the discussion today has been about the
administrators and managers looking within them-
selves and trying to establish the effects that an
ethical framework has on their own decision making.
Some of the more recent questions have stepped
out of that framework and said, “At what point
should we as managers or as people individually
stand up, and I guess preach our own ethical system
as the one that is applicable for a given siluation
or one that is applicable for problems that are found
in our community.”
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I think an important fact about government is
that they impose their own ethical system, and we
cringe because they make ethical decisions. One of
the reasons that the voluntary system may not be as
efficient in people’s eyes as the government is be-
cause we really can’t decide on an ethical framework
in which to make decisions,

I would like to get the reaction of the panel to the
question of when we as administrators have the

responsibility to say, “This is the way it should be
done”?

Dr. TaArRLOV: One standard, already established,
has to do with the discontent of the American peo-
ple with the health plan, with the health system or
nonsystem. I think that principal discontent revolves
around lack of access to care. When care is avail-
able, I think they are discontented about the im-
personal nature of it. I think that those are two
standards that are easily measured, and as an indi-
vidual hospital administrator or as g member of
the board of trustees of the hospital, it would seem
to me that a regional look at access is one standard
that you can set in your own area that I think the
health planners at the federal level would listen to.

Mr. GoLpman: I would suggest that the respon-
sibility of your administrator to emphasize his own
ethical beliefs and opinions based on his knowl-
edge are on two levels, In the area of his direct job
responsibility, he should exercise it and show his
personal strength and make his decisions, With his
knowledge he has an educated, informed opinion,
and therefore, possibly a more justified ethical po-
sition in areas beyond his own field.

I suggest that he ought to keep those separate.
He can have a considerable influence outside of his
own Institution and in the general community in
effecting ethical judgments as an individual; but I
think there is a limit for us administrators, phy-
sicians or trustees in how much of the burden of
decision we should carry and how far in our official
capacities we should altempt to impose ethical
judgments,

[ don’t know whether this makes it easier for you
or not, but there are many times when [ have to
decide these questions at the hospital board meet-
ing.

I might he quite vigorous as an individual in
pressing my point, but the first judgment has to
deal with the limits of my area of responsibility.
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Beyond those limits we have prestige as individuals,
but neither power nor authority,

Dr. Tarrov: In exercising your judgment, do
you consider the needs of the region or of your
hospital and the patrons of the hospital? If you
are considering the needs of the region, are you
talking to the other hoards of the hospitals in that
region?

MRr. GoLpmMaN: In the areas that affect the
operation of the hospital or in which the hospital
can operate, I try to make clear that you should
talk as widely as possible with the other hospitals

--"""
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and probably with other health care institutions or
services including the general medical community,
the other health community and the region. I
strongly believe that the hospital cannot operate
as an island, that its decisions must be based on
judgments made on knowledge from the entire com-
munity. Otherwise, it will duplicate and may there-
fore operate inefficiently. It will compete in areas
where competition is impractical, and the worst
thing is that it won’t even know what it is doing.
In other areas of human and institutional behavior,
this is called enlightened self-interest. In terms of
the motivation for helping keep the institution alive,
this is a broader judgment.
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PANEL DISCUSSION
J. JoEL May, Moderator

Reactor Panel:

Evrriort RoBERTS, Chief Executive Officer and Commissioner. Detroir General Hospital, Commission

on Health and Hospitals.

Obix W. Anpersow, Pu.D., Director, Center

of Chicago.

for Health Administration Studies, University

SISTER GRACE MARIE, Administrator, Good Samaritan Hospital, Cincinnati, Ohio.

Paur R. Torrens, M.D., Director, Program in Hospital Administration, University of California—

Los Angeles.

Jan Howaro, Pu.D., Health Services Research

California.

CHAIRMAN May: Next on our agenda is a reactor
panel—a group of people who, by virtue of their
specific interests or competencies, were invited to
come and listen to the discussion, provide their
response to that discussion and then field questions
from each other and from the audience.

Immediately on my left is Elliott Roberts. Elliott

is Chief Executive Officer of Detroit General Hos-
pital and a Commissioner of Health and Hospitals
in Detroit.

To his left, Odin Anderson, Director of the
Center for Health Administration Studies. I said
during my introductory remarks yesterday there
would be sociologists on this Panel. I am not sure
that Odin really is still a .sociologist. His recent
book, Health Care: Can There Be Lquity, was re-
viewed very favorably in a number of places. One
of the reviewers said that he was a political scien-
tist and one of the reviewers said that he was a
sociologist.

Sister Grace Marie is on Odin’s left. Sister Grace
is the Administrator of the Good Samaritan Hos-
pital in Cincinnati and Chairman of the Board of
the Catholic Hospital Association.

To her left, Paul Torrens, Director of the Pro-
gram in Hospital Administration at the University
of California—Los Angeles.

And on the far left, Dr. Jan Howard who is with
the Health Services Research Unit, the University
of California~San Francisco, a sociologist who has
looked into some of these questions,

Unit, University of California, San Francisco,

MR. ELriorT RoBERTS: I guess it would be fair
to say that in accepting the invitation to be on the
panel, I did this without a full awareness as to
what I had committed myself to. Right up to the
end, | thought perhaps 1 might have a paper to
glance over and something to help me to be certain
that I had captured all that was of essence in order
to be able to respond intelligently today. That
didn’t happen. Therefore, I thumbed back through
my sketchy notes and wracked my brain to see just
what, in fact, would be meaningful by way of a re-
sponse that would spark some interest and hope-
fully allow for the kind of discussion that we are
looking for this morning.

Let me say first of all, that as I looked over
the program, 1 did not get the impression that we
were going to be speaking about the pure concept
of ethics. Other than the presentation by Dr. Duce,
the program has dealt strictly with the aspects of
ethical implications for the management process.
From my own perspective I had to think of this
in terms of the things that 1 do on a day~to-day
basis.

I have to admit that I have not considered myself
a philosopher. I have been trained in the art of ad-
ministration. | feel 1 carry out that process accord-
ing to my own design and have not in the past,
at least prior to this meeting, given consideration
to reflecting on the ethical implications of the
things which I do.

I think that that which I heard will cause me
to think about what I have been doing, and the
manner in which [ tend to arrive at decisions, I
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would aiso Iike to think the boards of trustees, in
their own wisdom in an attempt to make the insti-
tution whole, in an allempt to continue (o provide
a wide range of health care services, have in their
own ingenious ways taken advaniage of some pa-
tients in order to subsidize other services, The
underl}'ing question is: How much can you reduce
that subsidization without losing something in the
process?

Prior to this session, I don’t believe that I con-
sciously thought about decisions that I had been
making on a day-to-day basis in terms of the impli-
cation of ethics. Having been exposed 1o this pro-
gram, I am not certain that [ want to really face
the question of whether there have been ethical
implicatiofis in some of those decisions, On the
other hand, I recognize that once I have been ex-
posed, then I can’t hide. I see the need to look at
personal ethics as it relates to institutional ethies,

Once we become adults, we do have a hasic set
of beliefs against which we test principles or de-
cisions. This was my point when 1 said that to the
degree that you recognize yoursel, you really don’t
have a problem in the decisions you make, no
matter how wrong they might seem to others. The
fact is that on a daywto-day basis, the decisions are
s0 intertwined with so many other factors, and
they come at such a rapid pace, that you make
the decisions based on your own individual being.
Thus, to the degree that you are strong within your-
self, I don’t think you have the real problem of
worrying about a wrong decision or whether it was
ethically or morally wrong. Rather you go ahead
and compensate, if you will, at the next turn of
the road because there is another decision comin
right behind it. Still, there are major institutional
decisions that are the real problems. They aren’t
in the majority, and I think to the degree they
aren’t it helps to keep you rolling, if you will.

One thing that I look at, as it relates to the
issue that is being raised, is the isolation of an
area or an activity and how any change in that
will impact the total organization. I think that is
where the crux of the matter lies. In other words,
the institution has 1o remain whole.

I don’t know whether we look at the specifics or
at the principles per se. I wouldn’t have a prob-
lem with charging for a specific item so long as
that ratio of profit, if you will, does not reflect
itself in the total departmental operation, wherein
you then find that department operating at 600%
above cost is really supporting two, three or four
other departments. Yet | have no idea what the per-
centage of, say, the pharmacy operation is; but
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let’s bring it back down to g more appropriate
and/or realistic margin, To what degree does that
throw that hospital into deficit? And if that, in
fact, happens, who is going to pick up the tab?
This is the thing that I think impinges on the
operation of our institutions today as various ex-
ternal factors see fit to become a part of some of
the management decisions. The administrator must
be sufﬁcienﬂy strong in his own being to not
be ruffled, if you will, by the thought that he has
made a decision that may have hurt someone on
one side or given someone else an overt advantage
on the other side.

I think that, in the hectic course of a day in the
life of an average administrator, you do perforce
tend to rely heavily on the input from your staff
in terms of helping you to make a decision, and I
am certain there are times when snap decisions are
made. I am certain that as you reflect you will find
that something could have been and probably should
have been done another way. But one of the things
that I recall in my early days in training was that
the administrator is judged on the basis of the
number of right decisions he makes. I think that
we recognize that we are, as has been said, finite
individuals, in other words, not perfect. 1 also
think we take ourselves to task, more than others,
for our “failure,” as decision-makers. Also, 1 think
you can measure whether you have made the cor-
rect decision or not by how long you stay where
you are.

This provides, 1 think, a measure of the degree
that ethics have been involved in the making of
that decision. You as an individual make certain
that hopefully the greatest good has been done for
the greatest number, When it was not, you hope the
good which was done was the preatest good even
though it didn’t serve the greatest number. If this
is true, I think that you can be satisfied, This then
in the long run is really where it is at anyway.

You have to take yourself to task, If you go back
and think in terms of the acts of Socrates, he was
not concerned with what the greatest number
thought of him. He first had to live with himself,
and [ think that is what ethics is all about. If
you can live with yourself, then you can live with
the criticisms of others. I think if you keep in mind
the ethical implications in the management process
as it relates to what you do on a day-to-day basis,
you will go a long way.,

Dr. Opiv W. ANDERsON: It will be recalled that
the title of this Symposium is “The Ethical Issues
in Health Care Management.” Since the symposia



are designed mainly for health service managers,
it helps me considerably—and [ hope the audience
—to be quite specific to the ethical problems of the
manager. It helps me to be more concrete than if T
paid equal attention to all the interest groups with
which the manager must interact, as outlined b
Callehan and Duce, and whose rights and obliga-
tions the manager must take into account to be
an effective manager. The manner or style, as Duce
put it, with which the manager negotiates (as Cal-
lahan put it) with the various relevant interest
groups has a great bearing on the ethical issues
that flow from this style.

It would seem that in the “good old days” the
manager and the hospital and those associated
with them were autonomous enough and the influ-
ences impinging on them sufﬁciently manageable
so that the manager could function on ethical prin-
ciples that were literally taught at the mother’s
knee, There were a great number of internalized
norms giving a great deal of autonomy to the man-
ager and the hospital. The primary loyalty was to
the integrity of the hospital and to the integrity
of the manager. By integrity in this context I mean
a situation in which there was a great deal of dis-
cretionary room to maneuver in a local situation
and maintain one’s identity. The highest duty of the
manager was to maintain and continue to push for
the best hospital (in terms of both quality and
quantity) with whatever resources he could muster
and, hopefully, enhance his managerial status in
the process. The context was an ethies of expansion,
i.e., more for everybody,

The essence of the moral problem as presented
by Callahan is how the manager balances all the
interests—trustees, professional groups, custodial
staff, and patients, Obligations to laws and regula-
tions were a minor problem because they were rela-
tively simple. These regulations assumed that men
were likely to act morally in a climate of enlight-
ened self-interest in an expanding economy.

Now, I believe the essence of the current ethi-
cal problem facing the manager is that he and his
hospital are losing their autonomy, and in turn,
can easily be defined as losing their integrity as
functioning entities. Ethical and moral issues are
actually being settled at higher and higher levels
of authority and lost in larger and larger imper-
sonal bureaucratic structures. As a result personal
responsibility is becoming increasingly difficult to
pinpoint. Once personal responsibility is lost in the
maw of complicated structures and regulatigns, the
manager can say that his actions are determined or,
at least, constrained by higher decision-making
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levels. The ethics of adjusting to compliance and
contraction replace the ethics which were expres-
sions of a period of expansion. He has lost his
autenomy and if you lose your autonomy—or if
the nature of your autonomy is not redefined—the
whole system becomes unresponsive to profound
ethical issues because the manager finds no hook
on which to hang his integrity.

I come then to the conclusion that the highest
current duty of the manager is to continue to strug-
gle for the integrity of his position and his insti-
tution until he meets an irresistible force and then
he relies on situational ethics to plan his next
course of action. This would be the “realistic” style
of managing as described by Duce. And it seems
to me the “realistic” style is a natural adaptation to
Amerizan ethical and religious diversity. It com-
bines structure and process. There is a wider range
of ethical options. It is much easier to be ethical
in Sweden, because the concensus on ethical and
moral behavior is narrower. It helps that they are
all Swedes and all nominal Lutherans, There are
very few “strangers” in Sweden, and therefore, less
competitive and more cooperative plans flow quite
effortlessly from the value structure of the society.
A case in point is the Swedish official discomfiture
with the three thousand or so gypsies who clutter-up
the tidy social and political system, by not con-
forming to welfare state regulations. There are
many “strangers” in this country including some-
times the impersonal federal government impinging
on local autonomy.

It is an unworkable recommendation to managers
and hospitals that they decide between themselves
in what areas they should compete and in what
areas they should cooperate. Rather, in both pro-
cesses of competition and cooperation will be
merged into a constantly negotiating and bargain-
ing stance to maintain the best hospital in the area
in the face of increasing constraints in order to
share scarce resources. If this can continue, it will
be an ethically and morally challenging environ-
ment—the manager is working for the integrity
of his institution and himself in an atmosphere of
candid self-interest. If the system becomes tighter
and more and more decisions are relegated “up-
stairs™ the manager and hospital can then shunt off
responsibility to those “upstairs.” Discretionary and
personally responsible behavior, the essence of a
meaningful ethical system, will be considerably re-
duced,
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SRr. GRACE MARIE: While [ agree with everything
that was said, I think I also have a couple of points
that are important, mayhe, that we stress.

Maybe Dr. Anderson would put me in a class
with the “homogeneous” Swedes. I am a Catholic.
I already have a code, So it may be it makes it
a little tidier, but maybe it makes it a little harder.
I do think that whatever code we have, whatever
our ethical beliefs or whatever our own conscience
as the chiefl executive officer happens to be, our
kind of philosophy had better be preity widely
spread through our organization. That is, I tend to
think that everybody working for you had better
know what that thinking is.

I thigk it is terribly important that the Board
of Trustees set up some kind of a code, as Mr.
Goldman suggested, or some kind of a philosophy,
which can then bhe spread throughout the organi-
zation, and I think decisions can be made much
more easily from that.

Now I don’t mean to oversimplify. I think there
are a lot of crisis situations that require different
kinds of decisions. Most of the questions—the im-
portant operating questions——which can and should
be asked can’t be answered easily because they deal
with specifics and the answers depend on whatever
the philosophy of the institution is or the ethics of
that chief executive officer or board. Questions like:
Do you cooperate, or do you take the lead? Do
you buy every piece of equipment coming down
the pike? Do you start a new program, or don’t you?
The answers depend upon what happens to be the
code of that particular place.

I think a chief executive officer can probably
promulgate that code in one of two ways: either
having it part of an education program, so that
all of the assistants and everybody aboard knows
what it is; or you can simply do it by your own
behavior, by your own decisionmmaking process, by
your example.

I take a little exception, I think, to the people
who said we need larger management staff, so as to
relieve the pressure on us and give us more time
to think.

I think your conscience and your ethical behav-
ior are formed through your life, and I don’t know
that busyness necessarily keeps you from thinkin
about your philosophy of life or your style of ad-
ministration.

I believe that you could have all the assistance
in the world and not really come up with a very
ethical situation.

Another danger is that all of you will begin
thinking alike and that the addition of levels of

:
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management will simply begin to shield the ex-
ecutive {rom “unpleasant” but important facts. [
think if everybody aboard shields the chief ex-
ecutive officer from the things he ought to know or
he ought to be hearing in regard to any given
situation, the wrong decision might be made.

I have a favorite saying to my own assistants, “If
all of us think the same thing, somebody can go.”
That doesn’t mean we ought not all have the same
principles, but I don’t want to be shielded from
what they are thinking about the decisions 1 am
making.

I don’t want to be kept from the kind of input
that they ought to bhe making on a particular de-
cision.

We have recently, in Cincinnati, come up with
a joint venture on a limited care hemodialysis
program because of the planning group. Somebody
outside the hospital made the decision that there
would be only one, and we have a statement in
our organization philosophy that says we will only
take on new things provided they are needed in the
community and if somebody else in the community
can’t do it better. Armed with that, the people
who work for me went to work to see who could
do it better, We concluded that another hospital
in town could do it at least as well and had more
direct access to the resources needed for start-up,
So we have a joint effort, but it was based on a
statement of philosophy that was pretty clear in our
organization and I am sure was equally as clear
in the other.

In a different vein, I think we have brushed
a little lightly some of the conflicts of conscience
that we are going to have in the future. I believe
Dr. Anderson touched on that when he said that
fewer and fewer people are making decisions, I
couldn’t help but wonder what do we do with our
conscience in this situation. I am not one that
believes you can kill it, 1 think you can send it
underground, but I think it will give you a lot of
trouble, if you do. With a lot of outside influences,
it seems to me that we are going to have a lot more
conflicts, and we had better know ourselves pretty
well and know what we can do with them,

I am at the age where I don’t think it is going
to come before I can retire, but I think other people
had better give some thought to the kind of con-
sciences they are forming and to some of the things
that are going to be facing us,

I think another thing that is coming down the
road very fast is a still further increase in the ter-
ribly expensive kinds of procedures we are doing,
Do we offer these things because the public wants



them or the public is demanding them? Is that
meeting their needs, or do we tell them what they
need? Who can have them and who can’t? I think
these questions and others will definitely pose
serious ethical questions.

I noticed, and you probably did, too, in the
Wall Street Journal some time ago—a story of the
United Brands chief executive committing suicide.
I don’t usually read the suicide column but I read
that one because the heading was: Did Eli Black
Commit Suicide Because He Was Living in Two
Worlds? Some of the issues raised were: Was he
in conflict With his conscience? Can you run a busi-
ness and still maintain a social conscience? I read
on further, and one of his closest friends said that
he always seemed to be measuring his conduct with
standards that were not the same as other people’s,

I think we have to be realistic about ywhat our
standards are g’bing to be. I think we can. I am opti-
mistic about it, but I think we do have to start
giving it some thought, and it’s institutes just such
as this that will do that.

Dr. PauL R. TorrENS: Whenever 1 go to a meet-
ing, I try to take notes of the stories as well as
everything else, and I notice that we haven’t had
very many stories hecause we have been thinking so
seriously.

I would like to begin my remarks with a story
which, 1 believe, has direct application.

It’s about a young girl from a small town
going to Europe for the first time on a ship. She
keeps a diary.

The entry for the first day reads: “Dear Diary:
I came on the boat, and everybody is wonderful
and friendly. It looks as if it's going to be a wonder-
ful trip. Everybody is so attentive to me. Even the
Captain has asked me to have dinner in his cabin
with him tomorrow night.”

The next day’s entry reads: “Dear Diary: [t has
been a wonderful day. The trip is going fine. I had
dinner with the Captain in his cabin, and he made
some improper advances to me which have shocked
me, but he says if [ don’t submit by tomorrow, he
will sink the hoat.”

The third day’s entry reads: “Dear Diary: Today
I saved 1,500 lives.”

Questions of ethics sometimes come down to
something like that. It matters sometimes, whether
it’s the boat that is dependent upon you or just
you yourself.

I came today because I have a specific problem
that I have heen wrestling with, and I would like to
share that one with you for just a few minutes.
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We carried out a study in California of what
hospitals were charging for drugs to patients. We
tried to find out how much are patients being
charged, and how hospitals come up with charges
for drugs.

We found some interesting results, ‘The most im-
portant was that there is a 600 percent variation
in what different hospitals charge for exactly the
same drug, for exactly the same dosage. There is
no relationship between charges and actual cost
for providing that service, no relationship between
charges and the numbers of money-losing services
elsewhere in the hospital.

Hospital charges were 30 to 70 percent higher
than the charges for the same drug in community
pharmacies, so that literally if patients could get up
out of bed and walk across the street, they could
get it for less—much, much less.

Hospital pharmacists don’t unilaterally set prices
for their services. The administrators do, or the
business offices do, so that the professionals who
provide the service don’t control the cost for their
service. Most upsetting of all, individual adminis-
trators and official hospital associations have not
been interested in looking at this problem and
talking about it openly, and in fact, have been
most anxious to see the results of our particular
effort go away.

I can’t blame them in some ways, but even in
private, they are unwilling to say that there may
be something in their own institutions that we, as
an association, should look at.

The ethical issue that is involved is: How does
one set prices for services? How much can one
shift financial burden from one group of patients
to another without that second group of patients
knowing that they are having the financial burden
shifting to them without their compliance? Which
comes first, the interests of the individual or the
interests of the institution?

The usual answer to the dilemma that I posed
is that the most mmportant thing is the bottom line
of the earnings report. The hospital has to stay
in existence. That is quite true, -but at some point,
the questions of how much you take advantage of
the patients who are your captives for the con-
tinued existence of your institution, and of how
much control should the manager have over the
professional producing the product arise. How much
responsibility do we have to inform patients of the
charges for items, and how we arrive at charges.

We found, incidentally, in our study that patients
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don’t know what they are paying for specific ser-
vices. They are not presented with an itemized, de-
tailed hill very often. So their ability to make
judgments in their own behalf is very limited,

In reviewing my dilemma and what has been
said so far, I began to see some generalizations
appearing,

First, of all, it seems that there are several dif-
ferent kinds of ethics applicable at different levels
of decision-making. One might be called a social
set of ethics, those that involve social problems of
a broad nature which are basically social judg-
ments. Then possibly a second set of ethics which
involve the institution, a localized situation, within
which a manager makes decisions that affect that
institution primarily, and do not necessarily deal
with the broader social context.

A third is a set of personal decisions that are
personal ethies, individual ethical decisions,

One of the things that struck me is that we often
have had difheulty in determining which level we
are talking about. In fact, there are different kinds
of ethical judgments needed at different times, call-
ing for different rules, calling for different sets of
behavior,

Possibly we might say that social ethics might
very well be determined by what the society itself
and the decision-making system for that society is,
The institutional ethics are, perhaps, the preroga-
tive of the board, of the administrator. Maybe
personal ethics is the concern solely of the individ-
ual who is involved.

Secondly, one of the confusing things is our
inability or unwillingness to develop a definition
of ethics. We have all been talking about ethics,
but I am not sure that we are all talking about
the same thing. We are certainly talking about dif-
ferent ranges of problems, and possibly the defi-
nition that we use is quite diflerent.

Finally, the third thing ' that has struck me is
that if the institution doesn’t have a set objective
as to where it is going, if the institution and the
board of trustees have not stated clearly, “This is
“what we are here to do,” it is then impossible and
impractical and unfair to ask the manager to make
ethical decisions in a confused situation, particu-
larly when he is making decisions on things that
really affect the institution,

In many ways, before a manager can make ethi-
cal decisions of a certain kind, probably the in-
stitutional kind mentioned above, it must be clear
what the institution itself and particularly the Board
accepts as its objectives and as its code of ethics.

Some things are clear cut. The individual man-
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ager must always behave in a certain way in a
personal ethical situation. In an institutional situa-
tion, he may not have any freedom of choice in
that the decisions may be made for him, but what
can be done is to make those decisions easier and
clearer by the institution or organization by say-
ing: This is exactly what we are in business for, and
this is how we will behave.

Now most of you will say, “But we do that
all the time,” but in fact, most institutions do not.
Most institutions have guidelines which are practi-
cally meaningless in terms of action guides except
perhaps when it comes to the expenditure of money.
If the Board doesn’t take a hand in improving
that situation and if they don’t express the ethical
position of the organization clearly, how can the
manager express it clearly? It will he very difficult
for him to make the Board act ethically if they
haven’t chosen to set up a code of ethics of their
own.

In conclusion, it seems to me that while we
are talking about a search for a set of ethics, as if
it were a definite and unambiguous thing, it is obvi-
ous that it is not.

There are certain circumstances when we have
no choice., We must do something. We cannot em-
bezzle, for example. But in most situations the rele-
vant set of ethics is very unclear and will be de-
termined by the situation.

The challenge, then, is to be sure that the situa-
tion is one in which the best ethics are called forth
and used by the manager—a weighty responsibility
and a ringing challenge to him.

Dr. Jan Howarp: Let me comment from a socio-
logical perspective on several issues concerning the
ethics of health-care management.

In the presentations and discussions so far, the
concept of ethics has been vague, connoting sub-
jective states that are difficult or impossible to mea-
sure. I would like to counter argue that much of
what we have been talking about is measurable.
It simply has not been measured. By systematically
observing peoples’ behavior, an objective social
scientist should be able to determine what ethical
premises are actually guiding human action. One
could observe the behavior of administrators of
health care, the behavior of patients, or that of pro-
viders. Such studies could be very helpful in iden-
tifying value priorities and ethical mandates,

We tend to be oblivious to our ethical persua-
sions until we face a conflict of premises or some
barrier to the fulfillment of goals and values. Then
our priorities come to consciousness., If there are



no conflicts, we ean go about our daily business
without recognizing or being aware of the moral
principles guiding our actions.

One way to avoid value conflict is to select work
environments and work constituencies which make
compatible rather than contradictory demands on
behavior. Thus, an experienced administrator will
seek a setting in which the goals of trustees, prac-
titioners, and patients are harmonious and also
compatible with the administrator’s own values.

If you want to escape the moral dilemmas asso-
ciated with serving Medicaid patients or Medicare
patients, or_ the mentally ill or hippies—where
monetary and time constraints can subvert your
ability to provide high-quality care-—you will try to
serve a constituency that pays its own way and
that presents authentic and legitimate “organic”
symptoms In California, practitioners are very cog-
nizant of this .screening process. The majority of
physicians deliberately restrict the number of Medi-
Cal patients they accept.* They then feel comfort.
able with their patient constituencies and can hon-
estly say: “We don’t have any problems with Medi-
Cal patients.”

The avoidance of an ethical issue is itself an
action with moral implications. I think Joel was
alluding to this yesterday when he asked you
to consider what kinds of jssues you would not
address yourselves to as hospital administrators,

Relevant to action and inaction is knowledge
about behavioral and moral options. Thus, the re-
search of social scientists may impinge on ethical
issues in hospital management. Data which suggest
the possibility of alternative courses of action may
be brought to the attention of hospital administra-
tors thereby increasing the probability of ethical
dilemmas. Research findings can disrupt the status
quo by shedding light on the moral consequences
of routine patterns of behavior and bringing these
habits to consciousness, At this point, failure to
adopt an alternative strategy becomes deliberate
rather than inadvertant, and “inaction” can be
judged by the same ethical criteria as actions which
it avoids.

The data on drug costs in different institutions
which Dr. Torrens presented bears on this question
of knowledge and moral options. His research raises
an explicit ethical issue: the fairness of drug prices
in various institutions. Now that this issue has been
brought to consciousness, your failure to study
drug prices in your own hospital would be as much

* Charles Petit, “Anger Over Probe of MediCal,” Sun Fran-
tisco Chronicle {April 2, 1975), p- 10.
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an ethical or unethical act as any effort you might
make to change those prices,

Let me offer a further illustration from m
research on breast cancer. I have been studying
rates of localized and metastatic disease at diag-
nosis for breast cancer patients at various hospitals
in the San Francisco Bay Area. I find great dis-
crepancies in these proportions from hospital to
hospital. They are all community facilities, not
tertiary institutions where referral patterns pro-
foundly influence severity rates.

Two of the private hospitals are ten blocks apart.
In one, the proportion of localized disease at diag-
nosis (lesions localized to the breast) is 68 per-
cent for white women. In the other the comparable
figure is 44 percent. Since breast cancer survival
rates are highly correlated with the extent of dis-
ease al diagnosis, this is clearly a life and death
issue. If we look at the charts of these women we
begin to understand some of the reasons for the
differential proportions.

Most breast cancer lesions are detected by the
women themselves, hut a significant percentage of
tumors are initially discovered by physicians, In
the hospital with the high rate of localized disease,
the majority of lesions detected by physicians were
found during routine physicals or in the follow-up
of fibrocystic disease. At biopsy these were gener-
ally localized malignancies. In the second hospital
most of the physician-detected tumors were discov-
ered in connection with the care of another medical
condition (such as flu) or in connection with the
diagnosis and treatment of remote metastatic dis-
case resulting from an undetected primary in the
breast. This is obviously not preventive medicine,
and the malignancies were generally metastatic,
The women who detected their own lesions had
localized or metastatic rates similar to those of the
physicians in their respective hospitals, which sug-
gests similarities in examination practices.

If we can determine what patient characteristics
are associated with early and late detection, we
might approach the stafls of these hospitals and
make recommendations along the following lines
{T am anticipating our research here):

“If you have adult female patients who are black,
or of low socioeconomic status, or who are in
their thirties, or divorced—take any opportunity
you have to examine their breasts. If they come in
with a cold, the fAlu, or a stomachache, take an
extra few minutes and practice a little preventive
medicine, Otherwise, when they or you finally get
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around to taking a look, it is ]ikely to he too late.”

Assuming we make such a presentation to the
physicians and administrators in these hospitals, we
will be apprising them of the consequences of dif-
ferent medical practices and suggesting courses of
action which might reduce death from breast cancer.
If they then choose to ignore the research data
or to continue existing practices because alterna-
tives would be too costly in time, money, and effort,
they would consciously be opling to follow one
moral course rather than another, In this case, as
in the drug-price situation, knowledge of available
options and their consequences can lead to ethical
dilemmas and expose implicit moral premises,

Remaining aloof from critical serutiny and ig-
norant of "Eonsequences and alternatives can he
a purposeful cop-out to avoid moral dilemmas.
A less obvious escape is to engage in what I call
“rituaiized ethics”—w—going through ethical motions
without paying attention to their substance. In-
formed consent procedures are illustrative. The
usual goal of the process of informed consent is
to obtain the patient’s signature on the consent
form. Of secondary importance to most health pro-
fessionals, it seems, is the patient’s ability to really
comprehend what he or she is consenting to—the
human experiment to be conducted, the surgery
to be performed, or the privileged communication
to be shared with others.

The ethical substance of informed consent is not
a signature on a piece of paper. It consists of
patient comprehension (internalized information)
and voluntary, not coerced, consent. Bradford
Gray’s recent book on human experimentation in
hospital settings™ suggests that a high proportion of
patients who formally agree to participate in these
experiments have little understanding of what is
involved or feel that they have no way of saying

[24 kR
.

no

If we genuinely want to practice the ethics of
informed consent, we must do more than have
human subjects committees forms. We need to learn
whether patients understand these forms and wheth-
er they feel free to turn us down. The ritualized
ethic of obtaining the patient’s signature for its own
sake may disguise and legitimize actions which sub-
vert true informed consent. )

I acknowledge the counter argument that re-
searchers and surgeons are honestly acting in the
best interests of patients and that the real ritual
is having to obtain the patient’s consent at all,
Informed consent does present an ethical dilemma

* Bradford H. Gray, Human Subjects in Medical Experimen-
tation. New York: John Wiley and Sons, 1975.
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if the informative process delers patients from
authorizing helpful procedures. But the fact-is that
very few patients say “no” because the medical
environment and the people in it subtly and un-
subtly pressure them to say “yes” without really
understanding why they ought to do so.

It has been asserted that the Soviet Union pays
attention to health needs rather than health de-
mands. Such an approach has far-reaching ethical
implications. To the extent that the assertion is
correct, that society is essentially saying that patient
needs and patient wants are not universally com-
mensurate: that consumers of care do nol neces
sarily know or seek what is in their own best in-
terests. Furthermore, it suggests that health ad-
ministrators have the legitimate right to decide
whal patients ought to want and how these needs
should be met. Perhaps it also addresses another
ethical dilemma—how to salisfy the needs of pa-
tients and the demands of providers when these are
contradictory. According to this view patient needs
supercede the wishes of health professionals, at
least with regard to locations of practice; but even-
tually most providers learn to like the areas to which
they are assigned.

Americans generally argue that patients and pro-
fessionals should have freedom of choice. If the
constituency of a hospital want 24-hour availability
of care rather than some other service, their wishes
should prevail as long as health workers are willing
to staff the facility, The incentive might be higher
fees for the off-hour services. Suppose, however,
that 24-hour care is not as critical for the health
of that community as a service which the commu-
nity rejected. Do we become elitist and decide
for patients what services they must receive? On
what grounds should we make decisions for other
people? Through effective salesmanship we can
convert “needs” into demands by convincing people
to want what we think they need. Is that more ethi-
cal than superimposing our own values on others?

This introduces the subject of power. Ethies are
not really enforceable without power. We can talk
about constituencies or groups to whom adminis-
trators are responsible, but 1 seriously doubt that
they will be responsible unless these constituencies
exert manifest or latent power. For consumers,
power in a competitive market is the power of
purchase and the ability to go elsewhere. For pro-
viders it is scarce talent and the freedom to practice
or not to practice. For both consumers and pro-
viders power can take the form of legal action to
enforce an ethic. Thus, according to Mr. Goldman
consumers in Kansas City are threatening the tax-
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exempt status of certain hospitals, on the grounds
that they are not providing charitable care.

A few years ago a number of the staff at the
medical center where I work sported giant buttons
with the inscription: “Think Patient,” If you have
to be told to think prtient in an institution that
is four hlocks long and 16 stories high and that is
presumably dedicated to nothing else but patients,
or teaching people how to care for patients—some-
thing must be wrong with the system.

Unless incipient power lurks behind those bu-
tons, they will not change the status quo. More
convincing than buttons is the option of patients to
go elsewhere if they dislike the service they receive.
When MediCal came into being, welfare patients
were given that option. The supply of cases for
students to learn on in ecertain county hospitals
with teaching programs visibly began to dwindle.
And just as visibly administrators began to worry
about the constituency they were losing. They were
foreed to “think patient” by the power of those
patients.

Under some circumstances ideologies can be
strong motivating forces in their own right and
thus a form of power. | have tremendons respect for
certain religious institutions and the people in them
who have dedicated themselves to serving the health
needs of patients abandoned by the larger society
(for example, the aged and the mentally retarded),
But not all health workers have internalized the
ethic of thinking patient; and the good intentions
of those who are committed may be subverted b
counter obligations and pressures. So if health care
is to be a right rather than a privilege, it must be
an enforceahle right.

Lastly, let me briefly discuss the significance of
personalized care (humanized care) for the ethics
of hospital management.” This issue has been men-
tioned by several speakers but not considered in
any depth. Humanized care has many connotations.
From my perspective it means care that enhances
the dignity and autonomy of patients and health
professionals alike. Such a definition contains a
potential paradox. What enhances the dignity and
freedom of health professionals may undermine and
curtail the dignity and freedom of patients, and
vice versa. The trick is to humanize patients with-
out dehumanizing providers and to humanize pro-
viders without dehumanizing patients,

Achieving both goals simultaneousfy is difficult
because sick patients have a vast number of physio-

* For a much fuller discussion of personatized and deperson.

alizedl care, sce Jan Howard and Anselm Strauss (eds.) Hu-
manizing Health Care. New York: John Wiley and Sons, 1975,
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logical, psychological, and social needs which may
also be translated into demands. And providers of
care have corresponding needs which cannot be
satisfied if they are overworked, harried, and inun-
dated by the demands of patients,

Hurmanized care may be an end in itself or
a means to other ends. Its relative value to patients
and providers probably varies with their personal
and social characteristics and the condition or ill-
ness being treated. We tend to assume that the
practice of modern medicine necessitates the sacri-
fice of personalized care—that this is the price of
universal access, technological progress, and su-
perior treatment through specialization. We also
tend to assume that the process of making care
more humanized would require tremendous com-
mitments of money and manpower and should
therefore be restrained. This point of view is based
largely on conjecture rather than empirical fact and
calls to mind three counter arguments:

1). Even if the costs are high, humanized care
might be warranted on strictly moral grounds. If
resources are scarce as they seem to be, decision
makers would have to weigh this moral value
against competing ones; but it can certainly be
argued that humanized care is justified in its own
right.

2}. Sizable investments in personalizing care
may be offset by short- and long-term  economic
benefits. Egbert found, for example, that giving
surgery patients proper pre-operative psychological
preparation reduced their stay in the hospital by
2.7 days.t There is also evidence to suggest that
personalized care reduces the incidence of mal.
practice suits. When patients are treated with dig-
nity and warmth, they are less likely to sue their
practitioner or hospital for an alleged medical error.
Impersonal providers and facilities are more vul-
nerable. Furthermore, humanized care could offer
economic benefits from’ increased provider morale
and work continuity, from increased therapeutic
compliance by patients, and from a reduced number
of “ne-shows.”

3). Many of the changes and adaptations neces-
sary to make care more personalized may be in-
expensive, essentially free, or cheaper than exist-
ing practices, What may be required is a change
in “atmosphere.” Unfortunately, some  ““atmo-
spheres™ are predetermined by the physical struc.

1L D. Eghert. e al. “Reduction of Post Operative Pain by

Encouragement and Instruclion of Patients,” New England
Journal of Medicine, vol. 270 (April 16, 1964}, pp, 825-827.
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ture and face of the institution. Medical centers
that tower in the air or sprawl over block after
block of cily streets may be inherently dehuman-
izing for patients and staft* because they are
breeding grounds for anonymity. To convert these
facilities into humanizing environmenls might be
impossible at any price. This raises an important
question: Do we need these towers of anomie to
deliver high—quality care? Do we need them for
primary care? For secondary care? For tertiary
care? For teaching purposes?

What about the towerless health facilities? How
much would it cost to change their atmospheres?
Adding highly skilled health professionals could
be very costly, but employing effective triage per-
sonnel shaild be less expensive. And filling existing
slots with health workers who could relate human-
istically to patients might not increase the eco-
nomic burden at all, If a new spirit were communi-
cated to patients, the atmosphere would change—
possibly free of charge.

Let me pfbvide an illustration from my own
experience—not in a medical setting but in a traffic
court. Recently I had the occasion to appear in
traffic court to contest a speeding ticket. For the
better part of an hour I sat through arraignment
after arraignment listening to people plead “not
guilty” and “guilty” and argue for leniency from
the judge. Gradually it dawned on me that some-
thing about this traffic court was different from
others I had observed as a citizen and sociologist.
The accused were being treated as human beings!

This oceurred just a few weeks ago in San Jose,
California. A large proportion of the defendants
were Spanish speaking or of Mexican background.
A few blacks were present as well. T seemed to be
the only professional person in the room besides the
judge and one or two lawyers. For the most part,
the defendants and their friends were young and
dressed in jeans or other.clothing that my guide-
book forbids me to wear to court. Yet, the judge
treated everyone with dignity and with an empathy
that comes from genuine understanding of the
realities of life. He did not address anyone as “boy”
or “girl” or by first name. Each of us was addressed
by our full name or by surname and appropriate
prefix.

The judge was obviously aware of the unemploy-
ment situation in the county and of the difficulties
fines would impose on those without work. So
he asked the guilty parties, in a respectful non-
patronizing way, if they would need extra time

* Roslyn Lindheim. “An Architect’s Perspective,” in Jan
Howard and Anselm Strauss {eds.), op. cit., pp. 293-303,
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hefore paying their fines. He generally assumed
that a month would be necessary to raise as little as
$10. After observing and listening for an hour, 1
realized that this court had a humanizing atmo-
sphere. I suspect that at the end of the day the
judge was more relaxed and more at peace with
himself than most judges I have heard dressing
down defendants and giving litlle speeches and
acting as though the whole world should be able
to hold their speed at 55 on any freeway, at any
hour of the day, under any circumstance, and that
every muffler should be silent all the time,

What was the cost of humanism in this court?
Probably less than the cost of a dehumanizing
atmosphere. The judge was actually a “traffic
referee” rather than a judge in the traditional sense,
which suggests that he selected traffic duty, that
he was not relegated to it. The key here is to
determine the ingredients of a humanized atmo-
sphere, to calculate and weigh their costs and bene-
fits, and to use this knowledge realistically to change
dehumanizing environments.

I am not optimistic that this will come about
by the grace of moralists per se, unless to para-
phrase H. Jack Geiger, the angels form a union and
collectively exert pressure for change.t I do believe,
however, that in a democracy felt needs can be
converted into effective demands. And demands
can force us to ‘bring to consciousness habitual
patterns of behavior which have dehumanizing
consequences. This is the first step in the quest
for rational alternatives,

DISCUSSION
CHAIRMAN May: Thank you, all. They were both

interesting and provocative comments.

1 would like to spend a few minutes exploring
a thread that I think was un-spun some yesterday
and further unraveled today.

What is it we are talking about when we men-
tion ethics? We talked some about the fact that
ethical positions are essentially negotiated stances
that one comes to through a variety of processes.
Odin this morning explicitly stated that it is through
a negotiation process that ethical conclusions are
reached. On the other hand, Paul Torrens and
Sister Grace pointed out that it is not a negotiated
thing at all. It is something that fundamentally
exists underlying decisions and actions regardless
of its source. '

T Jan Howard and Carole C. Tyler, “Comments on Dehuman.

ization: Caveats, Dilemmas, and Remedies,” in Jan Howard
and Ansehn Sirauss (eds.), op. cit., p. 255,



Yesterday we had one question on the subject of
what you would give your professional life for.
How far can you be shoved by various groups,
various interest groups in the negotiation process
before you sit back, until you plant your heels and
say: “No further?”

Odin believes, as I know, in academic freedom.
Odin, in the context of choosing an ethical position
as a result of negotiation, how far would you be
willing to sacrifice academic freedom in order to
insure that the Center for Health Administration
Studies would survive and grow?

Dr. ANDERSON: The last stand in an academic
setting in this kind of society is freedom to pub-
lish. There might be constraints, or there can be
constraints, on what you might study. I mean,
when you have to have access to people’s bodies or
minds or what not, there should be limits as to
how much privacy they retain. But once the process
of studying starts, no outside forces can or should
forbid you to publish. Otherwise the whole system
falls apart. If the Center for Health Administration
did get to a point where there was nothing but
contract research and the buyer decided whether
or not we could publish, T would resign.

CHAairRMAN May: The analogy to health care
management, I think, is clear. Each of us has some
perception of what our role as a health care man-
ager is, of what the role of our institution is, and
what the expectations of society are concerning it.
But every day in every way we are pushed one way
and another within the context of these positions.

We are being pushed back to a basic funda-
mental stance with respect to the role of manager,
and/or we are being pushed around with respect
to our stance concerning the institution’s purpose.
We are being pushed around with respect to social
purpose, and 1 think rightly so and understandably
so and even perhaps constructively so. That is what
the negotiation process is all about.

But it strikes me that each of us ought Lo have
a position with respect to our social responsibility,
with respect to the institutional role, with respect
to our personal integrity where we refuse to be
pushed any more; where we are willing to bear
a fairly high personal or professional cost to main-
tain the stance that we are holding.

I don’t know what that stance ought to be. I
doubt that it would be the same for any two people.
But I think we ought to know it exists. I think we
ought to know what it is. And I think when we
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know that it exists and what it is, we have a code
of ethics for ourselves. Are there questions?

MEMBER: 1 want to mention that, as hospital
managers, one of the things that I think requires us
to talk to ourselves frequently is the fact that we
work simultaneously on the two levels thar were
identified this morning. The one is at the level of
institutional ethies and the other is at a level of
personal ethics.

In my moments of cynicism I say that adminis-
tration is really a form of prostitution in the sense
that we sell our capabilities to the highest bidder.
I mean by that that once we accept a responsible
position in the hospital administration, then I think
we obligate ourselves to some extent to be advo-
cates of the ethics of the institution with which
we are associated, even at points at which they
depart from our personal ethics. Consequently, we
really have less responsibility and are not fully
personally accountable for the selection among the
alternatives.

There is an institutional process to which we
pledge ourselves when we agree to take the monthly
pay check. The process of trying to come to some
personal peace with our role as advocates of an
institutionally-determined ethical posture, which
may vary from our personal ethical posture, seems
to me one of the things that makes our roles compli-
cated. I have observed for some time that young
people entering the field have considerable difficulty
in distinguishing between those two roles and
reconciling them in a way that, as someone said
this morning, they can live with themselves.

CuamrMaN May: Would you define as a sign of
professional growth the submerging of one’s per-
sonal ethics to the institutional ethics, or alterna-
tively, the recognition of one’s personal ethics and
the decision of when to choose them over and
against the institutional ethics?

MEemBER: [ would define the professional growth
as the ability to reconcile the two in a mature
fashion which doesn’t totally sell out either one to
the other. And to reconcile the two in a way that
atlows you to maintain some kind of personal in-
tegrity.

Dx. Howarp: 1 might mention a possible third
level of ethics, and that is professional ethics which

in some instances are interfaced between personal
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and institutional ethics. I think this is a process
of selection where you do the best you can not to
have these things in conflict,

You go into a profession, and if you stay there,
presumably it is in harmony with your personal
ethics, Then you try to find an institution which is
also in harmony. Yet sometimes the three things
get out of phase, and you rely on your professional
colleagues to validate your own ideas which may be
that you did right professionally, and to hell with
the institution. ( At that point you may have to Jeave
and find a new positien.) 1 think Sister Grace has
tried to amalgamate her personal ethics, her pro-
fessional ethics, her institutional ethics, and as she
said, she has a practicing code. She probably tried
to find a-place where she could live comfortably
herself. I think we all do that in less obvious ways.

CHAIRMAN May: Who are the salient people in
the organization that you are going to listen to?
I'think the manager of an institution chooses, based
on his own rﬁanagerial expertise or naiveté, a set
of salient others to whom he listens. These are the
people whom he thinks represent the carefully
thought through ideology of the institution.

I think he can make wrong judgments about
whom to listen to.

It is also not a simple process of adding up
opinions and dividing by the number of people you
listen to. Still, 1 believe that is exactly what the
administrator does. How he goes about doing it
is a measure of how good an administrator he is.

MeMBER: I would like to pursue just a little bit
further the question of who I am willing to look
to to define the institutional ethics for me, given
that most institutions are not defined very well.
I am inclined to accept what seems to be the defi-
nition in my institution today, knowing that next
month they might be entirely different. What are
the consequences of that pattern versus trying to
stand up more firmly for my own code and look-
ing in terms of the outside publics that the hospital
has to serve to define my code of ethics?

I think the process of developing an institutional
ethic itself is an intensely ethical thing that we
haven’t had occasion to go into. I am not sure
that I am Very anxious to see an institution develop
2 very concise and stable ethical posture. Institu-
tions have too much power for that. I see the devel-
opment of institutions’ ethies as a constant process
or as constantly evolving out of a negotiating pro-
cess. I suppose that adds further complexity to it,
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but it does relate to something that was said this
morning. .

If a decision somehow arises today and you can’t
live with it, or you have trouble with it, one way to
deal with it is to say, “Well, T will get another shot
at this one of these days.”

I think you can bring yourself as a manager
to feel that the process by which the position is
arrived at was fair and that it represenls in some
fashion an acceptable consensus of judgment amon
people that you can generally believe are honorable.
For whatever it’s worth, that helps me a great deal,
even though I don’t necessarily subscribe to it.
If T believe that it was arrived at by honorable
people in a fair way, I can live with it.

Dr. TorrEns: 1 would like to explore the asser-
tion that an ethical position or outcome can result
from a negotiated stance or a compromise.

I am reminded of a conversation 1 had several
weeks ago with a labor leader in Los Angeles about
a strike in a hospital. I was trying to find out for
my own purpose his side of the picture and how
he approached the negotiations. He said, “Well,
the first thing I have to do is to know what the
issues are. I have to know the absolute minimum I
must get. Then, the next layer, how much extra I
would like to get, and then how much beyond that
I may be Iucky to somehow or other receive.” He
said, “If I don’t know that clearly, I don’t know
what I am negotiating for, and then I don’t know
how to negotiate because when an issue comes to me,
I don’t have any framework for handling that.”

If he and the union leadership didn’t have clearl
in mind the minimum that they will keep and the
optimum and the extras, they wouldn’t know how
to behave in that negotiation. If we don’t know
in our own minds what our own basic personal
ethies are, I think we are really in trouble. I get that
sense as a very clear point. If the ethics that we
bring as people to any situation are not strong and
clear, whether it is the Judeo-Christian tradition or
whatever, we are lost. Additionally, if we don’t
have clear in our institution what the ethics of the
institution are, we are also lost,

Beyond those two it really is a matter of negotia-
tion. But without those two strong bases you are
just a wiII-o’-the—wisP which can be blown in any
direction.

I guess one of the lessons that comes out of this
is that for educators, as people, we have not stressed
ethics. Most programs in hospital administration
don’t have a course in ethics. They don’t even talk
about ethics. We presume students are going to have



ethics and that our faculty has ethics. Like Elliott,
I guess I really haven’t thought much about before
this Conference. But I begin to see much more
clearly that this is a responsibility that all of us
with staffs have to them as well as in our own
personal development, because any institutional
ethics begin with an individual person’s ethics.

MEMBER: It seems to me, that ethics are (1)
individualized and persenal and (2) they are very
difficult to define. It also seems, particularly as some
of the problems that Dr. Howard brought out and
Dr. Torrens brought out illustrate, that there are
very realistic problems in the industry today. There
are very explicit promulgated ethics by professional
groups which in some ways provide obstacles to
overcoming problems rather than efficient mecha-
nisms and avenues to solve them. So my question
is: If ethics are something that are personal and
very difficult to define (1) should professional or-
ganizations promulgate ethics? How much help do
you really need in an institution or in trying to
run an institution? And I would gladly welcome
anyone’s input regarding the question of: Should
they be promulgated by professional groups?

Dr. TorrENs: 1 guess my reaction would be,
“Yes, maybe.” If we are talking about a negotiated
situation, or at least, a situation with many inputs,
we then should have as many good inputs as pos-
sible, as many opinions as possible. Whether we act
on them, that is something else.

Let’s say, for example, that the neurosurgeons
may decide, as a professional association, that
every hospital ought to have a neurosurgeon, or
all neurosurgery that is not plastic surgery should
be done by a neurosurgeon, or something, that
might be quite defensible from their own limited
point of view. They might put that forward as
a code of ethics of some kind. But then on the other
side would he your own personal appraisal of that
situation which might lead you to conclude that
it is just not practical nor possible. But that adds
something to the input.

It comes down to the crunch when you have
an individual whose professional association has
established one set of professional ethics which are
neither practical or possible in his particular work-
ing situation. He is told, in effect: “You are working
in an unethical situation,” and he replies, “Yes,
but that is the only situation that is possible here.”

I think that it gets to be complicated. Until
a lot of these questions are resolved, the more inputs
there are, the better off we are. Indeed, professional
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associations should have ethical standards because
I think it can’t do anything but good even though
in specific situations it may make it more compli-
cated at that moment.

CHAIRMAN MAY: In preparation for the program
1 did read over many of the codes of ethics of
professional associations. The elements of the codes
as written fall into three distinet categories.

There is one category which essentially advocates
professionally protective behavior: things which
nurture the profession, or improve its image, are
considered ethical. These are not necessarily the
most important or the most numerous, but they are
there.

Another category into which the elements of
these codes fall are matters of what I referred to
in my introductory remarks as etiquette rather than
ethics—behavioral statements of the “thou shalt
not” sort which are really a matter of how one
should behave under certain circumstances.

And then finally, they contain a fair number of
elements which address matters of human decency,
honesty, truthfulness, which for the purpose of our
deliberations and the direction we are taking here,
are pertinent, but not terribly informative.

I called one of the national asscciations and
asked them if they did have a representative to serve
on this panel. I described the subject matter of
the conference in some detail, and the response
was: “The person you need is St. Thomas Aquinas,”
They did not suggest a representative of their or-
ganization to attend.

MeMBER: The Patient’s Bill of Rights was adopt-
ed by the House of Delegates of the American
Hospital Association and since then has been enact-
ed by a number of states as law. It represents a
situation where a professional society has promul-
gated an ethical system as you have indicated, and
I am wondering what the experience has been of
the people involved in the panel. Dr. Howard
did mention some of the things relative to that
such as consent and information.

[ am wondering what is the role of the health
professional, administrator, or manager in promul-
gating that code. I wonder if in some instances
it hasn’t been decisive leadership that has enabled
this code to come into being. I think about certain
states like Massachusetts where patients’ repre-
sentatives feel that there ought to be something

| »]
on the order of a legal entity to enforce this. On
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the other hand, in Minnesota, particularly at our
hospital which was one of the pioneers in the field,
you have an advocate system involving an om-
budsman. I am wondering whether the decision to
either take the legal route or take the ombudsman
route isn’t in a sense an ethical decision. We now
have a system of ethics through which we can
choose to manage one way or the other. The way
in which we do it, either by action or nonaction,

can make a difference in how we resolve these
ethical issues.

Sr. GRACE MARIE: I would agree that if a pro-
fessional organization is going to develop a code
of any kind, that it simply be used as input; but I
think in réference to the patients’ bill of rights,
there were people in the profession who found at
least small parts of it to be in conflict with their
own personal ethics. In that way I think we are
very fearful of having a document like that legal-
ized and imposed from someplace else,

There was” really no negotiation, as it were,
between the personal ethics, the professional ethics
and the institutional ethics. It was simply a code
that was meant to be a guideline. Subsequently,
it has been given force in law. It is not a direct
answer to your question, but I think there is a
danger in turning things into a legal document
when they could create conflicts.

Dr. Howagrp: Just hecause I mentioned legal
forces as part of the power behind an ethic doesn’t
mean that I think everything should be legalized
in the system. It couldn’t be.

On the whole, I am not opposed to having these
things set down in black and white as guidelines,
and 1 think that if certain aspects of them can be
made law, at least administrative law, that it would
be helpful. It gives us a form of backup in the face
of difficulty. The real problem is that in order
to even enforce the law, you must have some power.

As far as whether these things ought to be
turned into ethics, 1 think ideals are always useful
and hopefully they raise people above the standard
they could or would atlain in the absence of such
ideals. Yet, informal ideals are as important as
formal ones, maybe more important, and what is
really more important is the extent to which the
values that are laid out in ideals are actually real-
istic.

The worst thing that can happen is the shock of
finding out that the things you have been taught are
not applicable or that nobody follows them. This
may be so disillusioning that it leads to cynicism.
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Many of the ethics, including perhaps those in the
Hippocratic Oath are much more concerned with
relations belween providers and lack of competition
within the profession than they are with what you
do for patients.

[ am not suggesting that it is wrong for pro-
viders to protect their own interests and ethics. But
it is interesting to read what is on the wall of the
doctor’s office. You find that it is concerned with
doctors not cutting their buddy’s throat (although
it is put in more prosaic language than that), and
with encouraging their sons to be doctors. So I
think it matters what is in these codes, and how
realistic they are, and that is my concern here.

MRg. RorerTs: 1 was on the Board of the Amer-
ican Hospital Association when the patients’ bill of
rights was adopted, and I saw it come back to the
Board, not once, but about four times. Then pain-
fully after much rewording it finally passed the
Board, then the House of Delegates. Even then,
in each instance when I was called upon to vote, I
was mindful of the fact that the impact of this was
going to fall on me in my own institution,

On any of these codes, one of the positions I have
taken, as one who has to shoulder some of the
responsibility when they are promulgated, is that
they are intended to be guidelines. They are in-
tended to be used by the institution to help that
institution to find its way if it is involved in the
situation. They are not ever intended to be law.

It was recognized that some would run headlong
ahead with them and others would go slowly, A
code like the patients’ bill of rights has a whole
host of implications beginning with the responsi-
bilities of the Board, the medical stafl, the ad-
ministration in terms of how one deals with patients.
I think in the climate in which we live today as
it relates to where malpractice is taking us, it is
an explosive device if used incorrectly. It can be
a double detriment if the hospital is not structured
and organized as to be able to deal with it.

I think one has to recognize that the responsi-
bility as it relates to the patients’ bill of rights falls
squarely on the shoulders of the physician. In public
teaching hospitals where there may not be a close
physician-patient relationship, the code becomes
particularly crucial as it relates to what a physician
says to a patient, how he says it, the degree of
acceptance and the result of that both on the patient
as well as on his family.

To give you a specific example, when I was
in New York, at the Harlem Hospital, we had what
was known as a patient advocate who was not on



salary but was a community person who spent a
good deal of time in and out of the hospital. This
was during the time that the patient bill of -rights
was in committee, and this individual happened
to have been a patient in the hospital, As far as I
was concerned, she was an important patient. I final-
ly got up to see her after she had been there for
some time, and when I did, she said she had been
waiting for me because she had a few things to tell
me. One of the things that she mentioned was that
she had been to surgery and had come back. Two
days later a nurse came by and said to an aide, “Prep
her for surgety.”

The patient looked around because she was the
only one sitting there. She said to the nurse, “Prep
who for surgery? I just came back from surgery.”
Whereupon the nurse said, “You are going back to
surgery. Didn’t the doctor tell you?” He hadn’t.

Now when you consider the fact that things like
this do happen in institutions, it makes you as the
administrator wonder.

Dr. Torrens: 1 think it is important to follow
up on that because we keep talking about how the
things that are promulgated should only be guide-
lines, but in fact, in practice they become law, The
way things are now, professional standards, codes,
and guidelines get picked up, added into court
actions of one kind or another, and then become
the basis for law. '

Local, state and national associations have codes
as to what hospitals are supposed to charge for
services. The philosophy is that you should keep it
as close to cost as possible or something similar
and of a very general nature. Transplanted into
a court action, suddenly it is no longer a general
statement of what we ought to be doing. Rather
it is a specific statement of what the law is going to
be, and I guess that is why [ am very schizophrenic
on this issue.

On the one hand we have to have those codes
because they help move us ahead in our judgments
and our own ethics. On the other hand, almost as
soon as you say them, they become law. As Sister
said, we may not he ready for them to become law.
I don’t know how to get out of that dilemma.

In this day and age almost anything that goes
down on paper that has a seal or an association
of any kind immediately assumes an importance and
a use far beyond what it was originally intended for,
and that is a problem.

MemBER: | am somewhat confused. We have
been talking a lot about the institutions’ ethics, and
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it seems to me that these can only be a function
of all kinds of inputs but primarily the adminis-
trator’s and the manager’s. We conclude that man-
agers are able to work best with similar others.
Then we come into an educational process, part
of which has the purpose of socializing the new
members of the profession to the ethics that make us
similar to others, and therefore able to work to-
gether, The thing that strikes me about all of this
is that it seems there may be inadequate input
from the patient’s standpoint. When do we get back
to considering the patient’s right to health, or
whatever that amounts to? How do we consider
patients as consumers and consider their needs
even though doctors are actually the consumers.

Dxr. Howarp: One of the difficulties is that
people accommodate in every society to some pretty
horrible things.

If you really want to see how people accommo-
date, you should read what happened in the con-
centration camps. If you walk into a number of
city hospitals, you really wonder why people put up
with the way they are treated. I think the relevance
of this is that trying to find out what people really
want when they have a stake in pleasing you is diffi-
cult. T think you should recognize that if you want
to find out if people are happy in your institution,
there are many people that are going to be afraid to
say anything else, including employees. This ex-
presses itself in the problem of informed consent. If
you read Bradford Gay’s book, you find that
many women volunteered to test a labor-inducing
drug because they were afraid to say anything else:
they wanted to have their baby.

Therefore, I think if you want to find out, you
have got to get people that are less vulnerable, in
a sense. Perhaps the sick are not the best people
to speak for the sick on all occasions, and yet,
somehow their viewpoint has to be understood.

The patient advocate whom Elliott referred to
is an ideal case, but after all, she was cither self-
selected or other selected to speak for patients. So
she is going to be somebody who articulates this
pretty well.

There are ways to find out what patients want
and where patients really hurt in terms of the sys-
tem, but it is easier sometimes not to look. I think
if somebody really wants to look, there would be
no difficulty in bringing in some people who could
help.

I don’t think this helps too much, but 1 am
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afraid that people don’t really want to know, and
that is the first barrier. Administrators, providers,
and sometimes patients don’t really want to think
of alternatives, either because of inertia or a fear
that not all change is going to be good. There are
all kinds of unanticipated consequences of change
which I didn’t speak to, as you well know, but
I don’t want to emphasize them too much.

There is a new law that has come down in Cali-
fornia now, at the Supreme Court level, which will
probably be retested. It states that psychiatrists
have to divulge dangerous situations that may oc-
cur with respect to their patients. Somebody was
killed as a result of this lack of warning in Berkeley.
This protects the community, but what does it do
to the pati€fit? You know these laws are going to be
evaded. People are simply going to stop taking
notes so that there is no record. With regard to the
rights of people to look at their health records, there
are going to be things that don’t get into the record.
This will lead to the creation of an informal, sub
rosq information network.

There are ways to get around these laws, but if
somebody such as an administrator really cares, far-
sighted and wants to find out what to do, I am
sure there are ways to effectively accomplish that.

MeMBER: This is just a comment, really. I was
very pleased and appreciative of Dr. Howard’s per-
spective on the power than can come to play to
enforce ethical decisions upon us if we don’t do it
ourselves. However, I was reminded of situations
when, as a child, your mother told you to do some-
thing worthwhile which you were just about ready
to do anyway. As soon as she told you to do it, you
began to resist, and you didn’t really like doing it
quite as well.

I think the perspective that society does have the
power to enforce certain ethical behavior, for exam-
ple, the IRS for charity care and the legal issues
surrounding informed consent, are areas of practi-
cal application for this symposium. Previously, I
hadn’t recognized the power that society does have
available to it and is using. I would personally
like to see our institutions anticipate these societal
actions. I think we can get a much greater satis-
faction from our own initiative than when it is
forced upon us from some external power base,

Dr. Howarp: One comment on power, A prob-
lem is that patients really aren’t the kind of group
that is easily organized. Patient groupings are quite
ephemeral because the membership is so transient.
I can’t see people running through the community
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and organizing you because you may be going to
use that hospital in the future, or because you
used it in the past. So in a sense the hospital ad-
ministrator has a much greater power hase than he
or she might think because patients don’t make
strong power blocs.

Now if there is an organized group like a trade
union, this is a potential focus of power. I would
suggest that these may be more organized and
visible in the future than they are at the present
time.

1f health maintenance organizations have certain
definite memberships and somebody gets goihg and
says, “We have got to do something about our
facility,” that could really he a meaningful and
important source of power countering that of the
administrator.

CHAIRMAN MaY: It seems to me that there might
be, as a result of this accommodation between indi-
vidual and institutional ethics we have been discuss-
ing, the development of a kind of incestuous process
whereby the institution would employ only indi-
viduals who shared the appropriate ethical struc-
ture; conversely, individuals would seek employ-
ment only at institutions at which the ethical situa-
tions were similar to their own.

Mr. Goldman, as a trustee of an instilution,
do you have a feeling about how the institution
can be led through the proper choice of managerial
personnel?

Mg. Gorpman: I think it is an interactive pro-
cess. As | said yesterday, the ethical position that
the board takes is going to be molded in substan-
tial part by communication with the administration,
and 1 don’t see a position ever as a fixed code.
I see it as an ongoing process. I don’t think that
a board is ever going to look for or accept a new
administrator whose position is radically opposed
to the ethical standard of the Board as of that
moment.

I think it would be very shortsighted to explore
too deeply the individual’s personal ethics. I can’t
conceive of a board having either the time or the
inclination to do it—that. I think there would be
substantial latitude, but in itself I think this could
serve as a protection because it provides for evo-
lutionary change rather than revolutionary change
in the ethical position. So I don’t see that as a
problem or a danger to the administrator who really
has considered the problem.

At the present time, neither boards nor adminis-
trators have thought through an established ethical



position from which to approach issues to the extent
they should—and must. .

While I have the floor, I’d like to say that
I think the symposium has served an excellent
purpose in arousing thought in an area that needs
organized thought, introspection, consultation and
communication very badly. We have spent a lot
of time delving into more specific areas of the appli-
cation of ethical judgments that we haven’t really
made. We have talked about the process and some
of the applications which might lead to problems.
I would hope that the main outcome of all of the
discussion -s*that we will go back and think about
the problems; think about how to approach ethical
issues.

I have less fear of the dangers or concerns that
will be produced in coming to personal ethical de-
cisions. I have considerable confidence in the major-
ity of the people in our field, whether it is the ad-
ministrators or the Board or the professions. I am
old-fashioned that way.

I think that the application of ethical judgments
and policies is going to prove easier in the long run
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than some of the discussion here has indicated sim-
ply because the decisions are being made today.
We are living with the consequences, and we are
making those decisions on such an ad hoc basis and
with so little concern about their broad implications
that we create new problems without expecting to.
The least that we will get if we give some con-
sideration to an organized approach to the appli-
cation of ethical judgments is that we will know
whom we are hurting when we make a decision
to help one group, and what effect the decision will
have in other areas.

The only concern 1 would have would be that
none of us go back and say either that these
problems are too tough to approach or that the
belong to somebody else because I think in either
case we would be wrong. You have a tool in ethi-
cal consideration that should make the decision
process easier and more comfortable to live with
and perhaps even reduce the side problems that we
face after every decision.
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Concluding Remarks

J. JOEL MAY

Early in this symposium the analogy of a bridge
was used a couple of times, and I think in a way
some of Mr. Goldman’s final comments have en-
abled me to expand that analogy and bring our
meeting to a conclusion.

I believe that we have done here just about what
the engineers who built the first bridge across the
Niagara-gorge did. They studied the structural
properties of the bridge they were planning to build.
They estimated the traffic patterns. They thought
how crowded it was going to be at various times
of the day. They looked at the features of the
terrain. Then they wheeled their equipment out
there and they settled down on both sides of the
river. The engineers and the scientists and the con-
struction people said, “All right, our plan is to get
the bridge across the river.” So they put a fellow
in the river in a boat, and he started to paddle
across the river towing the cable lo make the first
crossing, but the boat was swept down the river,
and he didn’t make it. They tried again and again,
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but the current was too strong. They were frus-
trated. They knew what the problem was. They
knew what they wanted to do about it, but they
couldn’t get started.

So finally they saw a little boy flying a kite.
They brought the boy over, and he flew the kite
across the river; then brought it down. They then
tied a very light rope to the kite string and pulled
it across. They tied a wire to it and pulled it across.
And that is the way they got the bridge started.

I believe in our deliberations here we have got-
ten about as far in the direction of solving the
problems of ethics in health care management as
choosing the boy with the kite. But I think that
that is a big step. I hope that we will now be able
to work at getting the kite across, getting the cable
across, and ultimately getting the bridge built.

I thank the panel. I thank the audience. I have
learned a great deal and have enjoyed it thoroughly.
I hope the same is true for you.

See you next year.
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