UNIVERSITY JOF
e ras University of Nebraska at Omaha

Omaha DigitalCommons@UNO

Religion Faculty Publications Department of Religion

10-22-2016

Might Only Theology Save Medicine? Some Ideas from Ramsey

Bharat Ranganathan

Follow this and additional works at: https://digitalcommons.unomaha.edu/relfacpub

b Part of the Religion Commons
Please take our feedback survey at: https://unomaha.az1.qualtrics.com/jfe/form/

SV_8cchtFmpDyGfBLE
@,


http://www.unomaha.edu/
http://www.unomaha.edu/
https://digitalcommons.unomaha.edu/
https://digitalcommons.unomaha.edu/relfacpub
https://digitalcommons.unomaha.edu/religion
https://digitalcommons.unomaha.edu/relfacpub?utm_source=digitalcommons.unomaha.edu%2Frelfacpub%2F25&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/538?utm_source=digitalcommons.unomaha.edu%2Frelfacpub%2F25&utm_medium=PDF&utm_campaign=PDFCoverPages
https://unomaha.az1.qualtrics.com/jfe/form/SV_8cchtFmpDyGfBLE
https://unomaha.az1.qualtrics.com/jfe/form/SV_8cchtFmpDyGfBLE
http://library.unomaha.edu/
http://library.unomaha.edu/

Might Only Theology Save Medicine? Some Ideas from

Ramsey

Bharat Ranganathan
University of Evansville, USA

Abstract

In The Anticipatory Corpse: Medicine, Power, and the Care of the Dying, Jeffrey
Bishop argues that contemporary medicine has (among other things) reduced the
patient from a ‘subject’ to an ‘object’. He extends this charge to all corners of
contemporary medicine. But in his book’s concluding chapter, ‘Anticipating Life’, he turns
toward a constructive proposal, asking, in closing, ‘[m]ight it not be that only theology can
save medicine?’ Toward answering Bishop’s query, | turn to the thought of Paul
Ramsey. Ramsey is helpful because, in thinking through and responding to
contemporary moral dilemmas, he begins with his theological commitments and thereby
may avoid the reductive tendencies that Bishop argues affect contemporary medicine.
Specifically, Ramsey’s account of the ‘patient as person’, | will argue, delimits what the

medical endeavor may do and might offer resources to help save medicine.
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Today, when diverse people draw the same warm blanket of ‘allowing to die’ or
‘death with dignity’ close up around their shoulders against the dread of that cold night,
their various feet are showing. Exposed beneath our growing agreement to that
‘philosophy of death and dying’ may be significantly different ‘philosophies of life’; and in
the present age that agreement may reveal that these interpretations of human life are
increasingly mundane, naturalistic, anti-humanistic when measured against any
genuinely ‘humanistic’ esteem for the individual human being.

These ‘philosophical’ ingredients of any view of death and dying | want to make
prominent by speaking of ‘The Indignity of “Death with Dignity”. Whatever practical
agreement there may be, or ‘guidelines’ proposed to govern contemporary choice or
practice, these are bound to be dehumanizing unless at the same time we bring to bear
great summit points and sources of insight in mankind’s understanding of mankind (be it
Christian or other religious humanism, or religiously-dependent but not explicitly
religious humanism, or, if it is possible, a true humanism that is neither systematically

nor historically dependent on any religious outlook).

— Paul Ramsey, ‘The Indignity of “Death with Dignity”’1

Introduction

Jeffrey Bishop dedicates much of his book, The Anticipatory Corpse: Medicine,

Power, and the Care of the Dying,2 to criticizing contemporary medicine. For him,
contemporary medicine has (among other things) reduced the patient from a ‘subject’ to
an ‘object’. [M]edicine, insofar as it seeks to be scientific’, he writes, ‘studies animal
function by stopping it. The function of the body-machine is lifted out of the messiness of
human purpose and meaning; meaning and purpose become part of the cultural attribution
placed on the mechanism. Meaning and purpose are post ad hoc additions to the
mechanism’ (91). Bishop extends this charge to all corners of contemporary medicine,
including experimentation, organ transplantation, palliative care and end-of-life decision-
making. But in his book’s concluding chapter, ‘Anticipating Life’, Bishop gestures toward a
constructive proposal, one that addresses and then offers an alternative to the reductive
tendencies that affect contemporary medicine. Most physicians possess, he writes, ‘a



desire to touch the lives of those suffering’ (286—87). To develop a constructive proposal,
then, ‘[w]e need to pause and to engage in the practice of thinking about the beginning of
compassion, response, and responsibility. Medicine’s hope might exist in desire for the
other’ (287). In the medical context what does ‘desire for the other’ entail? And what may
inform such a desire? In order to respond to these queries, Bishop suggests drawing from

the practices of religious communities. He writes:

[i]t might be that we can learn once again from the places at the
margins of contemporary life, at the margins created by liberalism and
biopolitics. It might be that we can learn once again not from history—a
static past—but from living traditions. It just might be that the practices of
religious communities marginalized in modernity and laughed at as
unscientific are the source of a humane medicine. Perhaps there, in living
traditions informed by a different understanding of space and time, where
location and story provide meaningful contexts to offer once again
hospitality to the dying as both cura coporis and cura animae, we will find a

unity of material, function, form, and purpose (313).

Thus, he asks in closing: ‘[m]ight it not be that only theology can save medicine?’
(ibid.).’

To think about and develop a modest response to Bishop’s query, | will turn to
Paul Ramsey. | believe that Ramsey is helpful because, in thinking through and

responding to contemporary moral dilemmas, he begins with his theological
commitments.* Thus, Ramsey’s views may help confront the reductive tendencies that

Bishop holds affect contemporary medicine.’ Specifically, Ramsey’s account of the
‘patient as person’, | will argue, delimits what the contemporary medical endeavor may do
and may offer resources to help save medicine. In the second section, | will appreciate
Bishop’s positive claims, reconstructing his arguments from the concluding chapter of
his book. Then, in the third section, | will turn to Ramsey’s The Patient as Person and

‘The Indignity of “Death with Dignity”’, where he brings Christian ethics to bear on

contemporary medical ethics, especially the relationship between the physician and



patient.

Bishop’s Critical and Constructive Views

Before turning to his constructive proposal, Bishop notes that his aim has
predominantly been critical. He writes: ‘[m]y point up to now is that the social apparatus
of medicine molds and shapes, indeed, subjects students to the normative stance of a
biopolitical regime, in which the health of the body politic becomes the object of
medicine’s inquiry and its domain of management. Death becomes medicine’s domain’
(285). According to Bishop’s narrative, Claude Bernard’s nineteenth-century research
on the dead body became the standard for how physicians attend to the living. Bishop
notes that, for Bernard, the corpse is the ‘epistemologically normative body’ (23)
alongside which the reductive tendencies that permeate contemporary medicine arose.
But for Bishop, most physicians do not enter medicine in order to conquer death but
rather from a desire to help those affected by illness. How might this picture—in which
medicine is focused on the dead, and physicians on the living—be corrected?

For Bishop, the solution seems to turn on properly understanding one’s body,
and therefore on the ways in which physicians (and others involved) approach caring.
On his view, contemporary medicine tends toward a reductive (and therefore
problematic) either/or. On the one hand, there exists the tendency to see the body
merely as tool that, when affected by illness, becomes broken and stands in need of
repair. Thus, medical technologies are aimed at conquering illness and death, thereby
doing violence to the individual person. Call this the ‘Mechanical Thesis’.
‘Biopsychosocialspiritual medicine’, on the other hand, attempts to master death
through psychology and social science—it ‘measures all things and is the measure of all
things’ (228). While there may have been merits to this model, when it was rooted in
Christian hospice care, it has now been reduced to effectiveness and efficiency,
including the hospital chaplain who has ‘taken on the values of the institutions of health
care within the larger socio- politics of Western society’ (246). Call this the ‘Efficient
Care Thesis’.

To avoid these reductive tendencies, Bishop argues, contemporary medicine

needs to rethink how it conceptualizes the human body. For example, he writes: ‘we do



not possess a body so much as we are bodies engaged in practical projects. All projects
have histories—a given past set of experiences—which are instantiated in the present
moment, moving toward some given telos. The body is literally molded and shaped by
its experiences’ (288). On his view, contemporary medicine focuses only on the
generalizations necessary for scientific knowledge, thereby ‘setting aside meaning and
purpose’ (290). In service of the Mechanical Thesis, contemporary medicine disregards
that the human person is directed toward some end, seeing instead only a broken tool
that stands in need of repair.

Because one’s personal projects move from the embodied self to the world around
one, he adds, ‘the body is the given of projects and purposes, until it can no longer
participate in these projects and purposes’ (291). Moreover, it is when one’s body loses
the ability to do something that it becomes an object to oneself—that is, ‘when the project
and purposes are no longer possible’ (ibid.). The effects of the body’s inability to pursue
some ends aren’t solely mechanical. The inability to pursue some end instead causes
distress to the individual person and also highlights that the projects one pursues are
only possible because they are embodied. On Bishop’s view, such distress does not
seem to be delimited to the psychical but also affects one spatially and temporally. What
are affected by iliness, he writes, are not only one’s sense of ‘place and past, present and
future’ but also the particularity of one’s own body, including the ways in which it is
uniquely embodied (292). To emphasize the salience of embodiment, Bishop argues
that contemporary medicine needs to move from static views about life and death to

dynamic views about living and dying. He writes:

for it is the body that is living and dying and, along with it, its
history, capacities, potencies, projects, and purposes; these are being
lost. In terms of the embodied living of a particular person, the body is
indistinguishable from these features, and the person’s projects only
become distinguishable and separated from the body insofar as that body
is failing or dying. Finally, a person’s embodied projects are themselves
ordered according to what has been given to him or her in embodied
history (292).



Thinking about the body on these terms emphasizes that it is only through
embodiment— that is, through the body itself—that one is able to pursue one’s projects.

To borrow from and amend a famous term,’® one may call the body a ‘basic good’—that
is, a good without which one would not be able to pursue other goods. Following this
definition, one may surmise that the body enjoys both fixity and priority in medicine.
Without the body, one would not be able to pursue any goods; without a healthy body,
the goods one is able to pursue are limited. To avoid reducing attentiveness to the body
to the Mechanical Thesis, however, Bishop offers a cautionary note: ‘when mere
functional life becomes a priority, one is further alienated, not only from the body but also
from the entire history and purpose of her embodied projects’ (292).

In a lengthy passage, Bishop highlights the extent to which health and sickness
affect how one perceives the gift that is healthy life. Moreover, in explicating this idea, he
reiterates the need to think about embodiment in terms of living and dying rather than

life and death. He explains:

In health, then, we forget the embodied gift that health is. In disease
and iliness, we remember the gift that health was. In disease and iliness,
we hope for what health might be able to achieve in embodied life.
Moreover, the health that is forgotten in health and remembered and hoped
for in disease is particularly embodied, for health—wholeness—is always
tied to particularly inhabited projects and purposes and ways of being-in-
the-world. So, at one level, in disease one becomes disembodied,
alienated from being embodied; or perhaps better, one becomes
differently embodied, for even the distress of the perceived disembodied
state—the alienation from the body and life—is embodied. One’s purposes
and projects are literally trapped in the diseased body. Embodied health,
which had been gift, and as given is taken for granted and forgotten,
comes most fully into relief when it is slipping way. Or rather, for most of
us and much of the time, it is only made present when it is slipping away
(293).



Living and dying, on his view, affect the individual person’s embodied abilities.
Therefore, even those persons one might call ‘disabled’ are in fact whole. Why? For him,
the ways in which individual persons are embodied in the world are tethered to their
embodied potency. In living and dying, someone who loses one or another capacity may
shift his or her projects and purposes. In ability and disability, if someone never had a
particular capacity, ‘they do not experience loss at all. They will have known no other way
of being embodied in the world than the way in which they are embodied in the world’
(293).

Given its devotion to the Mechanical Thesis, Bishop writes, contemporary
medicine ‘can be experienced as cold’ (294). Regardless of whether some medical
procedure returns functionality to the patient, what contemporary medicine misses are
the embodied features of that person: ‘capacities, potencies, histories, projects, and
purposes’ (294). In sum, the Mechanical Thesis instantiates itself in contemporary
medicine when physicians view the diseased or otherwise afflicted body as merely a
broken tool, ignoring the embodied person who is affected. What this gives rise to, then,
is @ medicine that is concerned more with conquering death—that is, exercising
sovereignty in matters of life and death—than treating the person and what, in living and
dying, he or she is losing.

Bishop’s arguments against the Mechanical Thesis are only part of his
characterization and critique of contemporary medicine. He then turns his attention to

the Efficient Care Thesis, which he explicates and then criticizes by discussing Eric

Cassell’s ideas.”
On the ways in which people suffer, Cassell develops a topology of personhood with
which Bishop agrees. Bishop writes:

Persons have pasts, they have lived experience as the origin of
personal meaning, and they have families and cultural backgrounds. A
person plays roles and has relationships with others. A person has a
relationship with himself, and he is a political being. Persons do things and
are often unaware of what happens and why it happens to them. They

have behaviors, bodies, and secret lives. They have futures, and they



have a transcendent dimension. Losses in any one of these ‘parts’ of
personhood result in suffering (295).

In offering this description of personhood, Cassell aligns with Bishop’s view about
embodiment. But Bishop finds problematic the way in which Cassell calls on physicians
and other caregivers to respond to the suffering. While rejecting mind/body dualism,
Bishop notes, Cassell nonetheless endorses a view according to which ‘the human
sciences try to get at things that do not exist as material objects’: ‘they conceptualize,
operationalize, test, and redefine in an epistemological circuit’ (296). What Bishop
charges Cassell with doing is calling on contemporary medicine to ‘divide the suffering
body from its “spiritual” or nonobjective parts ... and further separate the social from the
psychological and the spiritual dimensions’ (296). In comparison to Bishop’s views
about embodiment, Cassell endorses a view on which the human body is divided. By
doing so, Cassell aligns with other thinkers—Bishop identifies Sherwin Nuland and Paul
Churchland (297)—who also (erroneously) distinguish between functionality and
meaning. In other words, Cassell is committed to a dualism according to which ‘bodies
are bodies and persons are persons, and where mechanism and meaning are distinct’
(298). Dividing the body into various parts lends itself to the task of efficiently delivering
care. The care that is delivered, however, comes at a cost.

For Bishop, there is an alternative view of suffering, one that turns on the way in
which iliness affects how one is embodied. ‘To suffer is to undergo change in one’s way
of being embodied, in one’s embodied intentionality. To suffer is to undergo loss of
capacity, potency, history, project, or purpose’, he writes, ‘all of which are integral to this
particular embodied being’ (298). On these terms, suffering isn’t delimited to what one,
in a particular spatiotemporal moment, is and isn’t able to do; rather, suffering affects
everything that one has, can, or will do. In other words, suffering isn’t limited to the
functionality of one’s body. Instead, suffering affects one’s purposes and projects, which
are only possible through one’s embodied self. ‘In this sense’, Bishop notes, ‘matter is
not distinct from form or telos’ (298). Contemporary medicine fails because it makes
such distinctions. Bishop claims:



The technologies of medicine are geared not to purposes and
goods but to functionality; the assessments and discourses of medicine
are geared not toward individual purpose or meaning but toward some
notion of social function and/or the good death that has been captured, or
created, in assessments designed for better social functioning. As
such, medicine becomes forgetful of the living and embodied telos of
this particular body that has called to it for help. It becomes forgetful of

being embodied... [M]edicine thereby causes suffering (299).

By focusing only on functionality, contemporary medicine disregards the
embodied per- son. In doing so, moreover, physicians distance themselves from the
value commitments held by the patient and the patient’s family and community. In order
to avoid the reductive tendencies found in the Mechanical and Efficient Care Theses,
how should contemporary medicine respond to suffering?

The suffering of others, Bishop observes, moves the perceivers of that suffering
in different ways. ‘Responding to the loss of functionality’, he writes, ‘is the calling of the
physician. She cannot do otherwise and still be a physician’ (300). But while such a
response isn’t wrongheaded it may be inadequate, especially when the physician is con-
fronted with care for the dying. What’s problematic about this picture, he notes, is that
when ‘function is not fully returned, the coldness of modern medicine stands out’ (302).
The coldness of contemporary medicine stems from the way in which physicians are
trained. Bishop explains:

the doctor’s training and education get in the way of perceiving
suffering beyond function, for the doctor has been seduced by the efficient
and effective manipulation of bodies and psyches as the most important
response to suffering. She has become anesthetized to embodied suffering,
literally without the sense of a suffering deeper than functional loss of
material objects (302-303).

Contemporary medicine is successful when it responds to the body that is losing



its functionality. But it fails because it only responds to functionality, disregarding
embodiment. What physicians must learn, Bishop argues, is when they are relevant—
that is, when they are able to do something to return functionality, when they will cause
only harm, and when they must defer to others, for example, family, friends and religious
leaders. In other words, ‘[t]he doctor must learn to be there with the suffering other when
she intervenes in a bodily function, and even when she cannot intervene at all’ (303).

Given the coldness of medicine, Bishop avers, the physician-patient interaction
must include, on the part of the physician, the ‘giving of the self’. Such a response isn’t
delimited to attempting to return functionality to the patient. Instead, it may also include
being with the patient—listening, speaking, or remaining in silence with him or her.

Moreover, the response, Bishop says,

may come in the form of no response at all, in the recognition that
the doctor cannot be what the other calls her to be. The response may be
one of calling on others with skills—as opposed to techniques—that the

doctor may not possess (304).

Through the giving of the self, the physician attends to the embodiment of the
patient.

Bishop highlights the phenomenology underwriting his argument. He writes:

[tlhe perceiver of suffering perceives the loss and is moved to fill the
loss, but in a manner that may or may not alleviate the function of loss. To
be moved by the call of another is a different kind of motion than that
forced by a social apparatus that compels us to intervene upon the
material of the body or body politic (306).

What moves one to perceive and respond to the suffering of another, he adds,
turns on being members of a community. ‘By virtue of the community’, he notes, ‘one

can learn how properly to offer care because care has already been received’ (306).



‘We are moral strangers’, Bishop writes in closing:

precisely because we believe that in sharing functionality as our
common ground, we have overcome the particularity of place and
traditions; and it is this that alienates us from one another. The problem is
that in focusing on efficient and material causes, medicine alienates the
bodies of patients from their capacities, histories, projects, and purposes,
which are molded in communities. In other words, bodies have an integrity
prior to and independent of the post hoc investment of meaning and value
that is added onto living and dying (309).

How should contemporary medicine move beyond focusing merely on
functionality toward attending to both functionality and embodiment? Thus Bishop’s

closing query about whether only theology can save medicine.

Some Ideas from Ramsey

| now turn to Ramsey’s writings on medical ethics,8 focusing on his views about
physician-patient interaction and highlighting his conception of the ‘patient as person’.
Once | have reconstructed his views regarding the patient as person, | turn to his
writings specifically about care for the dying, including whether physicians tend toward
under- treatment or overtreatment. These writings taken together, | hope to show, may
help respond to the Mechanical and Efficient Care Theses, and therefore might offer
resources to help save contemporary medicine.

Before turning to his writings about medical ethics, consider how Ramsey under-
stands Christian ethics to relate to medical ethics. In prefacing The Patient as Person,
he writes: ‘[t]his, then, is a book about ethics, written by a Christian ethicist. | hold that

medical ethics is consonant with the ethics of a wider human community’, with medical

ethics being ‘only a particular case of the latter’.® “The moral requirements governing
the relations of physicians to patients and research to subjects’, he adds, ‘are only a

special case of the moral requirements governing any relations between man and



man’."® For any and all relations, though, there is ‘the ethical question’: {[w] hat is the

meaning of the faithfulness of one human being to another in every one of these

: 1 . . .- :
relations?’ He also comments on his commitments to moral and religious premises:

| hold with Karl Barth that covenant-fidelity is the inner meaning and
purpose of our creation as human beings, while the whole of creation is the
external basis and condition of the possibility of covenant. This means that
the conscious acceptance of covenant responsibilities is the inner meaning
of even the ‘natural’ or systemic relations into which we are born and of the
institutions or roles we enter by choice, while this fabric provides the

external framework for human fulfillment in explicit covenants among men.

. .. . 12
The practice of medicine is one such covenant.

Given his commitments to upholding covenantal responsibilities in general, then,
Ramsey aims to think through and explicate what such responsibilities entail in the con-
text of medicine, including ‘how to show respect for, protect, preserve, and honor the life

of fellow man’."

In prefacing his argument, Ramsey also addresses a concern advanced by his
interlocutors: namely that, in approaching moral dilemmas, the theological content of his
arguments disappears. | have earlier discussed that Ramsey views medical ethics to be
a particular case of ethics more generally. In the specialized case of medical ethics,
then, one’s general ethical commitments are specified to address the particular
problems that medical interactions and research presents. Moreover, he adds that he will

‘not be embarrassed to use as an interpretive principle the Biblical norm of fidelity to

covenant, with the meaning it gives to righteousness between man and man’.'* But he
also notes that ‘this is a not a very prominent feature’ in his argument ‘since it is

necessary for an ethicist to go as far as possible into the technical and other particular

aspects of the problems he ventures to take up’.15 While noting his commitments to the
covenant responsibilities, he doesn’t simultaneously claim that such commitments also

entail strict distinctiveness between Christian and non-Christian views: ‘in the midst of



any of these urgent human problems, an ethicist finds that he has been joined—whether
in agreement or with some disagreement—by men of various persuasions, often quite

different ones. There is in actuality a community of moral discourse concerning the

claims of persons’.16

Following these clarifying notes, how does Ramsey approach problems in
medical ethics, and in particular the ones with which Bishop is concerned? The physician,
Ramsey writes, ‘makes decisions as an expert but also a man among men; and his
patient is a human being coming to his birth or to his death, or being rescued from

illness or injury in between. Therefore, the doctor who attends the case has reason to

be attentive to the patient as person’,17 an idea that speaks to the Mechanical Thesis.
Underwriting the relationship between the patient and physician is a more basic
relationship, that is, one between members of the covenanted community. What are
some features of such a com- munity? ‘In order to create and maintain a community of

persons’, Ramsey writes, ‘much more (and more intentionally) than in economic

exchange is necessary that each seek not his own good, but the good of his neighbor’.18
Moreover, ‘[o]nly an element of concern for the other person for his sake creates a

community among men’."®

To highlight what motivates the members of such a community, Ramsey links
Christian faith and neighbor-love’s normative commitments. Ramsey’s view about the
relationship between faith and love is packaged under the heading ‘faith working through

love’. According to him, ‘[flaith working through love is concerned only to show what

love is and to discover the neighbor’s needs, not to demonstrate that it itself is faithful’.?°
He further claims: ‘Christian love does not claim good works; it gives them. Christian
faith does not seek its own salvation, even salvation by faith, for faith is effective in love

which seeks only the neighbor’s good’.21 Insofar as the neighbor exists, then, one is
obligated to seek the neighbor’s good.

Privileging the person, he notes, does not permit the physician to overstep his or
her bounds in the treatment of the patient. Therefore, privileging the person delimits
what may be done in the course of treatment. In deontological terms, there exists a
priority of the right to the good. There consequently must be, Ramsey says, ‘a



determination of the rightness or wrongness of the action and not only of the good to be

obtained in medical care or from medical investigation’.22 To ascertain what is right, the
physician is required to get consent from the patient. The consent requirement reflects
the ‘canon of loyalty’ between the physician and patient. For Ramsey, consent isn’t
reducible to a brute libertarian contract, according to which whatever is consented to
may be done. He instead suggests viewing the relationship between the physician and

patient—who he calls ‘joint-adventurers’—as a partnership.

On Richard B. Miller’s reading,23 the heart of Ramsey’s emphasis on informed
con- sent is found in the following passage, wherein Ramsey fully explicates what he
means by a ‘canon of loyalty’ in medical practice:

[a]ny human being is more than a patient or experimental subject;
he is a personal subject— every bit as much a man as the physician-
investigator. Fidelity is between man and man in these procedures.
Consent expresses or establishes this relationship, and the requirement of
consent sustains it. Fidelity is the bond between consenting man and
consenting man in these procedures. The principle of an informed consent
is the cardinal canon of loyalty joining men together in medical practice
and investigation. In this requirement, faithfulness among men—the
faithfulness that is normative for all the covenants or moral bonds of life

with life—gains specification for the primary relations peculiar to medical

. 24
practice.

Since it is a partnership between the physician and patient, Ramsey adds,
‘consent is a continuing and repeatable requirement’. What’s more, the patient must also

be in a position to make ‘reasonably free and adequately informed consent’.” His
emphasis on con- sent takes seriously the moral and epistemic claims people make on
one another. Ramsey terms these claims ‘faithfulness-claims’. ‘An informed consent

alone’, he avers, ‘exhibits and establishes medical practice and investigation as a

- . , 26
voluntary association of free men in a common cause’.



Ramsey continues to develop (and emphasize the importance of) consent in his
discussion of medical experimentation on children. One cannot subject a child to an

experimental procedure, he says, ‘when there is no possible relation to the child’s

recovery’.27 Thus, consent safeguards against a child being reduced to a test site, an
epistemological apparatus, that is used to serve medicine’s advancement. Moreover,

the child that must benefit from an experimental procedure must be the child being

subject to that procedure—not some abstract future child.”® But a child isn’t sufficiently
formed as an agent such that he or she is able to consent on his or her own. So, it is the
child’s parents who must consent on the child’s behalf. The parents must be in a
position to reasonably con- sent to one or another procedure. The child’s parents must

therefore shoulder particular burdens:

A parent’s decisive concern is for the care and protection of the
child, to whom he owes the highest fiduciary loyalty, even when he also

appreciates the benefits to come to others from the investigation and might

submit his own person to experiment in order to obtain them.?

In his comments about experimenting on children, Ramsey highlights that, like all
other people, children are recipients of God’s love and are therefore irreducibly
valuable. Children must always be treated as neighbors—that is, as ends-in-

themselves**—and never merely as instruments. Like Bishop, Ramsey seems alive to
the idea that medicine may tend, especially in experimentation, toward turning children

from subjects into objects. But his emphases on consent and fiduciary loyalty aim to
foreclose such a move.”
In ‘On (Only) Caring for the Dying’32 and, in an article published four years later, ‘The

Indignity of “Death with Dignity”’,33 Ramsey discusses care for the dying. In the former,
Ramsey is concerned with overtreatment and in the latter with undertreatment. The way

in which caregivers—physicians and others—attend to the dying is, he writes, ‘the
oldest medical ethics there is’.34 There is a concern, however, that attends care for the

dying: what are the ‘moral limits properly surrounding efforts to save life?>° In order to



respond to this concern, Ramsey believes, requires relying not solely on medicine itself
but also the patient and the patient’s values. There is a relationship among the physician,
patient and the available treatments. The patient must be informed whether he or she
will get well or will (so far as is known) die. Given that the patient may die, there’s a
more basic relationship between the physician and patient: ‘[t]he patient has entered a
covenant with the physician for his complete care, not for continuing useless efforts to

cure’.

In instances in which a cure cannot be provided, there is a change in the
relationship between the physician and patient. Against the Efficient Care Thesis, the
relationship changes to one between two members of the human moral community, that
is, between neighbors. The relationship turns from cure to ‘how not to die alone’. To
care for the dying, Ramsey avers, is a medical-moral imperative, one that is a

‘requirement of us all in exhibiting faithfulness to all who bear a human countenance’.”’
Moreover, this imperative may well require the physician to defer to other caregivers—
‘priests, ministers, rabbis, and every one of us'—whereby the process of dying moves

from the hospital and ‘back into the home and in the midst of family, neighborhood, and

friends’.*®
Commenting on the seriously and irreversibly ill, Ramsey further highlights the
fac- tors relevant for when a physician must defer to others. ‘Even when he could

succeed’, Ramsey writes:

a doctor may and sometimes should allow his medical judgment to
defer to a patient’s estimate of the higher importance of worth and the
relations for which his life was lived. In doing so the doctor acts more as a
man than as a medical expert, acknowledging the preeminence of the

human relations in which he stands with these and all other men, rather

- : _— 39
than solely in his capacity as a scientist or as a healer.

Thus, the physician must have the consent of the patient in order to pursue some
course of treatment. Moreover, for the patient, the giving of consent turns on his or her
own values, to which the physician must defer. Underwriting this view, Ramsey holds, is



the primitive relationship among people—namely, that all people are, first and foremost,
members of the human moral community and not members of the medical enterprise,
whether as givers or receivers of care. In the giving of care, which may sometimes
include not giving medical care at all, Ramsey emphasizes attentiveness to (borrowing
Bishop’s term) the embodiment of the patient.

Ramsey also offers two important qualifications regarding the relationship
between the physician and patient. The first concerns the nature of the relationship
between them. The physician is not, in one instance, solely a physician and, in another,
solely a human being. Instead, the physician is both physician and a human being at the
same time. Therefore, the physician must honor both his commitments to medicine and
to morality. These commitments, Ramsey notes, are distinguishable but not separable.
Therefore, Ramsey does not endorse a role morality. What the physician is called to do,
then, is to continue trying to find a remedy but, when the occasion demands it, must

accord to the patient ‘the nobility and opportunity of personally nontherapeutic service of

mankind’.*® The physician thus acknowledges that he or she is obligated to seek a cure
but does not desert the patient to die alone when no cure is available. The physician’s
attention to the patient’s suffering, therefore, manifests itself in different ways.

The second qualification concerns care for the dying and whether it is morally
permissible to hasten the patient’s death. For Ramsey, in instances when a cure is not
available, the physician must turn to nontherapeutic care. In these instances, Ramsey
writes, ‘deeds are done bodily for them which serve solely to manifest that they are not
lost from human attention, that they are not alone, that mankind generally and their

loved ones take note of their dying and mean to accompany them in accepting this

unique instance of the acceptable death of all flesh.*" Though unable to give
therapeutic care, the relationship between the physician and patient is instead one

between neighbors—one which ‘will display an indefectible charity that never ceases to
go out of business of caring for the dying neighbor’.42 Such acts of charity and
hospitality toward the patient, on Ramsey’s view, align with God’s will and further
demand faithful care from another. Since no one is beyond the ambit of God’s love and

care, he adds, hastening the patient’s death is to be avoided.®

In caring for the dying, Ramsey notes, there is nothing dignified about death. For



him, death is an affront to the individual person’s value as a human being. But there is a
certain nobility and dignity in caring for the dying—the caregiver who attends to the

dying person is made aware of the uniqueness of that particular person and that the

particular uniqueness will end.** By noting that the particular person is unique,
Ramsey’s views about care speak back to the Efficient Care Thesis. Despite the nobility
and dignity involved in care for the dying, however, Ramsey believes that ethicists must
still struggle with the idea of ‘death with dignity’. What is the cause of this struggle?
Constructing an ethics of death and dying requires confronting the fact that death itself

resists conceptualization.45 Death limits the lives of all people, Ramsey says, but the
way in which it limits life isn’t something one can experience—'death is never a part of

life’.*° Instead, death is something against which humans live, something whose bearing

humans cognize. What death does, he notes, is that it ‘teaches us to “number our

days”’.47 While Ramsey believes that death escapes conceptualization, it nonetheless

has normative force upon human life. On this point, Ramsey writes, “Awareness of

dying” means awareness of that; and awareness of that constitutes an experience of

ultimate indignity in and to the awareness of the self who is dying’.48

Ramsey also emphasizes that an awareness of dying is uniquely individuating. On
the caregiver’s role in the dying process, he writes, {m]embers of the caring community
(doctors, nurses, family) are apt to keep closer company with the dying if we
acknowledge the loss of all worth by the loss of him in whom inhered all worth in his

world”.*® From here, Ramsey identifies death as a finis, not telos. One shouldn’t
therefore reduce human life and death to the same order of natural events. He also
cautions against the ‘thing-ifying’ of death, that is, when people hope for a ‘sudden
death’. More pointedly, Ramsey believes the sting of death is sin. Death is the enemy of

the natural order. But without death, he says,

we would have no reason to ‘number our days’ so as to ransom the
time allotted us, to receive life as a precious gift, to drink the wine of
gladness in toast to every successive present moment. Instead, life would
be an endless boredom and boring because endless; there would be no



reason to probe its depths while there is still time.*°

But death remains, for him, an evil or experienced indignity.
In the face of this evil and indignity, though, one may express ‘[r]ealistic love for

another irreplaceable, noninterchangeable individual human being’ through ‘car[ing] for

another “doomed soul”.”" This view follows from a theme present in Ramsey’s
foundational work in Christian ethics and made more explicit in his medical ethics. That
is, by being recipient to God’s love, and also being member of the covenant among
humans, one is embedded in important interpersonal relationships. Moreover, one is a
unique being with an attendant moral status; one is particular and irreplaceable. From
this description, Ramsey cautions against two accounts of death. The first account, he

says, ‘subscribe[s] to an interpretation of “bodily life” that reduces it to an acceptable
level of indifference to the person long before his dying’.52 This account follows Plato’s

idealized account of Socrates’s death.”® The second account ‘subscribe[s] to a
philosophy of “human life” that reduces the stature, the worth, and the irreplaceable

uniqueness of the individual person (long before his dying) to a level of acceptable

transiency or inter- changeability’.s4 But for Ramsey, it is better to bear the indignity of
death than to dignify either of these two accounts. Caring for the dying is distinct moral
activity. While one may grieve over the dead, this grief turns on an acknowledgement of
the uniqueness that inhered in him or her.

Conclusion

Bishop offers a strong characterization regarding contemporary medicine,
claiming that it tends toward a reductive either/or. On the one side is what | called the
Mechanical Thesis: medical technologies aim at conquering illness and death, viewing
the body as a broken tool that stands in need of repair and consequently doing violence
to the individual person. On the other side is the Efficient Care Thesis: psychological
and social scientific models have, in the place of Christian hospice care, attempted to
master death, reducing care to effectiveness and efficiency. Following this strong critical

characterization, Bishop suggests that theology might serve as a resource to help save



contemporary medicine.

In response to Bishop, | turned to Ramsey, who relates Christian ethics and
medical ethics. More specifically, he draws from ideas about neighbor-love and brings
them to bear on informed consent and care for the dying. In each case, Ramsey does
not separate what medicine may do and what one is morally obligated to do in thinking
about and providing care. While discussing physician-patient interaction, Ramsey
motivates his views by emphasizing that the basic relationship between them is one
between neighbors, a relationship that is informed and delimited by love. These are
ideas that speak to the Mechanical Thesis. Moreover, when confronted with seriously ill
or terminal patients, Ramsey emphasizes that physicians must focus on care and not
solely on cure. By focusing on care, physicians recognize that the patient is a unique
and irreplaceable member of the human moral community. These are ideas that speak
to the Efficient Care Thesis. Thus, Ramsey does not start with the promise of
contemporary medicine and then mold his ethics in order to promote any and all medical
endeavors. He thus highlights ways in which to resist the reductive tendencies that
Bishop believes affect contemporary medicine.

Might only theology save medicine? Perhaps. Some of Ramsey’s ideas, | have

tried to argue, may help.55
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