Bioethical Analysis

Of an Integrated Medicine Clinic

Robert Lyman Potter and Jennifer Schneider

This paper considers the bioethical analysis of an alternative medicine project: first,
it proposes a “bioethics analysis grid” constructed from the principles, virtues, and
goals established by the discipline of bioethics; second, it describes the development
of a public clinic that integrates conventional and natural medicine, and third, it
supports the conclusion that this unigue project has a core set of values that generally
comply with the standards of bioethics.

he significant role of alternative or comple-

I mentary treatment modalities both in his-
tory and in today’s health care environ-

ment has been established in other papers in this
issue of Bioethics Forum. In this paper we propose
amethod of evaluating the ethical issues that arise

in the integration of conventional and alternative
treatment modalities.

Ethical Analysis

An ethical analysis of the integration of natural
and conventional medicine poses the following
question: Of all the questions that arise in regard
to health care, which of them qualify as bioethi-
cal issues?

One can intepret the discipline of bioethics ei-
ther narrowly or broadly. When interpreted nar-
rowly, only certain philosophical issues qualify
as appropriate issues. When interpreted broadly,
all human values, motivation, reasoning, and ac-
tion may qualify under a general definition of eth-
ics and be applied specifically to bioethics. In this
paper we accept the interpretation of bioethics as
applying to the broad spectrum of human behav-
ior.

Bioethics as a Subset of the Philosophy of
Medicine

Established views of the philosophy of medicine
have placed bioethics under its umbrella

(Pellegrino and Thomasma 1981 and Wulff 1986).

Five clusters of issues organize a practical analy-
sis of the major parts of the philosophy of medi-
cine and identify the issues that are relevant to
bioethics (Potter 1991):

1. philosophiéal anthropology, which develops
a model of the human being as the proper
subject of medicine;

2. causation factors for health and disease that
creates a broad definition of pathological in-
fluences and therapeutic interventions;

3. clinical encounter of patient-provider as the
focal point of medicine’s power to influence
health and disease;

4. bioethics as the discipline that provides a
framework for critique of the multiple value
issues involved in the entire spectrum of
medical decision making from public health
policy to clinical interventions;

5. cultural dialogue between medicine as a sub-
culture and the larger society of which it is
an institution.

Robert Lyman Potter, PhD, MD, is clinical ethics
scholar at Midwest Bioethics Center, Kansas City,
Missouri. Jennifer Schneider is a graduate student in
public health at Portland State University.
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This larger screen can be used to further evalu-
ate any health care delivery system. Each of the
five clusters are concerned with areas relevant to
the comparison of differing philosophies of medi-
cine. This paper will concentrate on the constel-
lation of bioethics issues.

Bioethics Analysis Grid

The ethical grid or framework by which one ana-
lyzes any health care issue or project can be con-
structed from a combination of three sets of ma-
terials: bioethical principles, virtues of providers,
and the goals of medicine. These elements corre-
spond to formal ethical theories of deontology,
virtue ethics, and teleology that are commonly
included in the composition of broad ethical mod-
els (Becker 1973). Through a matrix of rules, vir-
tues, and goals, a comprehensive analysis grid can
be constructed.

For nearly a generation, the dominant prin-
ciples in use among bioethicists have been au-
tonomy, nonmaleficence, beneficience, and justice
(Beauchamp and Childress 1994). This is a proven
method of approaching the mass of bioethical is-
sues. A recent initiative attempts to balance these
principles with a practical form of virtue ethics
(DuBose 1994). The virtues of integrity, respect,
and compassion have been selected by the Ameri-
can Board of Internal Medicine as the desirable
characteristics of an humanistic physician (Ameri-
can Board 1984). Other thinkers have suggested
a more elaborate virtue schema, which will be
kept as background material but not thematized
here (Pellegrino and Thomasma 1993).

As an organizing metaphor for bioethics, the
goal§ of medicine have been less well defined
(Cassel 1991; Nordenfelt 1987). While there are
more expansive definitions of medicine’s objec-
tives, for this analysis the diffuse goals will be
compressed into dipolar aspects: maximizing
human flourishing and minimizing human suf-
fering. As an approximation, maximizing human
flourishing corresponds to the promotion of
health, and minimizing human suffering corre-
sponds to the treatment of disease and providing
comfort care to the incurable.

The particular idea that holds all these bioeth-
ics elements together is to place the patient at the
center of concern. Although other moral agents
participate in the total health care encounter, it is
the patient’s perspective that the principles, vir-
tues, and goals ought to reveal and support
(Gerteis 1993).

Principles

Autonomy

Autonomy is the bioethics principle that recog-
nizes self-determination as central to human dig-
nity. Each person is to respect the other person’s
values and freedom of choice in such a profound
way that any personal encounter is characterized
by truth telling, promise keeping, confidentiality,
privacy, informed consent, and open dialogical
decision making. In order to fulfill this principle
all agents must have an understanding of their
personal identity and the cultural competence to
understand and accept the belief systems of other
persons. Personal and cultural sensitivity are re-
quired by the principle of autonomy.

Questions that providers might ask to test their
personal and cultural sensitivity toward patient
autonomy include

1. Is the voice of the patient being heard?
2. Are the patient’s values being honored?

3. Is there a careful guarding of information
about the patient?

4. Is there an honest involvement of the patient
in the decision-making process?

5. Is the patient’s cultural context being given
its full importance?

6. Are the patient’s beliefs being fully respected?

Nonmaleficence

Nonmaleficence as a bioethics principle is usu-
ally expressed as a caution to avoid doing harm.
Because there are multiple interventions that a
provider might use in any clinical situation, it is
necessary to make a judgment as to which inter-
ventions actually can reliably bring about a good
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result and which ones are more likely to cause
more harm than good. Without a strong empiri-
cal foundation in clinical outcomes such a judg-
ment can be distorted by individual provider bias.

The critical questions which providers would
ask to test this ethical principle are:

1. Has this intervention been accepted by a sub-
stantial portion of the medical scientific com-
munity as being the most likely to avoid harm
and provide a good outcome?

2. Is this intervention creating a risk to the pa-
tient without expectation of providing ben-
efit?

3. Is the justification for this intervention based
on inadequately tested “clinical experience”?

4. Is the justification for this intervention based
on inadequately tested “folk knowledge”?

Beneficence

The bioethical principle of beneficence, or doing
good for the patient, has been analyzed exten-
sively (Pellegrino and Thomasma 1988).
Pellegrino and Thomasma have sorted out four
aspects of defining the good: medical good, the
patient’s sense of the good, societal good, and a
theological interpretation of the good.

Questions that providers must always ask
themselves are:

1. Is this intervention as good as it is claimed to
be?

2. Is this intervention more of a societal conven-
tion than a demonstrated good?

3. Is this intervention violating the patient’s
sense of what is good for him or her?

4. Is this particular good the most good pos-
sible?

Decisions about what is beneficial to the pa-
tient are very complex. What may appear to be a
professional, clinical judgment based on science
and experience may, from another persepective,
lack attention to a personal belief system and to
the larger cultural context.

Justice

The bioethical principle of justice tends to focus
on distributive justice, although there are reasons
to include broader forms of justice such as as re-
spect for diversity. Norman Daniels has made the
difficult subject of justice more practical by ask-
ing these questions (Daniels 1985):

1. What kinds of health care services will exist
in a society?

2. Who will receive them and on what basis?
3. Who will deliver them?

4. How will the burdens of financing them be
distributed?

5. How will the power and control of those ser-
vices be distributed?

A sixth question would sharpen and extend num-
ber five:

6. Who will be allowed to profit from deliver-
ing them?

These questions give content to the idea of jus-
tice in health care. They go beyond a claim that
all persons ought to be treated fairly, to a charge
to specify how fairness can be tested.

Integrity

Integrity can be defined as “the personal commit-
ment to be honest and trustworthy in evaluating
and demonstrating one’s own skills and abilities”
(American Board 1984). Integrity as a virtue can
be extended to truth-telling and promise-keep-
ing. It characterizes the disposition to being a
whole person who lives out of a deeply held set
of values. In the delivery of health services the
person of integrity would demonstrate the qual-
ity of caring.

Respect

Respect can be defined as “the personal commit-
ment to honor others’ choices and rights regard-
ing themselves and their medical care (American
Board 1984).” Respect, then, is closely alligned to
principle of autonomy. It is respect for the dig-
nity of other persons that involves honoring their
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values, preferences, beliefs as well as being will-
ing to compromise one’s own values, preferences,
and beliefs in order to accommodate other per-
sons. Respect implies cultural competence.

Compassion

Compassion can be defined as “an appreciation
that suffering and illness engender special needs
for comfort and help without evoking excessive
emotional involvement that could undermine
professional responsibility for the patient (Ameri-
can Board 1984).” The capacity to appreciate the
internal state of a sick person is a virtue that sepa-
rates professional from unprofessional behavior.
This is a special capacity for empathy.

Goals

Maximizing Human Flourishing

It is axiomatic that the goal of medicine is to maxi-
mize human flourishing (Nordenfelt 1987). How
one determines which medical intervention ac-
tually maximizes human flourishing would ap-
pear to be a matter of good experimental design
and adequate interpretation of the gathered clini-
cal data. Just what constitutes health and flour-
ishing has not reached a consensus point in most
cultures. In a pluralistic society, there can be a
wide spectrum of definitions of what specifically
constitutes health and human flourishing. Qual-
ity of life studies are difficult to conduct and
equally difficult to interpret for individual life
situations. Quality of life for an individual can best
be determined by that individual and not as an
application of a statistical profile.

Despite the problems of functionally defining
flourishing in human health, there is a compel-
ling rationality that whatever intervention pro-
motes flourishing is also the most ethically justi-
fied. An ethically justifiable goal of medicine is to
promote flourishing in human health, and ask-
ing if any project of medicine supports that goal
is relevant to an ethical analysis.

Minimizing Human Suffering
Eric Cassel has provided some clarity to the goal

of minimizing human suffering (Cassell 1991).
What ever means are necessary to relieve human

suffering need to be considered as an appropri-
ate function of medicine. This does not mean that
all methods of dealing with suffering are appro-
priate, nor that all methods are in the domain of
medicine. Some kinds of human suffering are psy-
chosocial, economic, and political. How far the
reach of medical intervention should extend to
relieve suffering is not clear. Furthermore, there
are means to reduce suffering, for example, phy-
sician-assisted suicide, that may challenge some
value systems.

The treatment method that shows the most em-
pirical power to minimize suffering through the
prevention or treatment of disease should be con-
sidered as being the most ethical to apply. This
empirical power must be balanced with the
patient’s preference since not all patients may
want the “best” treatment even if it does have the
strongest empirical support for minimizing suf-
fering.

The Framework for Bioethical Analysis

The simplest approach to any issue was suggested
by H. Richard Niebuhr’s two ethical questions:
“What is going on here?” and, “What is the fit-
ting response to what is going on?” (Niebuhr
1963) To fully explore the complexity of any situ-
ation requires a set of questions such as those that
comprise the bioethics analysis grid. This grid is
flexible enough to be expanded in a variety of
directions and accomplish specific analytic goals.
Any one of several principles, virtues, goals or
combinations of these elements can be added.

But questions of how to use this framework still
exist. Should the questions for each system be
compared and judged for adequacy? Is each sys-
tem to be graded? Is the system with the best
grade to be preferred? Should a more sophisti-
cated system from the philosophy of science be
used to determine which system of thought might
be more progressive or acceptable?

Once a system is devised, the person who ap-
plies the questions to real situations needs to be
determined. Should it be the scientific commu-
nity, public policy makers, governmental bodies,
regulatory agencies, purchasers of medical
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services, insurance companies, cultural thought
leaders, or a consensus of citizens (Bulger 1995)?
The most sophisticated application at this time is
the patient rights and organizational ethics stan-
dards of the Joint Commission on Accreditation
of Healthcare Organizations (Joint Commission
1997).

The method commonly used in society is a
group of virtuously motivated citizens petition a
governmental agency. The group presents an idea
that is actualized through a process of bringing
interested parties together to build a program that
will serve the needs of the public. Professional
opinion generally has precedence over public
opinion. The input of the public is usually con-
sidered but is not the deciding factor.

Public values and ethical positions are made
more complex by the pluralistic structure of our
society. The ambiguity produced by pluralism
stalls ethical discourse, making it difficult to agree
on the values that will count as standards of judg-
ment. A blending of several methods might fa-
cilitate this level of decision making, but such a
method for reaching a public judgment is an un-
finished task for our democratic society
(Yankelovich 1991).

Specific questions that should be asked of al-
ternative medicine are the same ethical questions
thatshould be asked of any system of medicine:

1. Isit patient centered?

2. Does it respect autonomy?
. Does it avoid doing harm?
. Does it provide the good?

Does it promote justice?

o o s W

Do its providers possess the virtue of integ-
rity?

7. Doits providers possess the virtue of respect?

8. Do its providers possess the virtue of com-
passion?

9. Does it maximize human flourishing?

10. Does it minimize human suffering?

The answers to these questions become the con-
tent of the bioethical analysis of an issue or a
project. After briefly describing the development
of a natural medicine clinic integrated into a con-
ventional medicine system, these questions will
be answered in a preliminary way in order to con-
clude with a provisional evaluation of this project
from a bioethical perspective. v

Integration of Natural and Conventional
Medicine in a Clinic Setting

In 1995, the Metropolitan King County Council
(Seattle, Washington area) created a natural medi-
cine clinic with the following purpose: “. . . to in-
tegrate natural medicine with conventional medi-
cine to achieve the highest quality health care at
the most affordable cost” (Council 1995).

The motion defines natural medicine as the
“cure or prevention of disease through the use of
vitamins, minerals, amino acids, enzymes, herbs,
and other natural substances, or the use of non-
surgical, drugless approaches, such as acupunc-
ture, that support the body’s own healing pro-
cesses” (Council 1995). In this essay, natural medi-
cine and alternative medicine are consider to be
synonomous.

The natural medicine clinic grew out of several
factors: consumers have become become more
health conscious and are seeking care that is cost-
effective, noninvasive, and prevention-focused
(Pavek 1995); there is an increasing acceptance of
natural medicine by traditional institutions and
practitioners (Ernst 1995); and the local council
was responsive to offering citizens the choice to
seek natural medicine in conjunction with con-
ventional medicine to enhance health, maximize
treatment options, and prevent illness.

The Seattle King County Department of Public
Health (SKCDPH) formed an internal workgroup
team consisting of epidemiologists, medical doc-
tors, nurses, clinic managers, and administrative
staff to plan the project.

The partnership of Bastyr University, Commu-
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nity Health Centers of King County (CHC), Sta-
tistics and Epidemiology Research Corporation
(SERC), and the City of Kent was selected to carry
out the project according to the following crite-
ria:

¢ evidenced ability to bring together experi-
enced natural medicine providers and con-
ventional primary care providers in a collabo-
rative effort to offer integrated services;

* ability to offer a well-defined scope of natu-
ral medicine services;

e ability to offer high-quality services to low-
income, culturally diverse populations,
expecially immigrants and refugees, at an af-
fordable cost;

* provision of natural medicine services with a
prevention focus;

¢ ability to operate a program that is financially
viable;

* evidenced intention to select and collaborate
with an unaffiliated research entity to conduct
one or more outcome research projects;

* willingness to provide updates and present
findings to a natural medicine clinic advisory
board and other policy-making bodies;

* be responsive to priorities and data needs of
the SKCDPH and the selected research entity
(Update 1996).

The clinic is expected to treat between 100 and
130 patients a day, providing a full complement
of community-oriented primary health care with
an integration of both natural and conventional
health services. Providers include a medical doc-
tor, two naturopathic physicians, resident naturo-
pathic physicians in training, an acupuncturist,
and a nutritionist. A chiropractor, massage thera-
pist, and health educator will be phased into the
clinic in a few months. The clinic will offer both
conventional and natural therapies, as well as
lifestyle, nutrition, and mental health counseling.

At the heart of this integrated model of care is
informed choice regarding avenues of health

care. The exception to this pertains to patients
with conditions seen first by conventional provid-
ers and considered medical emergencies or re-
quiring hospitalization (for example, fracture,
stroke, acute respiratory distress, pregnancy). The
patient may still choose to see a natural medicine
provider after the initial visit with the medical
doctor.

If the patient is unaware of the availability of
natural medicine services at the clinic and is pre-
senting symptoms determined to be best attended
by the natural medicine provider, the patient is

At the heart of this
integrated model of care is
informed choice regarding
avenues of health care.

asked to see the natural medicine personnel, be
educated on natural medicine services and con-
ventional medicine services, and is given the op-
portunity to ask questions.

After being fully informed, the patient chooses
the provider he or she feels is most appropriate.
Both natural and conventional providers cross-
refer as appropriate for optimizing patient health.
Patients have one chart that is accessible to all pro-
viders.

Education is provided for practitioners to
maximize mutual understanding. Programs in-
clude seminars, monthly joint case review, co-
management of specific presenting symptoms,
and joint training sessions, having the following
objectives:

¢ familiarize natural and conventional medicine
providers about the ways in which they each
provide medical services and the reasons for
choosing various diagnostic and treatment
methodologies;

* o discuss openly and objectively the differ-
ences in approaches to diagnosis and treat-
ment;
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* to discuss the commonalities and differences
between the services planned for the Natural
Medicine Clinic and Community Health
Center’s other primary care clinics;

* to conduct problem solving as the integrated
approach is implemented.

Research and development will be conducted
to determine whether or not the clinic will be
continued.

The Natural Medicine Clinic is seen by its de-
signers as a “revolution” in health care, piloting
an enhanced model of health care where natural
and conventional medicine are fully blended,
patient choice and education are primary, and
low-cost, noninvasive services are emphasized.

Applying Ethical Analysis

To an Integrated Medical Clinic

For the purposes of demonstration, we will use
the Natural Medicine Clinic as a health care insti-
tution to which ethical analysis can be applied.
Such analysis is necessary for the reasons that
any health care issue or activity is evaluated: ethi-
cal issues are at the heart of the quality of human
action. All human activity should be evaluated
for its quality in regard to its consequence for
those who are involved in the activity either as
agents or patrons. This analysis is an example of
preventive ethics in which the relevant questions
are probed before some crisis or conflict erupts.

If there is one justification that motivates the
enquiry, it is the fact that the dominant ideology
of medicine is being partnered with an “alterna-
tive” ideology of medicine. The potential for such
an ideological interchange to produce ethical con-
sequences that affect patients is significant and
ought to be monitored.

In general, alternative or natural medicine sat-
isfies the bioethical, analytic questions. When in-
tegrated, both systems of medicine should be
studied intensely for their contribution to an ethi-
cal approach to the whole person. The main criti-
cism in this regard is that there is no clear evi-
dence that the clinic has been formed with a con-
scious ethical dimension. For example, there isno

policy adopting a patient rights statement or the
establishment of an ethics committee, although
there is an oversight committee to judge whether
or not the experimental protocol is being ob-
served. Itis not clear whether this committee func-
tions according to the federal rules of an Institu-
tional Review Board.

It would be advisable to create an ethics
mechanism to oversee patient rights and organi-
zational ethics in anticipation of conflicts and di-
lemmas that arise in ordinary clinic operations.
Moreover, making bioethics as important to
health care decision making as clinical data, fi-
nancial issues, and legal concerns would further
distinguish the clinic.

The clinic demonstrates respect for patient au-
tonomy as freedom of choice and has set up a
mechanism for choice that has few rigid require-
ments restricting patient freedom. There are spe-
cific situations that require a conventional
provider’s attention, regardless of patient choice.
The specific issue of informed consent to partici-
pate in this clinic should be addressed by those
responsible for the experimental design. Issues of
informed consent, however, are easily glossed
over in the daily routine of clinical conduct if there
are not strong safeguards in place. How well the
clinic adheres to a code of ethical behavior in this
regard must be monitored carefully.

In regard to doing no harm it is clear that the
naturalist offers interventions with the less
harmful side effects. Some critics argue that there
is no therapeutic effect at all, while others point
out the harm done by using ineffective interven-
tions in pathologically progressing conditions.
The accumulation of empirical data is currently
underway to sort out effective from ineffective in-
terventions. Until clinical outcome studies pro-
vide better discriminatory evidence, each pro-
vider and patient is free to negotiate which inter-
vention is used.

Promoting the good is the objective of the pro-
viders in the natural medicine clinic. What is good
is defined by a calculus of the provider, the pa-
tient, and the community. In a community where
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alternative medicine techniques are widely used,
it is likely that a natural medicine clinic will be
perceived as promoting the good for patients.
While this negotiated agreement does not meet
the objective criteria of empirically-based medi-
cine, it remains the standard method of reaching
clinical judgment in most situations.

The clinic’s intention to make the services af-
fordable to low income persons serves the issue
of justice. Distributive justice is the bioethical
principle that has not been attended by most
health reform efforts. Without a strong central
method of service access, distributive justice will
notbe served. The clear mandate of the integrated
clinic to make its multilayered services accessible
to those in low income status is strong evidence
for intention to promote justice.

The effort to honor cultural diversity is also
evidence for a wider understanding of justice. The
willingness to respect differing points of view and
to treat each person fairly within the requirements
of personal cultural viewpoints is evidence that
a liberal pluralism is operating at the core of the
organization. This indicates that the organization
is operating according to a code of ethical behav-
ior.

Integrity is implemented in a practical way in
the structure of the integrated clinic by arranging
for the professionals to work openly with one
another, and dealing honestly with the patients
on the issue of choice. Whether or not providers
from the two ideologies are being authentically
open to one another needs to be assessed care-
fully. The most compelling test of integrity may
occur if it becomes evident that one ideological
group will have to give up a cherished belief when
challenged by strong empirical evidence.

Respect for the patient appears to be foremost
in the design of the clinic so that patient choice is
the highest value. Honoring each patient’s cul-
tural preference is an extension of choice. This
appears to be the point at the which the integrated
clinic design is at its ethical apex. Maintaining this
virtue in daily practice will be the ethical chal-
lenge to which all agents of the organization will

have to be dedicated.

Compassion for the individual patient is an
assumption applied to all health care organiza-
tions. How the policies are carried out on a daily
basis is the most critical test of compassion. With-
out monitoring systems in place, this central vir-
tue can be slighted as the pressures of clinic sched-
ules, conficts of interest, and frustration in deal-
ing with unsolvable human situations all wear
away at the benevolence of the staff. Periodic,
informal group sessions should be planned for the
purpose of talking about the experiences of moral
distress that inevitability occur.

The promotion of human flourishing is empha-
sized by the attention given to preventive medi-
cine and wellness. To the extent that a natural
medicine ideology is able to carry out a program
of maintaining and maximizing health, it is maxi-
mizing human flourishing. It is anticipated that
the reciprocal motivation for prevention and
wellness that will flow from one ideology to the
other will raise this goal of human flourishing
beyond what either group could do separately.
The measurement of patient satisfaction and the
quantification of an improved quality of life are
difficult to achieve. In order to move beyond an-
ecdotal levels of evidence, there must be a strong
ethical drive to measure and assess objective data
to evaluate the clinical outcome.

The amelioration of suffering by providing for
symptom relief as well as curative intervention is
a sign that natural medicine attends to this goal
of medicine. By combining the powers of natural
and conventional medicine, the goal of minimiz-
ing human suffering may be optimized. The same
demand for careful measurement and assessment
of objective data regarding clinical outcomes ap-
plies to the evaluation of the goal of minimizing
suffering: All of this comes under the function of
quality of performance improvement.

Conclusion

The Integrated Medicine Clinic is an experiment
that tests whether or not two philosophies of
medicine can closely interact for the benefit of pa-
tients. According to a constructed framework for
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bioethical analysis, a preliminary investigation
concludes that this experiment has the potential
for meeting a high ethical standard. It is strongly
suggested that bioethics be an intentional aspect
of the clinic’s self-observation by establishing an
ethics mechanism as an integral part of the plan.
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