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General Introduction

Every community in the history of humanity aspired to understand medicine and its
practical use. This has been so and will continue to be so because medicine deals with the
universal human experience of illness and disease. Sickness is a universal human experience
that cuts across every history, race, age, and gender. Its reality in human life, sometimes, makes
it appear as if it is part of our human nature to be sick. This doctoral dissertation undertakes
the moderate task of exploring the philosophical basis of medical practice. It is an investigation
into the relevance of philosophy in the medical profession. The study begins on the basis that
every practical problem is susceptible to philosophical inquiry since philosophy provides
solutions and guidance to both theoretical practical or moral issues of life in a manner that is
different from those of the particular sciences. Philosophy provides solutions to ethical
problems through the application of philosophical methods of inquiry and analyses. We
approach this task by recasting how philosophy interacts with particular sciences and shapes
professional roles. This work considers philosophy’s role in aiding health care professionals to
confront the ethical challenges and dilemmas in their struggle to attain the goals of the practice
of modern medicine.

The dissertation considers the problem of the necessity for a moral guide and
philosophical intervention in medical practice. It calls for a philosophical re-definition of the
profession of medicine, its essence, the good that it seeks, and the practical challenges
confronting health care providers in the phenomenology of the clinical encounter. We propose
a philosophical model of combatting the contemporary problems of medicine by appealing to

Edmund Daniel Pellegrino’s' proposals and approaches to medical practice.

' Edmund Daniel Pellegrino was born on June 22, 1920 and died on June 13, 2013. He was an American bioethicist
and academic who served as the 11th president of The Catholic University of America (CUA) from 1978 to 1982.
For 35 years, Pellegrino was a distinguished professor of medicine and medical ethics and the Director of the
Kennedy Institute of Ethics at Georgetown University. Pellegrino was an expert both in clinical bioethics, and in
the field of medicine and the humanities, specifically, the teaching of humanities in medical school, which he
helped pioneer). He was the second layman to hold the position of President of Catholic University. He was the
Chairman of the President’s Council on Bioethics, under the 43rd U.S. President, George W. Bush, and was the
founder of the Edmund D. Pellegrino Center for Clinical Bioethics (renamed in his honor in 2013) at Georgetown
University. See, https://en.wikipedia.org/wiki/Edmund Pellegrino. Accessed 25 January, 2022.

Pellegrino received solid training in the classics and philosophy in a Jesuit high school and afterward at St. John’s
University in Brooklyn. For this reason, early in his academic career, he became concerned about the need for
contemporary philosophy of medicine to ground the ethical practice of medicine. Thomasma argues that even
those who disagree with Pellegrino think that his insistence on a philosophical basis for modem medicine is a
particular strength of his contribution to the theory of health care. He argued that contemporary challenges in
medicine and technology are in danger of outstripping current health care theories, endangering traditional
commitments to the patient’s good. For this reason, he inaugurated and was the first editor of the Journal of
Medicine and Philosophy. He saw the journal as a primary vehicle for stimulating the thinking in the philosophy
of medicine. See, Thomasma, David. “Edmund D. Pellegrino Festschrift,” In The Influence of Edmund
D.Pellegrino’s Philosophy of Medicine, edited by David Thomasma (Dordrecht: Springer, 2011), 6.
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The object of the study

The object of this study focuses on the philosophical inquiry into the ends and means-
related problems in medical practice. The themes of ends and means are essential elements in
every moral judgment. They remain the central pillars on which judgments concerning the
morality of human action, either as of right or wrong, good or bad, or as moral or immoral,
depend. In this inter-disciplinary study, we employ Pellegrino’s teleological conception of
medicine as a paradigm to facilitate our approach to the structure and identity of medicine.
Pellegrino centered his thought on the possibility of a practical moral philosophy that could
resolve the issues related to medicine. He stated clearly that his aim was “to search for a moral
philosophy of medicine based on the nature of medicine. Without this, medical ethics becomes
what social convention, politics, economics, or sheer pragmatics make it. Given its enormous
power for good and evil, medical ethics cannot serve the personal and common good without
clarity about its ends and purpose.”

This dissertation aims at dissecting and analysing Pellegrino’s theory of medicine and
at showing the relevance of his view and its contribution to the contemporary bioethical debates
on issues surrounding the practice of modern medicine. The dissertation focuses on the
philosophical foundations of the concept, nature, and essence of medicine by revolving around
what Pellegrino calls the central dilemma of modern medicine — What is it? What is it for?

What knowledge does it need?’ This current dilemma* of medicine, in turn, becomes the central

Early in his academic career, he saw the indispensability of modern medical philosophy in strengthening the
ethical foundations of medical practice. See, Tadeusz Biesaga, Spor o podstawy etyki medycznej Teleologizm E.
D. Pellegrino a kontraktualizm R. M. Veatcha ( Krakow: Uniwersytet Papieski Jana Pawta I1,2014), 11. Pellegrino
is one of the great pioneers in the modem philosophy of medicine because his foresight, creativity, innovation,
and scholarship are far ranging and distinctive. Pellegrino brings to the field of academic medicine a truly catholic,
universal outlook. His years as an innovative administrator, a dean of new medical schools, an early president of
the Society for Health and Human Values, a chancellor of a major health sciences center, president of a medical
center, president of a university all contribute to a universal vision of the task and challenges of medicine and
health care in our age. See, Thomasma, Festschrift, 5.

2 Edmund Pellegrino, The Philosophy of Medicine Reborn: A Pellegrino’s Reader, eds. Tristram H. Engelhardt
and Fabbrice Jotterand (Indiana: University of Notre Dame Press, 2008), xv.

3 Edmund Pellegrino, “The Healing Relationship: The Architectonics of Clinical Medicine,” in The Clinical
Encounter: The Moral Fabric of the Patient-physician Relationship, ed. Earl E. Shelp (Dordrecht: Reidel
Publishing Company1983), 153.

4 The terms ethical problems, ethical issues, and ethical dilemmas have profound significance in our discussion
on medical ethics. They may appear to mean the same thing but they differ slightly. According to Georgina
Hawley, ethical issues are those phenomena that have the potential to become a problem. For example, the
phenomenon of abortion is an ethical issue that has the potential of becoming an ethical problem. Following the
above definition, ethical problems arise from a moral or ethical issue. Ethical dilemmas are more than just a
problem like these, when examined, have two possible ways or options of solving the problem; however, neither
of these options appear to be correct. See Georgina Hawley, Ethics in Clinical Practice An Inter-professional
Approach (England: Pearson Education Limited, 2007), 36. In another sense, Dilemmas are situations in which
moral reasons come into conflict, or in which the application of moral values are problems, and one is not clear
of the immediate choice or solution of the problems. A dilemma becomes a situation of moral complexity. For
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problem of the philosophy and ethics of medicine - defining the end of medicine and the
morality of its practice. This dissertation offers a comprehensive vision of Pellegrino’s call for
a phenomenological and teleological derived philosophy and ethics of medicine. His
teleological analysis of medicine provides a tool for discovering the ultimate meaning of
medicine and provides a foundation for building a sound and distinctive ethic® and morality for
professions of medicine as a moral enterprise. Hence, this spells out the two major variables to
be analyzed in this work, namely, the philosophical definition of medicine and ethics of its
practice, which Pellegrino views as inherent in the philosophy of medicine.

Pellegrino confines his inquiry to clinical medicine as a paradigm for propounding his
theory of medicine. His theory of medicine as teleological is expressed and actualized in the
phenomenology of the clinical encounter in the physician-patient healing relationship. The
clinical meeting in which the sick person in pain seeks help from a professional physician who
offers to help is, according to Pellegrino, the core, summit, the mega and melting, and of course,
the starting point of the philosophy and ethics of medicine and all medical activities.

His approach is characterized by essential elements such as the notion of disease and
health, the nature of the physician-patient relationship in the healing process, and the goals of
medicine as the proper focus of his philosophy of medicine. There are reasons why it is
worthwhile to undertake such a project. First, Pellegrino’s philosophy directly addressed the
central problems or dilemmas of modern medicine that arise because of the complex nature of
contemporary society. Second, his humanistic approach to medical ethics provides a suitable

philosophical foundation for building professional ethics for medicine.

Formulating the Statement of the Problem and Thesis of the Dissertation

This dissertation is motivated by a series of issues concerning the nature and essence of
medicine. Interest in understanding the nature and meaning of medicine has for a very long

time being a fundamental question in philosophy, theology, and in other scientific disciplines.

example, a person promised to meet a friend and dine, but he has to help his uncle who is involved in an accident,
one has to fix the priority. See Naagarazan R.S. 4 Text Book on Professional Ethics and Human Values
(Bangalore: New Age International (P) Ltd., Publishers 2006), 25.

3 Our use of the terms ethics and ethic are both deliberate and justifiable. They are used by Pellegrino to indicate
the difference between philosophical ethics of right and wrong and the ethic of medicine as a set of principles that
guide the conduct of behavior in medical practice as a special kind of profession. Generally speaking, as nouns
the difference between ethics and ethic is that ethics is (philosophy) the study of principles relating to right and
wrong conduct while ethic is a set of principles of right and wrong behavior guiding, or representative of, a specific
culture, society, group, or individual.



The discussion goes back to the earliest centuries of Greek philosophy. It is a topic often
discussed in both local and international bioethical literature. Marcum notes that the debate
over the nature of medicine is an ancient and spirited one, which has not abated even in modern
times but has intensified since the beginning of the twentieth century when the fortunes of
medicine were tied to those of the natural sciences. The current debate over the nature of
medicine is in terms not so much of art or science but rather in terms of its essence and ends.®
Understanding and discovering the true nature and essence of medicine becomes not only an
important task but also an indispensable role of contemporary scholars. Pellegrino remarks:
“Unless we are clear about what medicine is, we risk deceiving ourselves, our patients, and our

society.””

We are building on a claim that the problem of contemporary medicine is not only
caused by the development of science and technology but also by professional deficiencies and
the lack of understanding of the true and traditional meaning of medicine itself.

The complexity of the modern world has led to the increasing witness of the erosion of
ethical and professional values. The most fundamental and urgent need in today’s pluralistic
society where ethical standards are eroding and constantly being challenged is the need for an
informed conscience and a coherent moral philosophy peculiar to medicine. As captured above,
the central problems or dilemmas of modern medicine arise from the fact that the nature of
contemporary society is characterized by pluralism and relativism that makes it so hard to arrive
at objective truth and consensus about the nature of reality. Modern medicine has reached a
lamentable state of affairs because of so many factors. One problematic situation is that there
is in our pluralistic society no agreed-upon philosophical anthropology or metaphysics.
Lacking these, we lose the foundation upon which some typical idea of the good for humans
could be based. As a result, the telos toward which medical practices were thought to dispose
of the agent becomes vague. Consequently, differences in moral ends become relativized,
subjective, and negotiable in response to the moment’s difficulties. As a further consequence,
the virtues ordered to those ends of necessity become problematic.®

It is viewed that the issues which medical law has had to contend with are very ethical
and complex. These issues are moral because they are concerned with the termination of the

patient’s life in distressing conditions or the so-called doctor-assisted deaths.” Scott Smith

¢ James Marcum A., Humanizing Modern Medicine: An Introductory Philosophy of Medicine (Springer Science
+ Business Media B.V., 2008), 301.

" Pellegrino, The Healing Relationship, 153.

8 Pellegrino, The Philosophy of Medicine Reborn, 12.

% Abubakar Sadiq Ogwuche, Preface to Compendium of Medical Law Under the Commonweath & United States
Legal Systems with treatise on Assisted Conception by Prof. Giwa Osagie ( Lagos: Maiyati Chambers, 2006), iii.
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describes our contemporary world as morally confused and lacking moral knowledge, and in
most need of moral guidance. He writes: “We live in a time of widespread moral confusion.
People are searching, sometimes fervently, for moral guidance.”!° In response to this yearning,
ethics consultants have become a new occupation. They offer expertise in dilemmas faced in
biomedical and other professional practices, as we see in the high demand for professional
ethics in our time.

Regarding the biomedical approach, Smith argues that one reason for the need for moral
guidance in the medical profession is that “today we are facing several kinds of decisions that
previous generations never had to encounter. For example, biotechnological breakthroughs
force upon us create new issues, such as, should cloning of humans be allowed? Or to what
extent should we permit fetal tissue research? To what extent and for what purposes should we
permit the manipulation of human genetic materials?”!! These scientific and other professional-
related issues raise a host of moral challenges, which previous generations never had to face.

Given our society’s pluralistic nature and culture in which there is no generally accepted
body of knowledge and overreaching moral norms, it has become challenging to find an
external perspective shared by everyone that could function as an objective or neutral point of
view in matters of different ethical dimensions. It is undoubtedly because of these
contemporary fragmentations of points of view and ideologies that the history of modern
philosophy has witnessed several philosophical movements and new issues arising from ethical
challenges. No society can thrive in a state of lack of moral lawlessness and fragmentation.

These divergences in ethical theories could sometimes have a negative or positive effect
on moral agents’ moral judgment and actions. This is so because moral ideas highly influence
moral actions. In this sense, the crises of ethical theories are not only the problem of ethical
theories but also the application of ethical theories to practical ethical problems, mainly as they
are found in various spheres and professions in life. The best-known example of the problem
of applying ethical theories to concrete life situations is so pronounced in the field of medical
ethics.

The field of medicine faces more professional, ethical dilemmas than any other
profession in the world. This is probably because it deals with sensitive issues of life and death.
The problems that make the headlines in the media are, typically those of abortion, euthanasia,

physician-assisted suicides, surrogate motherhood, stem-cell research, and genetic engineering.

19 Scott Smit R., Virtue Ethics and Moral Knowledge: Philosophy of Language after Maclntyre and Hauerwas
(New York: Routledge, 2017), 1.
1 Smith, Virtue Ethics and Moral, 1.



However, there are many more subtle ethical issues in medicine dealing with autonomy—
paternalism, the physician-patient relationship, consent, disclosure, and issues concerning
privacy or confidentiality. There has been a growing demand for philosophers to clarify the
ethical dimensions of professional roles in medicine.'?

It is lamented that no idea in modern society has been more debased than the idea of a
profession. Today, anyone who undertakes any activity full-time, for pay, or with high skill,
anyone who performs some needed service, can call himself or herself professional. The list
ranges from the traditional professions to other modern professional roles such as athletics to
astrophysics, from carpentry to car salesmanship, from medicine to mortuary science, from
pipe fitting to politics. It is so harmful to the extent that whoever is not an amateur, a dilettante,
a hobbyist, or an apprentice is accorded the title of professional. Pellegrino summarizes the
ethical situation in modern professions in these words: “The professions today are afflicted
with a species of moral malaise that may prove fatal to their moral identities and dangerous to
our whole society. This malaise is manifest in a growing conviction among the conscientious
doctors, lawyers, and ministers that it is no longer possible to practice their professions within
traditional ethical constraints.”!?

Making a particular reference to the medical profession, Pellegrino laments further on
the moral degeneration in professional life: “We are now a morally heterogeneous society,
divided on most fundamental ethical issues, particularly about the meaning of life and death.
Without a common conception of human nature, we cannot agree on what constitutes a good
life and the virtues that ought to characterize it. As a result, the ethics of the professions,
especially the medical profession has turned to the analysis of dilemmas and the process of
ethical decision-making. For many, ethics consists primarily of balancing rights, duties, and
prima facie principles and the resolution of the conflicts among them. Procedural ethics has
replaced normative ethics. This avoids the impasses when patients, clients, and professionals
hold fundamentally opposing moral views.”'* Similarly, McCullough thinks that it is not
technology that confounds contemporary medical ethics. Instead, the fundamental problem is
the presence of a plethora of moral understandings of technology and many views regarding

the telos of medicine that previously helped define what was proper to it.'>

12 William F. Lawhead, The Voyage of Discovery: A Historical Introduction to Philosophy, Fourth Edition (USA:
Cengage Learning, 2007), 586.

13 Pellegrino, The philosophy of medicine reborn, 231.

14 Pellegrino, The Philosophy of Medicine Reborn, 244.

SLaurence McCullough, “The Legacy of Modem Anglo-American Medical Ethics: Correcting Some
Misperceptions,” in The Clinical Encounter: The Moral Fabric of the Patient-physician Relationship, ed. Earl E.
Shelp (D: Reidel Publishing Company, 1983), 61.
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One other problem of modern medicine is that it is “more technical than practical, but
the essence of the medical enterprise is still a practical one.”'® This manifests in a situation
where the ancient grounding of medicine in care and compassion is challenged by a biomedical
model that defines medicine simply as applied biology.!” Modern medicine tends to
completely detach itself from medical practice, the human effort to give meaning to illness and
suffering. This tendency ignores the fact that medicine is limited to a practical response, that
of caring competently, using the best resources of scientific knowledge. Hence, medicine
should not be conceived solely as a technical venture but as “the practice of healing or rather
the practice of competent care for the ill which takes place in a healing relationship, not in the
technique per se. Medicine per se is not the skillful gesture of the surgeon (it could be an act
of slaughter as well), but it is that act together with its sense as a moment of a caring
relationship. Only within the horizon of the caring relationship does that gesture constitute a
medical act.”!®

Medicine should not be seen only as a technical answer to technical problems. It should
transcend beyond the level of the rule of efficiency to be connected to a network of meanings
with broader perspectives in the moral life, where competent care is a part of the more
significant effort to face the limits and promises of the human condition. The moral resources,
unlike technical resources, are so designed in such a way that they give sense to illness,
suffering, and death, together with the practical answer of caring and the activity of healthcare
professions.!” Russell Maulitz has argued forcefully and shared the feeling that things are
changing and that as far as medicine and health care are concerned, the ground is shifting under
our feet. He sees the litany in profit hospitals, the science of the biomedical model, diagnosis-
related groups, the malpractice crisis, and so on.?’ In response to and within the above
atmosphere and context, Pellegrino developed his theory of medicine. Considering the toxic
nature of modern medicine and the ethics that guide its practice, there emerges an urgent

demand and need to review and promote the need for such kinds of literature that elucidate the

16 Robert Mordacci, “Medicine as a Practice and the Ethics of Illness,” in Life- Interpretation and the Sense of
Iliness within the Human Condition: Medicine and Philosophy in Dialogue, eds., Anna-Theresa Tymieniecka and
Evandro Agazzi (Netherlands: Kluwer Academic Publishers, 2001), 127.

17 Edmund Pellegrino and David Thomasma, Helping and Healing (Washington D.C.: Georgetown University
Press, 1997), 27.

18 Mordacci, Medicine as a Practice and the Ethics of Illness, 129.

19 Ibid.

20 Russell C. Maulitz, “The Physician and Authority a Historical Appraisal,” in The Physician as Captain of the
Ship: A Critical Reappraisal, Nancy M. P. King, Larry R. Churchill, and Alan W. Cross eds., (Dordrecht: D.
Reidel Publishing Company, 1988), 1.



modalities for which the challenges of modern medicine can be resolved. This work is in a bit
of way an attempt towards such a contribution.

My thesis is that Edmund Pellegrino’s theory of medicine as teleological is an adequate
response to the problems of modern medicine. I do not claim or defend Pellegrino’s teleological
theory of medicine theory to be the ideal response to the challenges of modern medicine;
neither do I project it as the only response. My claim is that it is adequate because it is rooted
in the very nature and end of medicine itself. Being rooted in the essence of medicine provides
a solid foundation that cannot easily be destroyed without self-contradictions. My overall aim
in this dissertation is to justify that Pellegrino’s theory of medicine stands the taste of time
because of its uniqueness as being rooted in the essential nature and essence of medicine itself.
The sufficiency of Pellegrino’s theory flows from the fact that it redefines medicine and relates
it to the phenomenon of the physician-patient relationship. He positions medicine from the
mere level of scientific definition by giving it philosophical backing as an indispensable guide
to its practice. His thought attributes a more specific definition of medicine higher than the
biomedical model; this specific definition identifies medicine as medicine qua medicine.

An extension of the thesis of this dissertation reflects on the inevitability and
indispensability of virtues in medical practice. It holds that virtues are inevitable and
indispensable for medical practice. Pellegrino’s medical ethics embraces the combination of
both principle and non-principle-based models. Both the principle and non-principle
approaches form a vital part of Pellegrino’s defense of modern medical ethics. Pellegrino
endeavors to show the connection that exists between principles and virtues, knowledge and
character, techniques and practice, expertise and clinical judgment. In this way, he brings about
the integration of both theory and practice. Pellegrino’s teleologism, therefore, attempts to
harmonize the divergent ethical theories into a formidable force that can prevent pluralism and
relativism. I acknowledge that Edmund Pellegrino is not the first philosopher to call for a
revival and return to the humanistic practice of medicine. This does not deny his unique
contributions to the development of the philosophy of medicine.

My choice of Pellegrino was inspired by his unique style of writing and his ideas about
the goal-oriented nature of medicine, which reflects and calls for a return to the classical-
medieval ethics and his insistent on the possibility of building the morality of medical practice
in connection of the classical ethics. My choice of him was inspired by his progress and
immense contributions towards developing the philosophy of medicine, which serves as a solid
foundation for any medical ethics. The height of Pellegrino’s progress is evident in his

methodological precision and in his ability to identify the intrinsic telos and the internal
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morality of medicine. Worth inspiring is his contribution in the formulation of a virtue-based
approach to medical practice as a remedy to the contemporary challenges in medical practice,

especially about the physician-doctor healing encounter.

Research Questions

This dissertation will attempt to uncover and unpack the relation between philosophy
and medicine based on the views of Pellegrino. The dissertation is systematically structured to
answer these questions in an attempt to achieve its goals/objectives.

What are the central claims/theses in Pellegrino?

How does he justify these claims?

What are the sources of his philosophical inspiration?

What paradigm does Pellegrino use in his proposal?

What are Pellegrino’s preferred conceptions and methods of philosophy?

What do Pellegrino’s claims and arguments presuppose?

Does the influence of Pellegrino’s view and proposals respond adequately and proffer

solutions to the philosophical problems and medical dilemmas in contemporary society?

The Importance of the Study

The goal of this work is aimed at a deeper understanding of the concept of medicine. It
seeks to unveil the transcendental reality of the nature of medicine through Pellegrino’s
teleological explication of the nature of medicine. There is no doubt that academic philosophy
does not seem to produce practical solutions, theories, or accumulated knowledge in the way
we would expect other applied disciplines to do. One of its functions is the heavy responsibility
of showing people how to live and function rationally by offering a rationale for the diverse
moral convictions, which people learn at different levels of life.?! This study is essential in its
own right as a substantive contribution to the philosophy of medicine. It achieves this project
by reviewing and analysing Pellegrino’s writings on the prominence of philosophy in medicine

and his contributions to the philosophy of medicine, medical humanities, and bioethics.

21 Cf. Martyn Evans, ‘introduction’ to Advances in Bioethics: Critical Reflection on Medical Ethics, ed. Martyn
Evans (London: Jai Press Inc., 1998), 14-15.



The findings and conclusion of this study will rebound to the benefits of society,
considering that the interaction between philosophy and medicine plays a crucial role in the
well-being of man and the stability and development of the society. The reality of the numerous
modern medical professional challenges and the expected demand for solutions to the current
ethical dilemmas in medicine justifies the need and necessity of a philosophy of medicine.
Many people in society today have lost confidence in medical professionals’ abilities in
delivering the goal of medicine. We hope that those insights from Pellegrino’s theory of
medicine will provide efficient guides that will improve the standard of medical practice and
serve as a guide for the reformulation of the theory of medicine in accordance with its original
sources.

The study will critically examine the sources of the contemporary challenges and
confusion in medicine that emerge due to contemporary ethics-values, and further, indicate
philosophical solutions to resolving the conflict. Pellegrino was not only in search of solutions
for the scientific/technological problems of medicine but also the philosophical problems
connected to the domain of medicine.

This work offers at different levels practical purposes for health professionals and
health care providers in their various capacities. On one level, this research serves as a resource
material for equipping healthcare students with the intellectual skills to reflect upon the values,
challenges, and expectations of medicine which they hope to practice someday. On another
level, it is intended for physicians and other healthcare professionals who cannot practice
effectively without falling back to the philosophy of medicine as a crucial subject. This work
seeks to help physicians navigate the plurality of models available for medical knowledge and
practice with philosophical analysis.

More so, the study is essential to both bioethicists, philosophers, and public health
policy-making organizations and agencies in their respective domains. Thus, it is believed that
the study will be a resource on which to draw a framework of thinking, especially for potential
and professional medical workers, the government, and the public in the current debates on
medical matters. The interchange of views between physicians, philosophers, nurses, and
psychologists recorded in this work about the subject matter provides a broader approach and
knowledge to interdisciplinary medical issues. We hope that this study affords the reader,
whether nonprofessional, physician, or philosopher, a helpful perspective on the process of

knowing what occurs in medical practice at a more profound and critical level.
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The Limited Scope of the Investigation

Our investigation is limited to the theoretical aspects of medical practice. I do not intend
to delve into practical bioethical cases of the clinical encounter. This research does not consider
data analysis of any suitable or real-life bioethical cases and situations, such as abortion,
euthanasia, or other bioethics issues. It is simply a theoretical approach.

The relationship between philosophy and medicine is not of one question or problem
but many tangles. More still, the confines of philosophy are universal. Philosophy and medicine
as distinct disciplines are both broad in their respective domains. They have different branches
through which they study their subject matter.

For philosophy, our primary concern is ethical although anthropological, metaphysical,
and sometimes epistemological and logical elements may be employed to prove some points.
Our notion of medicine is not from the generic point of view. Our scope of the investigation is
limited majorly to clinical medicine and within the confines of Pellegrino’s thought. We note
quickly that there exists a difference between Western and non-Western medical systems and
notions of disease and medicine itself. The notion of an organic disease as a cause of a sickness
is the central concept in the western model, unlike in non-western systems, where there is no
concept, or only a limited concept of disease as a cause of a sickness, in such non-western
contexts, sickness is believed to be caused by an invasion of evil spirits, or witchcraft, or upset
ancestors there.?? Our notion on medicine and the relationship between the medical physician
and the patient in this study is in the Western context.

The expectations or hopes that modern patients usually have regarding physicians
within the practice of western medicine are different from those of the non-western models of
medical practice. Amundsen Darrel and Ferngren Gary argue that first of those expectations
are of the fact that physicians are above all products of scientific training and orientation, that
is, that they deal with disease and other physical ailments that are both scientifically or
empirically and rationally verifiable, not those of magically, mystically, or superstitiously
elements. These expectations result from the Greek impact on medical theory and practice. The
second form of expectations is chronologically concurrent with the first and a product of Greek
medicine. They expect that physicians be guided by specific basic standards of deportment or
professional etiquette in dealing with patients. The third category of patients’ expectations are

as a result of Christian influence, is the expectation, and they are expectations, that physicians

22 Dorota Szawarska, “Curing and Healing: Two Goals in Medicine,” in Handbook of the philosophy of medicine,
eds. Schramme Thomas and Edwards Steven (Dordrecht : Ebook: Springer, 2017), 90.
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are compassionate and motivated, at least in part, by a genuine concern for their patients. While
the last form of patients’ expectations is the expectations, generally taken for granted as much

as the first, and thus a product of the late middle ages.?

Research Structure

The dissertation is composed of five chapters which explore the philosophical basis of
medicine in the teleological structure of Edmund Daniel Pellegrino, who is said to have been
heavily influenced by the classical-medieval (Aristotelian-Thomistic) teleological ethics. It
concentrates on Pellegrino’s theory of medical morality and argument on the certainty of
virtues in medical practice. This research presents Pellegrino’s proposals for a renewed
approach in the method of medical practice- a humanistic approach to medicine characterized
by virtues.

The dissertation begins with an introduction which presents the what, how and why of
this investigation. It presents the research questions, the summary of the proposals, the object,
the scope, the significance, the sources, the goal of the investigation, and the methods of the
study. The initial part of the introduction provides a justification for choosing the research topic
as a significant theme in moral philosophy. The statement of the problems pointed out the
primary/secondary issues and the ethical dilemmas associated with modern medicine that
demand urgent attention and clarification from moral philosophers, ethicists, and bioethicists,
as the case may be.

Chapter one articulates Pellegrino’s Philosophical basis and interpretations of medical
practice. It gives central attention to the philosophical assumptions that Pellegrino adopted to
formulate his philosophy and ethics of medicine. It provides a solid background to the
philosophy of medicine by outlining the different factors that necessitated the formation of the
philosophy. It provides the arguments on the inseparability of philosophy and medicine and the
various modes of philosophy’s interaction with medicine. The chapter considers the difference
between the philosophy of medicine and bioethics and the philosophy of science.

Also explored in this chapter are the critical elements of Pellegrino’s concept of
medicine as teleological in medicine is said to have an intrinsic telos that determines its identity

and morality. The chapter also explores the different modes of interaction between philosophy

2 Amundsen Darrel and Ferngren Gary, “Evolution of the Patient-physician Relationship: Antiquity through the
renaissance,” in The Clinical Encounter: The Moral Fabric of the Patient-physician Relationship, ed. Earl E.
Shelp (D: Reidel Publishing Company, 1983), 43.
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and medicine and distinguishes in clear terms what philosophy of medicine is in its scope and
content. This chapter also considers the attributes of medicine as a moral enterprise and its
internal and intrinsic telos that mark its internal morality as distinct from the external morality.

Chapter two explores the core of Pellegrino’s philosophy of medicine—the patient’s
lived experience of illness. The phenomenology of the clinical encounter is the mega and
melting point of all medical activities and as the final pathway through which all medical
knowledge, public medical policies, and scientific researches ultimately come to affect the lives
of the sick persons who seek healing from persons who profess to heal (physicians). The
chapter underscores how Pellegrino limits medical inquiry to the clinical healing relationship
between the patient and the physician, which construes the phenomenon of the clinical
encounter. He does not deal with 'medicine' generically. By clinical medicine, he meant using
medical knowledge for healing and helping sick persons here and now in the individual
physician-patient encounter.

This chapter is devoted to a philosophical examination and description of the structure
of clinical medicine by providing a brief historical consideration of the evolution of the
physician-patient relationship beginning from the primitive to the contemporary period. It
outlines Pellegrino’s proposals that it is a fact of illness or disease, the act of promise by a
physician, who offers to help the patient caught in the predicament to disease and the act of
medicine-making the technically right and morally good decision that best serves the needs and
the interest of the sick person as grasped by that person and her physician. The chapter
concludes by examining the nature of the good sought in medical practice and provides
beautiful approaches to its realization. It is argued that to attain the good of medicine requires
the integration of principles and virtues and expertise and clinical judgment.

Chapter three explores virtue ethics in contrast to the counterpart ethical theories of
utilitarianism and deontologist. It traces the historical background of virtue ethics from the
classical, medieval periods to the debates on contemporary resuscitation of virtue as a basis for
medical morality. The historical overview covers the classical-medieval period, centring on
Aristotle’s account of virtues and Thomas Aquinas’s virtue ethics. The contemporary
resuscitation of virtues as the basis for Professional medical morality centres on Alasdair
MaclIntyre’s After Virtue and Pellegrino’s virtue account for medical professional roles.
Reference is made to other contemporary virtue ethicists such as Elisabeth Anscombe, Philippa
Foot, Williams Bernard, Julia Annas, Rosalind Hursthouse, Christine Swanton, Michael Slote,

and a gamut of others.
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Chapter four focuses on Pellegrino’s arguments for a virtue-based (humanistic)
morality and its application for medical practice. It explicates particular virtues, including the
natural religious virtues that guide the physician in practical clinical decision-making and help
him do what is conducive to the ends of medicine. This chapter considers the role of faith and
reason in medical morality; it gives special attention to the catholic perspective on medical
morality. James Drane’s virtue-based account of medical morality is prioritized in this chapter,
as the closest account is similar to Pellegrino’s.

Chapter five presents the results and findings of the study and seeks to situate the
relevance of this research in the context of the contemporary practice and world of clinical
medicine. It aims to locate the various aspects in which the knowledge gathered from
Pellegrino’s theory of medicine could be helpful in the practice of modern medicine. It is a
critical reflection on the themes of sickness and healing, virtue, goodness, faith, and reason as
poles for relating the relevance of Pellegrino’s theory of medicine.

The study concludes by proffering directions for further debates and exploration on
medical practice and morality. These proposals for future and further directions in this area of

study demonstrate the groundbreaking nature of every form of academic research.

Methodology

The inter-disciplinary coverage of this dissertation called for the adoption of several
methods. To meet the goals of this dissertation we will apply a combination of three basic
methodologies to cover the diverse topics, literary styles, and literature from which we expect
to pull together Pellegrino’s views on the object and subject matter under consideration in this
study.

We employ the method of textual analysis to enable us not just to extract what has been
said but critically and systematically grasp the problem confronted in such text and present it
in such a manner that evokes a response. Our analysis of Pellegrino’s readers is to trace and
ascertain the object of investigation: the identity and essence of medicine and the necessity of
virtues for sound medical practice. In analyzing Pellegrino’s account on medicine, our curiosity
and motivation are to find answers as to what degree does his standpoint of the theory of
medicine and virtue ethics add significantly new perspectives to moral theory and contribute
positively to the moral debates surrounding many vexing professionals (medical and public
health) issues. We will use synthesis as a method to synthesize not only the opinions of

Pellegrino but texts and documents of a diverse range to exemplify various constructs related
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to the philosophical analysis of medicine. We draw upon the works of many thinkers whose
ideas bear a close affinity and build upon those that comprise Pellegrino’s philosophy of
medicine as a healing relationship.

We also employ a historical-philosophical approach through which we delve into the
historical relationship that has existed between philosophy and medicine from the ancient past
to the present. Pellegrino wrote many treatises on the philosophical basis of medical practice.
In fact, besides being a professional physician, he spent a significant part of his life trying to
articulate a philosophy of medicine. His style and method of thinking and writing were heavily
influenced by the classical- medieval (Aristotelian-Thomistic) traditions. Hence, his thought
pattern was moderate realism. In other words, he was primarily realistic in his approach to the
theory of medicine as a practical human activity.

From the professional perspective, this thesis employs an expository descriptive to
show the need for medical care providers, while engaged in healing professional roles, in
working towards achieving the goal of medicine, which culminates in the healing encounter
between the physician and the patient. The entire methodology of this work can be described
as a combination of textual analysis, historical-philosophical and expository-descriptive
approaches because it portrays a vision of the identity and structure of medicine that brings
historical medical and philosophical traditions face to face with the recent experiences of the
practice of modern medicine the intellectually engaging and socially transforming proposals of

Pellegrino.

Sources of Literature

There are three classes of literature in consideration for this dissertation. The first class
of literature is Primary sources. This work is a product of a wide range of available written by
Pellegrino, a prolific author. He is the founding editor of the Journal of Medicine and
Philosophy, and he is said to have published more than 550 articles and authored, co-authored,
or edited twenty-four books.>* His most important works include The virtues in medical
practice 1993; For the Patient’s Good: The Restoration of Beneficence in Health Care 1995,
The Christian Virtues in Medical Practice 1996, Helping and Healing 1997; Biotechnology
and the Human Good 2007, The philosophy of medicine reborn: A Pellegrino reader 2008.

24 Pellegrino, The Philosophy of Medicine Reborn, 441.
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The second class of literature is secondary sources. The publishers (Reidel) of the
Philosophy and Medicine series, which deals with the philosophical aspects of medicine and
health care, have published 127 volumes from 1975 -2019. A good portion of these publications
is useful in this work. The most significant secondary texts that would be consulted are
commentaries on the works of Pellegrino, and those who wrote on topics related to this
dissertation such as David Thomasma, Tadeusz Biesaga, Daniel Sulmasy, and others.

The third class of literature is tertiary sources. These are supplementary sources such
as encyclopedias, Journals, Magazines, Bulletins, and Newspapers. There are also numerous
materials from conferences and symposia within and outside the University circle that will be
sourced and consulted.

Having stated the intentions of this research, discussed the layout and methodology,
and briefly reviewed the literature there remains only to acknowledge a personal hope that the
words and ideas that follow do some small justice to the works of Edmund Pellegrino, my

constant companion over the last three years, and with whom it has been a privilege to engage.
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Chapter One: A Survey on the Philosophical Foundations

of Medical Practice

Introduction

This chapter is an essential guide and opening into a philosophical survey of medicine’s
features, foundations, meaning, nature, purpose, and relevance to humanity. The chapter
examines the rational characteristics of medicine. It also brings us in touch with the reality of
some of the most pressing questions and issues facing the twenty-first-century philosophers’
treatment of the issues concerning the meaning, nature, and ends of medicine. More so, it
presents a survey on the inevitable relationship and dialogue between philosophy and medicine.
It demonstrates the manner in which Pellegrino placed bioethics, medical humanities, and
health care policy within an innovative vision of the philosophy of medicine: the internal
morality and the telos of medicine.

This thoughtful consideration of the fundamental issues of medicine revolves around
the philosophical basis for the medical profession and the need for a moral philosophy of
medicine that will aid a sound medical practice amid the rising challenges and dilemmas in the
phenomenon of the physician-patient relationship in the clinical encounter. The chapter
responds to the question about the nature of medicine as a moral enterprise and the possibility
of a suitable moral philosophy for health care professions based on the nature and ends of
medicine.

Pellegrino claims that given its enormous power for good and evil, a medical practice
cannot serve both the personal and common good unless its ends and purpose are explicitly
clarified.?> The above statement from Pellegrino informs our discussion about the necessity
and indispensability of moral philosophy for health care professions. Thus, the central question
to be addressed in this regard is whether there exists or whether it is possible to formulate a
suitable moral philosophy based on the nature and ends of medicine that can resolve the
problems of professional roles among physicians.

Pellegrino’s goal-oriented model of medicine is highly influenced by the methodologies
of the convergence of classical and medieval philosophy. It is also enriched by some elements
of realist phenomenology. It is in line with Pellegrino’s proposals that I set out in this chapter

to demonstrate the convergence between philosophy and medicine, skills and practice,

25 Pellegrino, The Philosophy of Medicine Reborn, xv.
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knowledge and judgement, and to respond to the question about the existence and possibility
of a suitable moral philosophy based on in the nature and ends of medicine. I argue in this
chapter for the necessity and possibility of a sustainable philosophy of medicine as a basis for

medical practice.

1.1 On the Need for a Philosophy of Medicine

From ancient times up to the present, people have pondered about the relation between
philosophy and medicine. The genesis of modern philosophy of medicine or ethics of medicine
is generally taken to have begun with the teachings of a master physician in ancient Greece,
named Hippocrates (ca. 470—ca. 380 BCE). The empirico-rational core of his innovative
teachings of medicine was rooted in Greek philosophy, but they also embodied, centrally, a
purely speculative doctrine about the nature of human maladies. His instructions were much
later extended by Galen®® (ca. 130—ca. 200 CE), in Rome, half-a-millennium later.?” These
teachings, which had undergone modifications within the course of history, still have much
influence on modern debates about medicine. While we acknowledge that there is a very long
historical literature on the development of the philosophical theory of medicine, our primary
concern in this work is not to specifically explore these historical modifications since the scope
of our investigation is limited primarily to Edmund Pellegrino’s theory of medicine.
Pellegrino’s interest in a view of medicine dates to the 1970s. This was a time when the moral

precepts of traditional medical ethics?® first came under severe philosophical scrutiny.

26 Claudius Galen (129-199 C.E.) has been described as one of the most influential physicians in the world of
medicine. He lived 600 years after Hippocrates, but he became a strong believer in Hippocratic ideals and set
about to revive many of the Greek physician’s original teachings, including Hippocrates’ belief in the importance
of “humoural balance.” He became a skilled pharmacist, a remarkable anatomist, and a leading scientist of his
day. See, Kate Kelly, History of Medicine Early Civilizations: Prehistoric Times to 500 C.E. (New York: Facts
on File, Inc, 2009), 121.

%7 See Miettinen, O. S. Medicine as a Scholarly Field: An Introduction (Switzerland: Springer, 2015), 3.

28 Ethics or morality plays an important role in human relations and activities. It plays a unique role in professional
roles as well. We see this role in how ethics helps physicians in effective medical practice. John Williams explains
that the connection between ethics and professional roles is possible because ethics as the study of morality deals
with careful and systematic reflection on and analysis of moral decisions and behavior, whether past, present or
future. Morality consists of the value dimension of human decision-making and behavior. The language of
morality includes nouns such as ‘rights’, ‘responsibilities’ and “virtues’ and adjectives such as ‘good’ and ‘bad’
(or ‘evil’), ‘right’ and ‘wrong’, ‘just’ and ‘unjust’. According to these definitions, ethics is primarily a matter of
knowing whereas morality is a matter of doing. From this, he explains that since ethics deals with all aspects of
human behavior and decision-making, it is a very large and complex field of study with many branches or
subdivisions. Medical ethics is closely related, but not identical to, bioethics (biomedical ethics). Whereas medical
ethics focuses primarily on issues arising out of the practice of medicine, bioethics is a very broad subject that is
concerned with the moral issues raised by developments in the biological sciences more generally. Bioethics also
differs from medical ethics insofar as it does not require the acceptance of certain traditional values. See John R.
Williams, The World Medical Association Medical Ethics Manual (France: The World Medical Association Inc.,
2009), 9.
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Scrutiny consisted of applying existing systems of ethics, like utilitarianism,
deontologism, or prima facie principles, to the ethical dilemmas then emerging from a
combination of scientific progress and changes in social and political mores. It soon became
evident that no convincing case could be made for a universal agreement on the ethics of
medicine.? This period was characterized by a clash of ideas in moral theories and socio-
political ideologies concerning the nature and meaning of medicine. Robert Veatch, in a similar
way, also describes the period in question here as a period, “When religious and philosophical
ethicists brought their fact/value distinction to medicine. Drawing on Hume and more recent
philosophical strains, health providers and patients were forced to acknowledge that in medical
decision-making, one cannot derive clinical or policy recommendations from medical
science.”’

More so, Pellegrino lamented that the contemporary cultural climate of the Anglo-
American society and the industrialized West had called the fundamental means and ends of
medicine into question, leading him to propose a renewed reflection on medicine’s basic
concepts, including health, disease, and illness.?! Despite the fact that universal agreement on
moral issues between physicians®? and patients was no longer possible in the pluralistic society,
Pellegrino persistently proposed that construction of professional ethics, based on a new
appreciation of what makes for a proper healing relationship between patient and physician,
was both possible and necessary.> He set out to restructure the philosophical and moral
foundations of medicine. Pellegrino proposes the following as qualities of the philosophy of

medicine, which he envisioned to be a suitable tool for the resolution of the challenges and

2 Edmund Pellegrino, “Philosophy of Medicine: Should it be Teleologically or Socially Construed?” Kennedy
Institute of Ethics Journal 11, no. 2 (2001): 169.

30 Robert Veatch M., “How Philosophy of Medicine Has Changed Medical Ethics,” Journal of Medicine and
Philosophy 31, no. 6 (2006): 593.

31 Joel Michael Reynolds, Philos Ethics Humanit Med. 2018; 13: 8. Published online 2018 Jul 4.
doi: 10.1186/s13010-018-0061-4

32In most writings of Pellegrino, he uses the words physician, doctor, health care provider, health professional
interchangeable to mean the same thing in the phenomenology of the clinical encounter of the patient-physician
relationship. We too shall use these terms interchangeable in this dissertation in the same sense as Pellegrino does.
These terms all refer to the professional or the physician who offers to help the vulnerable patient in need of
healing. I am using them conscious of the fact these terms are etymologically further from their current meaning.
For example, etymologically, “a doctor is one who teaches; a physician, one concerned with questions of nature;
a surgeon, one who deals manually; a therapist, one who heals, cures, or cares. However, in common usage, a
doctor may be a physician or a surgeon or both. Physician may be used interchangeably with doctor but surgeon
may not be. Therapist, in common parlance, is not a substitute for any of the other three, but denotes one dealing,
on a less sophisticated level than they, with the physical (and sometimes psychological) needs of patients.” Darrel
Amundsen and Gary Ferngren, “Evolution of the Patient-physician Relationship: Antiquity through the renaissance,”
in The Clinical Encounter, edited by Earl E. Shelp (Dordrecht: Reidel Publishing Company, 1983), 3.

33 Edmund Pellegrino, “Toward a Reconstruction of Medical Morality,” American Journal of Bioethics 6 (2006):
67. This article was originally published in The Journal of Medical Humanities 8, no.1 (1987). Reprinted with
permission from Springer Science and Business Media. My citation are directly taken from the 2006 edition.
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dilemmas of modern medical practice. He wrote: “Given the moral heterogeneity of the
modern societies and the cosmopolitan character of scientific medicine, any sound philosophy
of medicine will need to be ‘internal’ to medicine itself. It cannot be derived solely from any
external philosophical system as in the past. Such a moral philosophy will be based on four
things: the phenomena of human illness, the special nature of medical knowledge, the moral
nature of clinical decisions, and the claim of medicine to be a profession.”** Understanding and
discovering the true nature and essence of medicine becomes not only an important task but
also an indispensable role of contemporary scholars. Pellegrino remarks that without a moral
philosophy that provides a distinctively clear vision of medicine, we run a great risk. He writes:
“Unless we are clear about what medicine is, we risk deceiving ourselves, our patients and our
society”.?> The above citation captures in every sense, the significance of the entire theory of
medicine anticipated in Pellegrino’s vision.

Pellegrino envisioned a moral philosophy specific to medicine; a philosophy that would
be before medical ethics. It should provide a philosophical foundation for defining what
constitutes good medicine, the good physician, and the moral obligations that derive from these
definitions. A moral philosophy of medicine that would itself be grounded in the nature of
health, illness, suffering, and healing; the logic and epistemology of medical knowledge; and,
especially, in the nature of the physician —patient relationship.*°

In line with Pellegrino, Nafsika Athanassoulis argues for the necessity of philosophy as
a guiding principle in medical practice. He describes medical ethics as a sub-discipline of moral
philosophy and avers that it is impossible to reflect on it in anything else than a philosophical
manner.’” Philosophy, therefore, becomes an indispensable tool for reflection into medical
issues. Philosophers are expected to expand their sphere of influence by teaching disciplines,
engaging in interdisciplinary work, and bringing their research into a more professional and
public domain. The best way to enter into this process, as Athanassoulis suggests, is by
“engaging philosophically with a wider public through the issues raised in medical ethics.”®
Interestingly, our efforts in this philosophical study are attempts to contribute towards this very
mandate.

Long before now, Pellegrino is said to have virtually, from the start of his academic

career, envisioned a philosophy of medicine as providing a humanistic approach to medicine

34 Pellegrino, The Philosophy of Medicine Reborn, 433-4.

3Pellegrino, The Healing Relationship, 153.
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in an increasingly fractured and technologically advanced society.?® Pellegrino holds firmly
that there must be a philosophy of medicine from which medical ethics emanates. Commenting
on Pellegrino’s theory of medicine, Daniel Sulmasy wrote: “His most foundational idea is that
the ethics of medicine is inseparable from the philosophy of medicine. As he put it, one must
know what medicine is before one can reasonably begin to think about how health care
professionals ought to act, or make normative prescriptions about medical care.”*® This
concern is clearly expressed in Pellegrino’s words, “one of my major concerns, in recent years,
has been what I perceive as the need to rebuild a basis for medical ethics and medical
morality.”*! It is sometimes asked whether medical morality or ethics* is a distinct species of
morality, or does it constitute simply a special arena for moral judgements and ideas that are
familiar to us across daily life?*

Similarly, Thomasma describes the function of the philosophy of medicine as
contributing to medical ethics by providing it with value statements, interpreting general
principles, and applying moral theory to a specific problem in medicine.* These are apparent
indications that underline the enthusiasm and urgency with which Pellegrino set out to

accomplish his project of re-constructing a distinct moral philosophy for practicing medicine.
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Furthermore, the starting point of any debate in health care or medicine must find its
roots in the philosophy of medicine. Pellegrino attaches much importance to the philosophy
of medicine and refers to it as a starting place for moral reflection on medical issues, a
philosophy from which bioethical and biomedical debates find their bearing. He argues that the
practice, the ethics, and the social role of medicine depends on the philosophy of medicine to
which we commit ourselves.*> His work encompasses the critical explorations of the healing
relationship, medicine as a profession, the patient’s good, the role of autonomy, the problem of
commercializing health care as a commodity, and the importance of virtue-based normative
ethics for health care.*® In these themes, we see the comprehensive vision of the scope of
Pellegrino’s thought.

From the start to the end, Pellegrino has held that it is only a philosophy of medicine
that is essentially based on the nature and ends of medicine that can help fuse disparate themes
in modern society, such as the control over our technology, the nature of human responsibility,
personhood, and the duties we have to one another.*’ Pellegrino argued that just as in other
professional and social roles, the virtues of medicine are derived from the nature of medicine
as a human activity. On the necessity and the indispensability of sound professional ethics in
medical practice, he radically argues: “professional ethics, its groundings, the source of its
moral authority, and the way they are justified are of concern for all of us. Therefore, the
philosophy of the profession that grounds the ethics is better than an idle academic exercise.”*®
His overarching view was that once one understands what medicine is as a human practice, and
understands its purposes, then, and only then, can one derive a set of moral expectations for
practitioners and establish norms for the relationship between medicine and society.*’

In collaboration with David Thomasma,>® Pellegrino began his philosophical reflection

on medicine by beautifully stating that in the relationship among the disciplines in the medical
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field, moral philosophy remains the guiding discipline.”! In medicine and its practice,
Pellegrino sees the existence of some concepts and terms that demand a philosophical
definition of medicine rather than defining it as a knowledge base.>? It was an attempt to change
the mentality of viewing medicine simply from the mere biomedical point of view merely as
an empirical science to a mentality that views it as a reflective, theoretical discipline that
integrates medicine with medical humanities. Concepts such as health and disease cannot be
interpreted without the aid of sound philosophical reasoning. More importantly, the act of the
medical profession itself demands more than just technical competence. For a physician to go
beyond technique to contemplate the human object of his ministrations, he must turn to the
humanities for those meanings which medical science alone cannot give.”> This implies that
good medical care needs more than just a scientific orientation. Pellegrino avers: “Medicine,
or more properly healing, is a practical enterprise requiring a fusion of technical competence
and moral judgment.”>*

Pellegrino held firmly that there should be a philosophy of medicine from which
medical ethics emanates. “His most foundational idea is that the ethics of medicine is
inseparable from the philosophy of medicine. In his words, one must know “what medicine is”
before one can reasonably begin to think about how health care professionals ought to act or
make normative prescriptions about medical care.”> A significant and exciting confession
made by Pellegrino regarding his journey in search for a philosophy for medicine states: “My
inquiry into the ends and nature of medicine has inevitably taken me into the terrain of
philosophy. I am not a professional philosopher of course, but a philosophically inquisitive
physician.”*® The reason for this confession lies in the fact that Pellegrino was not a

9957

professional philosopher but a “medical truant,””’ one whose interest and curiosity led him to

philosophize medicine.
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Motivated and prompted by his enthusiasm and philosophical curiosity, Pellegrino
intended a philosophy of medicine, which will serve as an ethical enterprise that is aimed at
the good of the patients not their harm, and which must discern what is right and good, what
ought to be done as well as what can be done. A philosophy of medicine that would concentrate
on the ethics ‘internal’ to medicine- to those ethical issues arising in the kind of activity
medicine is one based in a healing relationship as well as competence in knowledge and skill
appropriate to a healing relationship.’® As a clinician and a philosopher, Pellegrino devoted his
entire professional life to medical issues and the reflection on the philosophy of medicine and
medical ethics. Pellegrino dedicated the last decades of his life to bioethics and the
philosophical foundation of medicine, achieving spectacular successes in this field. On
numerous occasions, he received awards.>”

Stating his flaming desire to reconstruct a fuller, more universal, and at the same time
an integrated theory of medicine, Pellegrino also outlines three major factors which inspired
philosophers and physicians to speak seriously of the possibility of the philosophy of medicine
as a field of inquiry, either to affirm or deny it. The first interest, according to Pellegrino, “is
the mutuality of interest in the subject matter of medicine to which I have already referred. In
every era, some physicians wanted to understand the phenomena they observed and the nature
of the art they were practicing. In every era, philosophers were fascinated by the need for a
deeper understanding of the phenomena that medicine could not afford. To achieve these ends,
the critical trans-medical perspective of philosophy has always seemed essential.”®

The following factors focus on some of the limitations of bioethics in resolving medical
dilemmas. Pellegrino writes:

A second reason for the current interest in the philosophy of medicine is the tremendous
emphasis in the last twenty-five years on medical ethics and bioethics. As successive theories
of medical ethics have surfaced, it has become apparent that there is a need for a grounding for
ethics in something beyond principles, virtues, casuistry, care, hermeneutics, etc. The first step
in this grounding would have to be articulating a theory and philosophy of medicine. Such a
theory is necessary to put the competing ethical theories into some proper relationship to each
other and resolve some of the contradictions between and among them. In short, we need to
move from medical ethics or bioethics to a more comprehensive moral philosophy of medicine
and the health professions.®!

8 Tbid, 41.
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The bottom line of this argument boils down to Pellegrino’s position that medical ethics must
be inherent in a philosophy of medicine, which serves as a basis for harmony in medical
practice.

The last factor is existential seeking for a philosophy of medicine that addresses the
vicissitudes of human experience. Pellegrino’s words:

A third factor fostering interest in a philosophy of medicine is the turn to Existential,
Hermeneutic, Phenomenological, and Post-Modern approaches to ethics and philosophy. These
philosophical perspectives are more open to lived experiences of patient and physician and to
the particularities of moral choice, suffering, dying, finitude and compassion. These are
phenomena of great interest to philosophers who seek to comprehend them in more concrete
ways than is congenial in the analytical mode still dominant in contemporary Anglo—American
philosophy. These are also the same phenomena physicians and patients confront experientially
every day. Critical reflections on these lived experiences lead naturally to the fundamental and
comprehensive grasp that could qualify as a philosophy of medicine. To be sure, a post-modern
philosophy of medicine would reject ideologies, emancipatory narratives, and absolutism in
favor of a diversity of language and concept. But it still would be a philosophy of medicine.®?

Similarly, one of the reasons advanced by Tristram and Jotterand for the special
receptivity in America in the latter half of the twentieth century to acknowledging a connection
between the humanities and medicine is that through a complex set of social developments,
American society was secularized and the profession of medicine transformed from a guild to
trade, just as medicine became effective, expensive, and productive of significant cultural and
significant moral questions.®®> These and many other reasons paved the way for the emergence

of a field of philosophy of medicine.

1.2 The Interaction between Philosophy and Medicine

Pellegrino admits that the history of philosophical reflections about medicine is long,
complex, and challenging. He admits his inability to possibly do justice to its historical
development or to the many versions in which it has appeared in the past and the present. Still,
he draws upon some particular themes to illustrate some of the distinctions and definitions.%*
Throughout antiquity, the relation between philosophy and medicine was very close. It is
commonly agreed among some western philosophers that from ancient Greece with
Hippocrates to the modern era, philosophy has been at the basis of medicine. Moreover, as far

as medicine is concerned, it is generally agreed, and indeed obvious, those ancient medical
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authors, from the Hippocratic writers onwards, heavily relied on philosophers, not just for their
views on physiology, but also for their conception of their art and their moral precepts for the
doctor. Nevertheless, often they also formed straightforward philosophical ideas of their own.
There is a whole tradition of philosophical thought in ancient medicine, particularly concerning
the nature of medical knowledge, which is independent of the study of the philosophers and
was substantial enough to at times even influence the views of the philosophers.%

It is established that the ancient Greeks gave medicine its rational identity by liberating
it from its primitive, superstitious, religious and magical traits. According to James Longrigg:
“One of the most impressive contributions of the ancient Greeks to Western culture was their
invention of rational medicine. The Greeks first developed sound systems of medicine for the
most part free from magical and religious elements and based upon natural causes.”®® The
significance of this revolutionary innovation of raising medicine to a rational status resulted in
a radically new conception of diseases whose causes and symptoms were now accounted for
in purely natural terms and not in terms of some mythical, superstitious, magical or religious
beliefs and practices.

Pellegrino recalls that philosophers and physicians were not easily distinguishable in
ancient Greece. He underlines that Hippocrates grossly overstated the case with his grandiose
dictum: ‘latros philosophus Iso Theos’ (The physician who is a philosopher is like a god).®’
Pellegrino interprets Hippocrates as saying that good medical care needs more than just its
scientific orientation.®® This expresses the strong connection and dialogue between medicine
and humanities.

Thus, it is within this humanistic affiliation context of medicine that Pellegrino
describes medicine as the most humanistic of all sciences and insists that any physician who
goes beyond the technique to contemplate the human object of his ministration must turn to the
humanities for those meanings, which the medical science alone cannot give.%’ He admits that
it was this compulsion that made many physicians become ‘medical truants’ trespassers beyond

the bounds of medicine.”’
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Philosophical reflections about medical matters have a lengthy background. At the
beginning of his philosophical reflection on the philosophy of medicine as a field of inquiry,
Pellegrino acknowledged that though the area is relatively nascent, philosophical reflections
about medical matters are as old as medicine and philosophy. Pellegrino asserts: “In every era,
critical thinkers, both in medicine and philosophy, have sought levels of understanding about
medicine and its practice not attainable within the purview of the methodology of medicine
itself”.”! On this intimate relationship between philosophy and medicine, Tosam Jerome writes:
“Beginning with the ancient Greeks, philosophy provided medicine with the methodological
and analytical tools to examine issues related to disease and health. In this interactive process,
medicine has also provided philosophy with material for philosophical contemplation.
Although separate disciplines, each borrows the conceptual resources of the other for resolving
problems.””? This long-standing relationship remains the fertile ground on which Pellegrino
based his teleological philosophy of medicine. The interaction between philosophy and
medicine in some way provides a forum for philosophy to reflect on medicine.

Philosophy and medicine as distinct disciplines have different outstanding goals, but
they both strive in a complementary way to ensure man’s welfare in other dimensions. On the
goal-oriented centered relationship between philosophy and medicine. Pellegrino writes:

Any topic examined as part of the philosophy of medicine should start with the realities, phenomena,
and data of medicine itself. Such a study would derive from what medicine is as a phenomenon of the
real world. In its turn, the philosophy of medicine would help to define what medicine is ontologically
and morally. This is a narrower view than the more expansive definitions of philosophy of medicine.
Still, it is more suited to the depth and levels of understanding and the reach for ultimacy that
characterize philosophical reflection when it is directed to medicine as medicine.”

Given the projects of medicine and philosophy, the dialogue between them is inevitable.” It
shows that medical the profession needs the help of professional philosophers just the same
way as it needs the cooperation of basic scientists. Philosophy elevates medicine from the
physical to the ontological level of understanding the concepts of disease and healing. The
application of profound philosophical thought on medicine and its practices reveals a depth
that necessitates exploration before simply following the aims of curing all. Intellectual rigor
matched with modern medicine can engage patients and help them make independent, informed

decisions and assist physicians in thinking more clearly, analytically, and empathetically.”
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Both medicine and philosophy meet squarely and fundamentally to understand human
condition and nature in its existential modalities and remedy human ills. For Anna-Theresa
Tymieniecka and Agazi Evandro, the encounter between philosophy and medicine is
“particularly intimate and significant —cooperative and complementary-when it comes to
medicine’s interpretations of human illness, its symptoms, its causes, its prognosis, and its
treatment, and when it comes to philosophy’s discovery and pursuit of the rays of human life
concerns, man’s existential entanglements with other beings, our circumstantial sphere of

interdependence, and the moral and spiritual valuation of life and its strivings.””®

1.3 Four Modes of Philosophical Reflection on Medicine

Pellegrino uniquely propounds that philosophy and medicine interact at four different
basic levels. For this season, philosophical reflections on medicine become multi-dimensional.
Any attempt to analyze the relationship between philosophy and medicine without considering
or perfectly harmonizing the various modes of their interaction may result in ambiguity and
contradictions. Thus, Pellegrino claims that to arrive at a distinct and clear understanding of
the philosophy of medicine, we must draw a careful distinction between these various modes
of interaction between philosophy and medicine.

In pursuing this distinction, Pellegrino proposes, categorizes, compares, contrasts, and
distinguishes four models for conducting a philosophical inquiry into medicine. Through his
analysis of the different perspectives of interaction between philosophy and medicine, he can
arrive at a distinct definition of the philosophy of medicine as distinct from other forms of
associations between philosophy and medicine. This project of distinguishing philosophy of
medicine from other of philosophy’s relation with medicine is unique to Pellegrino’s thought.
We now proceed to examine the four dimensions of the dialogue between philosophy and

medicine as advanced by Pellegrino.
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1.3.1 Philosophy and Medicine

The first mode of philosophical reflection on medicine is an inter-disciplinary approach
to the relationship between philosophy and medicine. According to Pellegrino, this model takes
the form of a mutual dialogue through which the ancient Greeks enjoyed a long history of
mutually beneficial but undiluted interaction. In this mode of philosophizing, philosophy and
medicine each retain their identity and enters as a distinct discipline into independent and
autonomous dialogue with the other. For example, it can be an effort at identification or
compare and contrast the way each field studies the phenomena peculiar to medicine. It can
define similarities and differences in subject matter, method, or mutual influences of one on the
other.”” Pellegrino explains this category by citing examples with the Hippocratic writings,
which were devoted to establishing the independence of the method of medicine from that of
philosophy. According to Pellegrino, the Hippocratic authors’ affirm the importance of
observation of individual cases and reasoning based on empirical evidence. They repudiate
speculation and mainly speculation as practiced by certain philosophers and philosopher-
physicians.”®

Pellegrino provides peculiar instances of the dialogues between philosophy and
medicine by referring to the philosophies of Socrates and Plato. They frequently used the
medicine as an example of a fechné practiced within ethical constraints. Plato, at one point,
went so far as to liken the physician who was also a philosopher to a god. Galen, who practiced
both medicine and philosophy, took this identity relationship seriously in his work. In the
Symposium, Plato chides the physician, Eryximachus, for his fechnicism, for his attempt to
explain all human existence through his art. Elsewhere, he has Nicias say that physicians should
not presume to go beyond knowledge of the nature of health and disease.” Pellegrino uses
these instances to show how distinct philosophy and medicine dialogued without each losing
its identity and how medicine operated without extending its reach into philosophical problems.

On the mutual benefits of this interaction between philosophy and medicine, Pellegrino
also presents how in the Hellenic Period, physicians and physician-philosophers drew heavily
on the teachings of the major philosophical schools. Pellegrino also appeals to Lester King,
who provides a detailed account of how seventeenth and eighteenth-century intelligent systems

drew upon medicine theories, especially for their metaphysical and logical content.
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After a lengthy historical review of this kind of relationship between philosophy and
medicine, Pellegrino concludes by indicating the shift like their dialogue to the ethical basis
for mutual understandings of philosophy and medicine. These ethical aspects play a significant
role in Pellegrino’s philosophy of medicine, as we shall see subsequently in his medical ethics.
He wrote:

Philosophical reflection on medicine has shifted again, this time to medicine as an ethical
enterprise. In the 1960s, philosophers were attracted by the need for a more rigorous and
sophisticated analysis of the dilemmas of medical progress than medicine itself afforded.
Physicians and philosophers drew on principles and concepts developed in the great ethical
traditions — the classical, medieval, Kantian, and Utilitarian. Most recently, as philosophers
explored the practical issues, they also uncovered the need for a more substantial grounding for
medical ethics than ethical analysis, problems, dilemmas or cases could provide. As a result,
inquiry was directed to alternative theories to those based on principles. Ethical theories based
on casuistry, philosophies of care, experience, or virtue became prominent. In Europe, more
attention was paid than in America, to hermeneutics, phenomenology, narrative, and
interpersonal relational theories as they were exemplified in medical ethics and practice.®!

1.3.2 Philosophy in Medicine

What does Pellegrino mean by Philosophy in medicine? While the first mode that we
have just considered above is broader and interdisciplinary, the second category of the
relationship between philosophy and medicine refers to the application of specific or
recognized branches of philosophy like logic, metaphysics, axiology, ethics, and aesthetics to
medical matters. This second mode of philosophical reflection on medicine is limited to and
focuses on the philosophical study of the scientific foundations of medicine.?? The primary goal
of this mode of conducting philosophical examination on medicine is said to be devoted to
philosophical research of the scientific foundations of medicine. Pellegrino affirms that this is
the sense in which most recently reviewed articles and books now interpret the philosophy of
medicine. In addition, on this view, theories of medical knowledge or ethics, for example,
drawn from existing theories of epistemology or moral philosophy, are applied to medical
problems, concepts, or experiences.®* Medical diagnosis, for example, is examined for its logic,
and images of health and disease are analyzed for their ontological or epistemological status.

The most fruitful example of the power of philosophy in medicine given by Pellegrino
is the principle-based system of Beauchamp and Childress, whose claims are now being

questioned for their lack of foundation on universal fundamental moral philosophy. They have
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skillfully and wisely taken four principles of ‘the common morality’ as prima facie guides to
the resolution of practical medical ethical dilemmas.®* With his belief that principles are
essential to any viable ethics of medicine, Pellegrino tried to ground them in a philosophy of
medicine, one derived from the clinical phenomena of medicine, itself. In doing so, he hopes
to show that there is no essential conflict between philosophy in medicine and philosophy of
medicine.® In Pellegrino’s view, therefore, there is no conflict between the philosophy of

medicine and philosophy in medicine.

1.3.3 Medical Philosophy

Pellegrino describes this category as the vaguest and most loosely defined of the current
terms. He defines medical philosophy in two ways. The first sense of the definition of medical
philosophy refers to any informal reflection on the practice of medicine by physicians on
clinical medicine based on their reflections on their own clinical experiences. This might
include styles of exercise such as: therapeutic enthusiasm, nihilism, or minimalism; diagnostic
enthusiasm which leaves no test unused; diagnostic artistry, which pursues an elegant form of
clinical epluchage, selecting just the correct number and kind of tests; then some want to be a
friend the patient; those who, on the contrary, feel a certain ‘distance’ is more conducive to the
healing relationship; those who favor formal or informal modes of address or dress, etc. These
matters are rarely subjected to legal analysis but are argued as conducive to good or inadequate
care of patients.®® The second aspect of his definition of medical philosophy is based on the
clinical wisdom of reflective clinicians that has always been a source of inspiration and
practical knowledge for conscientious clinicians. On this second aspect, Pellegrino thinks of
the works of William Osler and Francis Peabody, or of Richard Cabot and Lewis Thomas.
Their works are not philosophical in any formal sense, but in the more informal, traditional
sense of the search for wisdom — in their cases, as that wisdom emerges from reflective and
meditative cogitation on years of learning by experience. They are examples of practical
wisdom, the kind of reflective understanding beyond empiricism of how to practice a craft with

perception contained in the Greek notion of techné.®’
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1.3.4 Philosophy of Medicine

This model constitutes the most essential and significant aspect of Pellegrino’s
categorization of the modes of philosophical reflection on medicine. It is the climax of
Pellegrino’s concept of philosophical reflection on medicine, which he qualifies as a
philosophy of medicine. We shall give much attention to this category because it constitutes
the foundation of the variables of this dissertation. According to Pellegrino: “The philosophy
of medicine consists in a critical reflection on the matter of medicine — on the content, method,
concepts, and presuppositions peculiar to medicine as medicine. To this end, the philosophy of
medicine, of necessity, must transcend the methods of medicine, that is, the methods of science,
clinical observation, and clinical judgment. Its purposes are different than the purposes of
medicine per se. Philosophy of medicine makes the specific method and matter of medicine
the subject of study by philosophy. Philosophy of medicine seeks philosophical knowledge of
medicine itself. It seeks to understand what medicine is and what sets it apart from other
disciplines, and from philosophy, itself.”®® Pellegrino argues that philosophy and ethics of
medicine are not balkanized provinces forcibly detached from the body of philosophy. They
remain in dialogue and dialectics with current and accepted theories like principlism, caring,
and deontological or virtue theories.

In the same light, Pellegrino argues that the philosophy of medicine possesses the same
relationship as the philosophy of other disciplines. He writes: “Philosophy of medicine has the
same relationship with philosophy as the philosophies of history, art, law; literature, etc. have
to those disciplines. In each case, critical reflection seeks something beyond the content of
those disciplines, something beyond the methods of inquiry peculiar to each as a discipline.
The philosophy of any discipline is a search for ultimacy, for a grasp of the reality of the things
studied beyond what is discernible by the discipline studied.”* For Pellegrino, the philosophy
of medicine is to be distinguished from other relationships between philosophy and medicine.
For him, its focus is medicine as a distinctive discipline.

On the one hand, he says that determining such nature of medicine is itself a task of
philosophy of medicine; on the other hand, he repeatedly claims that the distinctive feature of

medicine is its practical nature, more specifically in the clinical encounter.’ Philosophy of
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medicine makes the specific method and matter of medicine the subject of study by the process
of philosophy. Philosophy of medicine seeks philosophical knowledge of medicine itself. It
aims to understand what medicine is and what sets it apart from other disciplines and from
philosophy itself.”

The debate over the nature and meaning of medicine, as we have noted earlier, is an
ancient and spirited one, which has not been resolved even in modern times but has intensified
since the beginning of the twentieth century when the fortunes of medicine were tied to those
of the natural sciences. The current debate over the nature of medicine is in terms not so much
of art or science but rather in terms of evidence-based or patient-centered medicine. For
Pellegrino, a definition of medicine is very instrumental to understanding what constitutes the
philosophy of medicine. He argues strongly that it is impossible to define clearly, what
constitutes the philosophy of medicine without a definition of medicine, itself. ** It is absurd
to talk about a philosophy of medicine without referring to medicine itself. Pellegrino
underlines that any topic examined as part of the philosophy of medicine should start with the
realities, phenomena, and data of medicine itself. Such a study will come from what medicine
is as a phenomenon of the real world. In its turn, the philosophy of medicine will help to define
what medicine is ontologically and morally.”

The key to Pellegrino’s understanding of the philosophy of medicine is that he believes
in a distinctive nature of medicine, medicine qua-medicine, which determines its agenda. For
Pellegrino, this unique nature of medicine is its practical focus with the related telos of health.
He exalts the definition of medicine to more than just being a branch of science, that is, sciences
basic to medicine like anatomy, physiology, biochemistry, and defines medicine as a science
that embraces activities beyond those inherent in the pursuit of scientific knowledge,
a definition that Pellegrino justifies factually and phenomenological in one sense, and by
philosophy of medicine in another.”> In his philosophy of medicine, Pellegrino tries to go
beyond the standard definition of medicine that limits medicine to a bio-medical model, which
identifies medicine simply as a body of valuable knowledge in the treatment of illness.”®

Pellegrino sees several limitations in this standard definition of medicine. He traces the
first limitation to the fact that such a view: “is flagrantly reductionistic, limiting medicine to

biology, chemistry, and physics. Therefore, it suffers from the logical and epistemological

92 Schramme, What is Philosophy of Medicine, 10.

93 Pellegrino, What the Philosophy Is, 326.

%+ Ibid, 328.

9Pellegrino, What the Philosophy, 326.

% Pellegrino, The Philosophy of Medicine Reborn, 127.

33



deficiencies of all reductionism and commits the error of circuitous reasoning- what we need
for the proof is in itself in need of proof by the settlement of the question we are asking. We
cannot prove medicine is only biology unless we know first what medicine is- and that is the
question.”’ Another limitation of the biomedical definition is “its one-dimensionality, its
abnegation of the complexity of illness and therefore, the complexity of healing those who are
ill. Since disease and illness have different dimensions, it is hard to see how biology qua
biology can be seen satisfactory as an explanatory principle, to say nothing of a therapeutic
one.””®
In his search for the core of the philosophy of medicine: the internal morality and the
telos of medicine, Pellegrino holds to a more specific definition of medicine higher than the
biomedical model, in his specific definition, he identifies medicine as medicine qua medicine.
Through this specificity, he grounds his philosophy of medicine in a theory of the healing
relationship, namely, the physician-patient relationship.”® The essence of medicine, according
to Pellegrino, is clinical practice and not medical science. This is not a denial of modem medical
science, but rather as a reminder that the results of the research and theories of medical science
must be put into practice in the clinical encounter between doctor or some other health-care
professional and patient and thus, as parts of modem medical practice, are situated in the
framework of a meeting between persons or more.!”” The above description of medicine
establishes Pellegrino’s philosophy of medicine as the product of a direct, explicit engagement
with that fundamental question about the nature and ends of discipline as well as a process.'*!
Medicine, that is, clinical reasoning, is a fechne in the classical sense: craftsmanship of healing
that involves knowing what to do, how to do it, and why one does it.!%?
Similarly, Beverly Whelton observes that in the phenomenology of the clinical
encounter, Pellegrino exposes two activities of doctoring. “The first involves technical, medical

content and the objective, empirical methods of science. The second aspect of doctoring is

moral. It is a decision and action that is good for this particular patient that is good for the
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individual both medically, and as a human being.” '®* In all this, the compatibility or the
complementarity of biomedical medicine and clinical medicine remains inseparable.

In this specific context of understanding medicine as medicine, Pellegrino establishes
the subject matter and the central aim of the philosophy of medicine. Its subject matter becomes
the problems of clinical and public health medicine that it examines with its perspective, one

different from science and even from clinical'®*

or public health medicine themselves.
Philosophy of medicine seeks to understand the nature and phenomena of the clinical
encounter, that is, the interaction between persons needing the help of a specific kind relative
to health and other persons who offer to help and are designated by society to help. Philosophy
of medicine is concerned with the phenomena peculiar to the human encounter with health,
illness, disease, death, and the desire for prevention and healing.!?

More so, “like a chemical theory of solutions, philosophy of medicine begins in the
particularities, in phenomena determined by the kind of activity medicine is, and the
phenomena it must consider in pursuit of its healing purposes for individuals and societies. The
practice, the ethics, and the social roles of medicine depend on the philosophy of medicine to
which we commit ourselves. So, too, do answers to such issues as the ends of medicine and
how and by whom they are determined; the dependence or independence of medical ethics vis-
a-vis politics, law, or economics; the place of bioethics; the resolution of cross-cultural conflicts
in world society, these are the contributions a philosophy of medicine can make to those who
use medicine.”'% It becomes clear in Pellegrino’s view that there is a subject matter unique to
medicine for a philosophy of medicine to address. Philosophy of medicine in this context
should not be vague but specific and centered on a unique subject matter that is particular but
yet encompassing.

In establishing an argument over the existence of a legitimate field of inquiry called the
philosophy of medicine, Pellegrino was preoccupied with questions about whether it can be

distinguished from the philosophy of science. He sought to distinguish it from the emerging
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field of bioethics.!”” In a specific way, Pellegrino defines the philosophy of medicine as a
critical reflection on medical issues; he argues, “Philosophical perspectives in medicine are
more open to lived experiences of patient and physician and to the particularities of moral
choice, suffering, dying, finitude and compassion. Today, the existential, hermeneutics and
phenomenological approaches to ethics enable the philosopher to comprehend these medical
phenomena in more concrete ways than is congenial in the analytical mode still dominant in
contemporary Anglo-American philosophy.”!%

Among the many related issues of a dispute regarding the nature and scope of a
philosophy of medicine as a field of inquiry was in particular, the question of how it is derived
and by what method of philosophical inquiry it is best pursued. While Stempsey praises
Pellegrino for shedding valuable light on the various modes of interaction between philosophy
and medicine, he also criticizes Pellegrino for limiting the scope of the philosophy of medicine
too much by basing his philosophy of medicine primarily on the foundation of the individual
doctor-patient relationship.'®’

In contrast to Pellegrino, Stempsey holds that Medicine encompasses an array of
clinical and research activities that ultimately aim at helping the suffering patient. These
activities, however, need not necessarily arise from the concrete foundation. Any philosophical
reflection, which seeks to analyze the logic of diagnosis, to describe the phenomenology of
suffering, or to seek the wisdom required to be a good physician, deserves to be counted as a
philosophy of medicine.'!°

One of the central challenges insinuated by Pellegrino at the emergence of the
philosophy of medicine as a legitimate field of inquiry was its relation to bioethics and the
philosophy of science. He observes: “Only recently, however, has a debate arisen about
whether or not there is, or can be, a legitimate field of inquiry called the philosophy of medicine.
If there is such a field, in what does it consist? Can it be distinguished from the philosophy of
science? What is its relationship to the emerging field of bioethics? Does any practical
consequence follow from these distinctions?”!!! Pellegrino was preoccupied with the above-

implied challenges that accompanied the emergence of the field of the philosophy of medicine.
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Philosophy of medicine is a subject that has been around since the beginning of
medicine but has only relatively recently, roughly in the last 40 years, been professionally
developed into a discipline in its own right. It has gained a more robust status in relation to
medical ethics or bioethics, which focuses on moral issues in medicine, whereas the philosophy
of medicine has a broader and less applied remit, addressing metaphysical, epistemological,
and other philosophical issues in medicine. There are now dedicated societies and academic
centers dealing with different topics in the philosophy of medicine.!'?

Regarding the existence of a philosophy of medicine, Pellegrino affirms: “We both
believe, contra Caplan that, there is a legitimate field of philosophical inquiry properly termed:
Philosophy of medicine.” Indeed, we also agree that the criteria demanded legitimacy by
Caplan in 1992 have been fulfilled. Finally, we agree that bioethics today needs a philosophy
of medicine, and many of bioethics’ most fundamental questions are unresolvable without such
a philosophy.!!?

The methods employed by Pellegrino as appropriate for his project are the convergence
of classical and medieval philosophy, enriched by some elements of a realist
phenomenology.''* His approach was founded upon a strong sense of realism about the disease
and human beings. David Thomasma identifies three methods adopted by Pellegrino in his
philosophy of medicine: analytical, realistic, and practical. Thomas explains:

It is analytical since it starts with the experiences of the clinical setting by emphasizing the
doctor-patient relationship and employs modes of analysis closely paralleling clinical
reasoning. It is realistic in tone; references are to the realists like Aristotle and Dewey. The
phenomenologists are used for their descriptive methods and insights without accepting the
ontology accompanying these methods. It is also realistic because it employs the Aristotelian
analysis method in a search through a dialectic of other views for the constitutive elements of
a discipline of philosophy of medicine. It is practical because, from the start, the philosophy of
medicine must make a difference in human conduct and medical education.''

Pellegrino combines these three methods in his philosophy of medicine because the clinical
encounter, which is the research subject being investigated by the philosophy of medicine,
consists of multiple facets. There are various dimensions to this central act of medicine that
cannot be adequately examined by just one philosophical method. For these reasons, the
investigator must be willing to use whatever philosophical approach or combination of

procedures that fit the unique aspect of the problem at hand.''®
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1.4 The Question about the Existence of a Philosophy of Medicine

Pellegrino deals with the question about the existence of a philosophy of medicine by
categorically stating that “there is a defensible and legitimate field of philosophical inquiry that
can be termed properly the philosophy of medicine, that it can be distinguished from other
forms of philosophical reflection about medicine, and that the distinctions are of more than
heuristic value”. ''7 In agreement with Wildes, Pellegrino declares: “We both believe, contra
Caplan that, there is a legitimate field of philosophical enquiry properly termed: Philosophy of
medicine.”!'® Furthermore: “Indeed we also agree that the criteria demanded legitimacy by
Caplan in 1992 have been fulfilled.!" Finally, we agree that bioethics today needs a philosophy
of medicine as many of bioethics’ most fundamental questions are unresolvable without such
a philosophy.”!? In the above declaration, Pellegrino responded to the challenging question on
the requirements needed for recognizing philosophy of medicine as a legitimate field of
inquiry.

The question of the strong relationship between philosophy and medicine resulted in
controversy over what the field should be tagged or the name ascribed to it. Should that
relationship be philosophy and medicine or philosophy in medicine or philosophy of medicine
or medical philosophy? This dilemma of the specificity of the field remained a central agenda
of discussion on this subject matter. In a roundtable discussion held at the first trans-
disciplinary symposium on philosophy and medicine in 1974,'?! Jerome Shaffer, who in his
doubt of the validity of the relationship or interface between medicine and philosophy,
expressed his misgivings saying: “I wish to raise some doubts about the validity and value of
the Philosophy of Medicine. I am inclined to think that there are medical problems and there

are philosophical problems, with no overlap or borderline area between them, no field which
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could be called medico-philosophy or philosophy-medicine on the analogy with bio-chemistry
or astrophysics.”!??

In response to Shaffer’s doubt about the validity and value of the philosophy of
medicine, Edmund Pellegrino rebuked Shaffer by saying that to deny a relationship or interface
between philosophy and medicine, Shaffer has of course, “philosophized about medicine - what
it is, and how it relates to the other sciences, as well as making assumptions about the nature
of man. He has, in fact, exhibited some elements of a philosophy of medicine - even in the
process of denying its possibility. But even his via negativa is useful and essential to the
question of a philosophy of medicine - for it illustrates one of how we may regard medicine

ontologically.”!??

1.5 Bioethics versus Philosophy of Medicine

Discussions and debates surrounding bioethics and the medical humanities, especially
about their emergence in the latter part of the twentieth century, cannot be understood without
referring to the works of Pellegrino, who in a positive and influential way shaped the character
of these fields. Pellegrino was preoccupied with the question of the identities, methodologies,
foundations, and justification of the areas of bioethics and philosophy of medicine.

Hence, he attempts a fast distinction: “Philosophy of medicine is a subject that has been
around since the beginning of medicine but has only fairly recently, roughly in the last 40 years,
been professionally developed into a discipline in its own right. It has gained a stronger status
concerning medical ethics or bioethics, which focuses on moral issues in medicine. In contrast,
the philosophy of medicine has a broader scope, addressing metaphysical, epistemological, and
other philosophical issues in medicine. There are now dedicated societies and academic centers
dealing with different topics in philosophy of medicine.”!**

Pellegrino defines bioethics as: “The systematic study of the moral issues arising in the

application of the biological knowledge to human affairs from agriculture and ecology to

medicine and public policy. Implied in this definition are the search for the moral truth and
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generalized normative guidelines that have for so long characterized the ethical enterprise.”'%

Bioethics is criticized on this perspective as being a mere application of moral theories and
principles.'?® The term ‘bioethics’ was coined in the early 1970s by biologists who brought to
the public’s attention two pressing issues: the need to maintain the planet’s ecology, on which
all life depends, and the implications of advances in the life sciences and toward manipulating
human nature.'?” At its inception, the central issues in bioethics were researched with human
subjects, genetics, organ transplantation, death and dying reproduction, and other related
matters. Nevertheless, today it has a wide range of theoretical approaches in normative ethics,
including utilitarianism, deontology, pragmatism, virtue ethics and feminist ethics.!?® In this,
we see that bioethics is connected to the philosophy of medicine regarding the normative issues
that it confronts.

As regards the relationship between medical ethics and bioethics, Pellegrino states:
“Medical ethics and bioethics, the ancient and the modern, need each other.”'?° He agrees that
bioethics connotes a broad field of inquiry but contends that, within that field, philosophy has
a special place. Philosophical ethics certainly must be in dialogue with all the other pertinent
disciplines, but it cannot and should not be subsumed or replaced by them.!** The influence of
Pellegrino’s presence, his presentations, and his scholarship framed a broader appreciation of
bioethics. In addition to relocating bioethics in a broader context, Pellegrino helped layout its
roots in foundational issues within the philosophy of medicine. He achieved this through his
role as the founding editor of the Journal of Medicine and Philosophy, a journal he directed to
placing bioethics within the reflections of philosophy of medicine.!!

Similarly, Caplan opines that the philosophy of medicine is not to be equated or
confused with the field of bioethics. For him, medical ethics, bioethics, health policy, and
medical aesthetics are all examples of philosophy and medicine, which he defines as “the study
of the epistemological, metaphysical and methodological dimensions of medicine; therapeutic
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medicine should provide an essential foundation for bioethics; it should provide insights into
some key problems in the philosophy of science, such as the nature of explanation and theory
of evolution, and ought to shape the goals as well as the methods used in both experimentation
and research in medicine and health sciences.'*’

George Khushf considers as a core problem within the philosophy of medicine, namely,
the concepts of health and disease, to argue that the resolution we give to these problems
conditions the understanding we will have of the scope and task of bioethics and the philosophy
of medicine, as well as the relation between these two disciplines. Concepts of health and
disease would appear to be central to medicine, and they have indeed been a primary focus of
the philosophy of medicine.!**

More on the relationship between philosophy of medicine and bioethics, Schramme
remarks:

Although ethics is a part of philosophy, it is sometimes equated with moral philosophy — and
although bioethics is obviously closely related to medicine, bioethics is arguably not a part
philosophy of medicine. Philosophy of medicine is distinctive in focusing on conceptual,
methodological, axiological, epistemological, metaphysical, and other philosophical issues
regarding medicine from a theoretical point of view, i.e., in order to analyze, understand, or
explain aspects of the theory and practice of medicine. Bioethics, in contrast, discusses
normative problems in medicine from a practical point of view, i.e., in order to provide guidance
as to how people should act. Philosophy of medicine and bioethics are here delineated by
distinguishing between a theoretical and a practical perspective or stance, not by their scope.
Both might focus on theoretical and practical issues in medicine, for instance, they might
address medical research aimed at gaining knowledge about the functioning of organisms (an
issue regarding the theory of medicine), or they might be concerned with the clinical encounter
between patient and doctor (a problem regarding the practice of medicine), but they do this with
different aims. Put briefly and somewhat crudely, philosophy of medicine aims at analysis,
whereas bioethics aims at guidance.'?

Bioethics is considered an autonomous discipline; its aim is to solve complex dilemmas
in health care.'*® Schrame argues further by noting that for someone to say that philosophy of
medicine and bioethics are different fields of study does not mean there is no connection
between them. For instance, to discuss the ethics of organ transplantation, one needs a clear
understanding of the concept of death. To analyze this concept is a task for the philosophy of

medicine. To distinguish between bioethics and philosophy of medicine also does not imply
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that there are no issues regarding value or morality in the philosophy of medicine.'*” As already
stated, the philosophy of medicine analyzes concepts such as health, disease, or care, and it
tries to identify the values and norms underlying medicine. In addition, it deals with
epistemological questions, for instance, regarding the status of clinical judgment and the
methods of gaining medical knowledge. It implies that to be a bioethicist; one needs some
acquaintance with the philosophy of medicine. To do the philosophy of medicine properly, one
needs some knowledge of the ethical problems in medicine.

Pellegrino explicitly excludes biomedical ethics from the philosophy of medicine. He
also describes as an essential part of the philosophy of medicine a practical component, the
clinical encounter. This functional element is crucial, according to Pellegrino, because of its
unique feature, in contrast to, say, biology. In contrast to natural sciences, medicine here aims,
namely, the health or healing of living beings. The personal relationship between doctor and
patient in pursuing this aim turns the medicine into a value-laden and moral activity. Hence,
medicine cannot be reduced to other sciences, for instance, to a mix of biology and
psychology.!3®

There are equally some related misunderstandings regarding the relationship between
philosophy of medicine and philosophy of science. Some scholars tend to regard these phases
of philosophy as overlapping. In distinguishing philosophy of medicine from the philosophy
of science, Pellegrino discards philosophy of science’s definition of medicine as merely a
branch of science by defining medicine like that which embraces activities beyond those
inherent in the pursuit of scientific knowledge. In this way, philosophy of medicine becomes a
separate and separable entity from the philosophy of science.!*’

Thus, the difference between philosophy and sciences is that philosophy studies reality
in its most profound and most radical aspect and seeks its ultimate causes, while particular
sciences study specific aspects of reality and seek more immediate and proximate causes. This
applies to both the natural sciences like biology, physics, and chemistry and psychology. These
sciences limit themselves to their level of research, but philosophy studies all reality in general
and tries to discover the ultimate explanation of its very being.'* It is within this sort of
distinction that Pellegrino elevates the definition of medicine. Pellegrino does not elevate

medicine above science but elevates medicine’s purpose within a philosophical context as
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seeking the ultimate meaning and understanding of medicine, which he captures in his
phenomenology of the clinical encounter.

In this elevation, medicine is understood in a higher dimension than it is in the
philosophy of science. Pellegrino specifies that this elevation of medicine is only possible
within the confines of the theory of the healing relationship between the physician and the sick
person:

Medicine qua medicine comes into existence in the clinical encounter or in public health when
the knowledge of the sciences basic to medicine is employed for a specific end, i.e., for the
cure, containment, amelioration, or prevention of human illness in individuals or in human
societies. Not just the ends and purposes of the sciences, therefore, shape medicine qua
medicine. Medicine uses scientific knowledge for its own specific ends, which are healing,
helping, curing, and preventing illness and disease and promoting health, i.e., the optimum
well-functioning of the whole human organism or human society. Pursuing those ends with
individual patients and families is the enterprise of clinical medicine; pursuing them with
communities and societies is the enterprise of public health or social medicine. Philosophy of
medicine as medicine, then, has as its subject matter the problems of clinical and public health
medicine that it examines with its own perspective — one different from the perspective of
science and even from clinical or public health medicine, themselves. Philosophy of medicine
seeks to understand the nature and phenomena of the clinical encounter, i.e., the interaction
between persons needing help of a specific kind relative to health and other persons who offer
to help and are designated by society to help.'!

Medicine is both a science and an art; it has theoretical as well as practical aspects. It is
different from many other sciences in its interpersonal aspects, the encounter between patient
and clinical personnel. Hence, there are accordingly philosophical aspects of medicine that are
not usually found in other areas of philosophy of science.!* The key to Pellegrino’s
understanding of the philosophy of medicine is that he believes in a distinctive nature of
medicine, ‘medicine-qua-medicine,’” that determines its agenda. For Pellegrino, this unique
nature of medicine is its practical focus with the related telos of health.'*’

Reiss Julian and Rachel Ankeny argue that philosophy of medicine serves as a
foundation to both bioethics and philosophy of science, which occupies a special place in the
philosophy of medicine. They substantiate this claim by outlining that bioethics analyzes
fundamental components such as concepts of disease that frequently arise in medicine.
Philosophy of medicine also makes significant contributions to the general philosophy of
science, particularly to understandings of explanation, causation, and experimentation and
debates over applications of scientific knowledge. Finally, the philosophy of medicine

contributes immensely to discussions on methods and goals within both research and practice
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in the medical and health sciences.!** The relationship between these areas of academic
activities does not contradict each other. Instead, they contribute to a better understanding of

the related issues that rotate within them.

1.6 Medicine as Teleological

Pellegrino has been described as a prominent philosopher of medicine who argued the
case for intrinsic goals of medicine.'* One most distinctive features in Pellegrino’s philosophy
and ethics of medicine is its teleological structure. A structure that provides a rich presentation
of Pellegrino’s thought and its development. His concept of medicine as teleological remains
the pillar or the nucleus that gives meaning to his philosophy. It serves as a foundation from
which derives every one of his arguments on the nature of medicine.

Hence, the key to Pellegrino’s understanding of the philosophy of medicine is that he
believes in a distinctive nature of medicine as an end or goal-oriented. Through the teleological
model of his view of medicine, Pellegrino presents an alternative approach to the biomedical
model by defining medicine in terms of the ends, purposes and the terminus towards which
medicine is directed as a humanity. His teleological theory of medicine is grounded in the
nature and ends of medicine as a special kind of human activity. Moreover, the future becomes
the determining principle that defines what kind of knowledge medicine needs.'*® Convinced
that there exists a telos that defines the art of medicine, Pellegrino builds philosophy of
medicine as a healing relationship, oriented to the end of a right and good healing action for
the individual patient.'*’ In this teleological terrain, the telos of medicine which Pellegrino
identifies as the healing or the good of the patient is the essence of medicine and the goal to
which all medical activities are directed. For him, “defining medicine by its end is more
philosophically sound than defining it as a knowledge base.”!*®

As a philosopher-clinician, Pellegrino declares that his primary aim was “to search for
a moral philosophy of medicine based in the nature of medicine. Without this, medical ethics

becomes what social convention, politics, economics, or sheer pragmatics make it. Given its
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enormous power for good and evil, medical ethics cannot serve the personal and common good
without clarity about its ends and purpose”.'* Referring to his work with David Thomasma,
Pellegrino writes, “our philosophy of medicine, and hence the ethics we derive from it, is
teleologically structured. It is derived a posteriori from the universal realities of the clinical
encounter, i.e., healing, helping, caring, and health.”!>

To resolve the contemporary confusion about the nature and ends of medicine,
Pellegrino proposes, “a teleological-based ethic of medicine is the only one tenable basis for
an ethic of the healing profession as a whole in an era of widespread moral and social pluralism
like ours. It is also the only basis for moral authority. The authority derives from an
understanding of the ends and purposes for which health professions are established.”!*! In
Pellegrino’s view, the primary cause of the contemporary crisis in the medical profession is the
erosion of the teleological ethic that has occurred through the history of philosophy. The only
plausible remedy is its re-engagement.

Advocating for the teleological basis of medicine as a yielding catalyst for trashing the
modern confusion on the nature of medicine, Pellegrino argues strongly for a return to the
Aristotelian and Thomistic teleological ethics as the perfect solution for the modern crisis in
understanding the meaning of medicine. He opines: “Today’s confusion about the ends of
medicine and the need for their redefinition lies in the erosion of the Classical-Medieval notion
of ends, their relation to the good, and the relation between the idea of the good and ethics. If
the end of medicine is to be redefined, the ancient concept of ends must first be retrieved from
exile by modern and contemporary philosophy.”!>? Pellegrino believes that if the ends of
medicine could be discerned, then the good of medical relationships would be known. The virtues of
the practitioner could be grounded in this good, and the other obligations of professional ethics could
be defined.!* It is this reason that calls for a serious re-engagement of contemporary philosophy with
the Aristotlean-Thomistic synthesis, especially in ethics and moral philosophy. It is evident and vivid
that classical and medieval teleological ethics served as a theoretical framework for Pellegrino’s end-

oriented structure of philosophy and ethics of medicine.
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He repeatedly admits that his vision of medicine as teleological is rooted in classical
and medieval traditions. He explains: “Our approach here is teleological in the Aristotelian and
Thomistic sense, relating virtues of medicine as a practice to the ends of medicine.”!>*
Pellegrino illuminates not only those conditions, problems, and the imperatives of the process
and discipline of the philosophy medicine that are profoundly resonant with the themes of the
classical tradition but with Aristotle’s description of the epistemology, ontology, and teleology
of the moral situation, the situation demanding the exercise of phronesis by the agent who
wishes to achieve the humanly possible good in that situation.!>> We shall talk more about
phronesis as an indispensable virtue in medical practice.

The term teleological can be understood based on the different senses of its usage. In a
classical-medieval sense as distinct from utilitarian and deontological sense, Pellegrino
clarifies his use of the term saying: “It is necessary to clarify my use of the term ‘teleological
ethics.” By this, I do not mean any form of consequentialism or its major expression in
utilitarianism. Nor do I mean a simplistic biological teleologism. Rather, I refer to an ethic
based in the notion of the good as the end of moral acts wherein ‘good’ is defined in terms of
the nature of the activity in question, that for which the activity exists. Such an ethic is the
antithesis of an ethic of social construction in which the good is defined externally to the
activity in question by what we wish or intend the activity to achieve.”!>

Aristotle and Aquinas were concerned chiefly with the larger conception of the good for
humans as the end of human activity. Both structured their moral philosophies on the good as the end
of human life. In its ultimate sense, that end was, for Aristotle, a life consistent with the natural virtues,
which led to happiness. For Aquinas, it was a life lived in accord with the natural and spiritual virtues
that led to the beatific vision and fulfillment of the spiritual nature of humans.!>” Both Aristotle and
Aquinas anchored the integrity in the ends of human life and the good. Thus, they linked metaphysics
with ethics. The virtues became habitual dispositions to act in such a fashion that the end of human
life, the good, that to which it tended by its very nature, could be attained. Both Aristotle and Aquinas
used medicine as an example of human activity with a definable end and good, a lesser good, of
course, than the ultimate good of human beings as such. They defined the end of medicine as health,
that toward which the activity of medicine tended, that which made it what it was and which

distinguished it from other human activities.'>®
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Aristotle is commonly considered the inventor of teleology, although the exact term
‘teleology’ originated in the eighteenth century. If teleology means the use of ends and goals
in natural science, then Aristotle should be regarded as a critical innovator of teleological
explanation. Teleological notions were widespread among his predecessors, but Aristotle
rejected their conception of extrinsic causes such as mind or god as the primary causes for
natural things. Aristotle’s radical alternative was to assert nature itself as an internal principle
of change and an end. His teleological explanations focus on the internal and intrinsic ends of
natural substances—those ends that benefit the natural thing itself.'® Aristotle’s ethics is
teleological; for Aristotle, the concept of human nature is goal-oriented. The basic idea is that
human nature is not just, whatever people happen, on average, to be. It is not automatic but
characterized by an end or a goal (Telos). It is the built-in goal.'®®

The central point in the Aristotelian teleology as established is that every rational
activity aims at some end or good. In other words, there is always a reason for all our actions.
Ethics and politics are concerned with what we should do. If we do something (as distinct from
having something happen to us or from a piece of purely reflex behavior), we do it for a

61

reason.'® His masterpiece, Nichomechean Ethics'%, opens its first chapter in describing the

object of life, the nature of the highest good for man. According to him:

Every art and every investigation, and similarly every action and pursuit, is considered to aim at some
good. Hence, the good has been rightly defined as ‘that which all things aim’. Clearly, however, there
is some difference between the ends at which they aim: some activities and others result distinct from
the activities. Where there are ends distinct from the actions, the results are by nature superior to the
activities. Since there are many actions, arts and sciences, it follows that their ends are many too- the
end of medical science is health; of military science, victory, of economic science, wealth. In the case
of all skills of this kind that come under a single faculty-as a sill in making bridles or any other of a
horse’s trappings comes under the horsemanship, while this and every different kind of military
science, so in the same way other skills are subordinate to yet others- in all these ends of the directive
arts are to be preferred in every case to those of the subordinate ones, because it is for the sake of the
former that the latter are pursued also.'®?
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Distinctively teleological in his approach, Aristotle underlines that various bodies of
knowledge or practical sciences are structured toward identifiable good, goal or ends as our
reasons for individual actions are as well. Humans are the origin of choice and intentional and
deliberate action. This follows from the fact that choice involves reasoning, intention, and
desire, and only humans use the rational faculty to modify their desires with thought. Humans
are the only animals capable of deliberation. That is to say, only humans are capable of
rationally modifying their yearnings, of deliberating about the best means to achieve their
desires, and hence of intentionally pursuing their ends. In some cases, the ends of human
actions are so important and so common that humans have established techniques (skills, crafts,
arts) and lines of inquiry that aim at those ends.!®*

Teleological ethics, that is, ethics as encountered in Aristotle’s Nichomachean Ethic,
because of its teleological structure, provides a natural basis for developing an ethical theory
of professional roles in which character traits that count as virtues in everyday life are
determined by their connections with eudaimonia, the overarching goal of a good human life.
Virtues in the context of professional roles can be derived through a similar teleological

structure. '

It is from Aristotle’s ethical writings that virtue ethicists acquired various
positions, interests, distinctions, and concepts, which were all quite alien to modern analytical
philosophy until virtue ethics, became established. After 25 centuries, Aristotle’s influence on
our society’s moral thinking remains profound, and his beautiful ideas continue to be
significant to contemporary debates in philosophical ethics.

Like Pellegrino, Macintyre, in his best-known work, After Virtue, sees an erosion of the
elements of Aristotle’s teleological ethics. Macintyre lamented that the contemporary moral
decay and disorder, the collapse of tradition, culture, and the Western virtues arose due to the
disengagement in Aristotelian teleological ethics. He wrote: “Some large degree in the practice-
of morality today is in a state of grave disorder. A society in which the belief in Aristotelian
teleology was discredited”.!¢

Amidst the divisions and fragmentations of contemporary moral theory, Maclntyre
proposes a return to Aristotelian teleological virtue ethics as the way forward. According to

him: “the Aristotelian tradition can be restated in a way that restores intelligibility and
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rationality to our moral and social attitudes and commitments.”'®” Macintyre strongly believes
that the Aristotelian teleological ethics, which constitutes virtue ethics —the study of moral
character- is a critical key for moral formation and building a just and morally sound society.
He defined virtue as: “an acquired human quality the possession and exercise of which tends
to enable us to achieve those goods which are internal to practices and the lack of which
effectively prevents us from achieving any such goods”!®® The goal of a discipline or a

profession in this context is the icon for determining the morality of that profession.

1.7 Ends and Goals of medical practice

The question about the nature of the goals that define professional practice seems a
crucial one, in particular for medical training, since the ethics of medicine depends on the
values that are considered the proper ones for it as a practice. Those values depend on the goals
defining the medical practice.!® Pellegrino’s discussion on the purposes of medicine relies on
his teleological conception of medicine. One way to determine the goals of medicine is by
interpreting it as a practice, which is structured by aiming in a specific direction. This is a
traditional idea that goes back at least to ancient philosophy. In a teleological approach, the
telos, or the end of practice, determines the good for which it is practiced.!”® The teleological
theory of medicine serves as a fertile ground on which Pellegrino identifies and discusses the
specific medical practice goals. By building on the Aristotelian Thomistic essentialism,'”!
Pellegrino has argued the case for the intrinsic purposes of medicine. He proposes a teleological
account of this argument, as we have seen above. He claims: “We must assert the obvious:
medicine exists because humans become sick. It is an activity conceived to attain the overall

end of coping with disordered health’s individual and social experience. Its end is to heal, help,
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care, and cure, to prevent illness, and cultivate health.”'”? His conception that medicine has an
essence finds its justification in the essentialist approach to the theory of medicine. For
Pellegrino, “the ends of medicine are as old as medicine itself. They define medicine. They are
its essence.”!” It becomes evident from Pellegrino’s argument that healing is the essence of
medicine and, indeed in the same vein, its genuine identity.

The good of the patient, which Pellegrino identifies, is reflected in the aims of medicine,
which formed “the core Hippocratic objective.”!™ According to him: “Briefly, the ends of
medicine are ultimately the restoration or improvement of health and, more proximately, to
heal, that is, to cure illness and disease or, when this is not possible, to care for and help the
patient to live with residual pain, discomfort, or disability.”!”> Furthermore, he underlines that
these aims are not automatic, though they are intrinsic to the nature of medicine. It takes a
process of commitment to achieve these goals. This process of responsibility in the clinical
judgement, which is characterized by deliberations that result in clinical decision making
concerning the choice of medicine and care to be administered to the patient. Pellegrino
explains further “there are many decisions along the way to these ends, but in each decision
there is a fusion of technical and moral elements. If it were merely a matter of technical
correctness, of medical good alone, the major moral principle would be competence. But the
subjects of medical decisions are humans, and humans in particular states of vulnerability,
anxiety, pain, and dependent upon the physician’s knowledge, skill, trustworthiness, and
responsible management of the power that professional status confers. Moreover, the physician
offers to help and, thus, promises to the vulnerable patient to help attain the ends for which the
patient seeks medical help.”!”

Against the social construction of medicine, the end of medicine, or telos, as Pellegrino
highlights, cannot be a fruit of very social structure,'’” meeting the economic, social, and state

interests or the interests of institutions and researchers involved in the patient’s treatment.'”®
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Social medicine has its end in the health of the community or the whole body politic. When the
knowledge and skills of any of the other branches of medicine are used in the healing of a
particular person, then the ends of that branch fuse with the ends of clinical medicine.
Nevertheless, in clinical medicine, the good of the patient is the end, primus inter pares.'”

In contrast to the teleological or essentialist definition of the ends of medicine, the social
construction of the medicine becomes what a particular society wishes it to be. This is a popular
approach in an era of moral and epistemological pluralism and democratic institutions as
well.'8" Pellegrino says that unlike the essentialist approach to the definition of the ends and
goals of medicine, “social construction allows for no permanent theory of medicine and
therefore allows no permanent or stable ethics of the profession. This can become the victim
of a socially aberrant society, as was the case under German National Socialism, Maoist China,
Stalinist Russia, or Imperial Japan. In each case, medicine was redefined as an instrument of
social and political purpose, and the physician was made a social functionary. Medical ethics
itself became the ethic of social purpose.”'®! This social constructionist approach has become
so much the trademark of the modern definition of the goals of medicine.

However, concerning the essentialist view, the ends of medicine are defined “internally
out of the nature of medicine itself. They grow out of the phenomenology of medicine, that is,
that which is more fundamental than medicine itself- the universal human experience of illness.
The universality of this experience, its existence beyond time, place, history or culture- and the
need of the sick person for care, cure, help and healing that- gives medicine its essential
character. These ends make medicine what it is.”!8? Pellegrino constructs a universal basis for
which medicine can be defined, understood, and practiced in the essentialist dimension of the
telos of medicine. As presented in Pellegrino’s thought, the ends of medicine by their very
nature tend to appear as possessing some eternal attributes. He describes them as beyond
culture confines, universal, beyond time, history, and so on.

The distinctive difference in terms of the mentioned goals of medicine between a
teleological and a consensual approach depends heavily on methodological differences. A
consensual system allows for the purposes of medicine to change historically and socially,
whereas a teleological approach aims at a universal and nonrelative determination of the proper

goals of medicine.'®® Pellegrino does not deny the fact, the fact that the consensual model
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contributes in shaping the realization of the ends of medicine but he rejects authenticity as the
foundation to determining the ends of medicine.

As an essentialist, Pellegrino warns that on no account should physicians determine the
ends of medicine. Their task is only to realize these ends in a specific clinical encounter and
with a particular patient. They are charged with ascertaining, together with the patient, the
content and the end of healing. The process of proving indicates that medical practice is not all
about technical knowledge. Medicine is not defined solely as knowledge-based but as
knowledge, based and directed to a specific end- knowledge required by an architectonic
principle- healing or helping a sick person become whole again.!®* Just as physicians do not
have any epistemological sovereignty to define the ends of medicine, so do economists,
politicians, policymakers, or ordinary people who do not know how to do so. Our sole
responsibility is to determine how to use medical knowledge and skill to bring the goals and
purposes of medicine we assign to medicine into conformity with its intrinsic ends.!*
Pellegrino argues, “economics, politics, cultural and social values are important, but they are
not sovereign. They are subject to restraint, criticism, and even refusal when they seriously
impair the ends of medicine.”'® Pellegrino’s position is that medicine has an intrinsic end,
which is realized in the relationship between the patient and the health care professional as the
core of what medicine is, and ever shall be. He makes a point that is novel in the philosophy of
medicine and seems hard to deny.'®’

One of the notable features that Pellegrino advances about the essentialists’ definition
of medicine is that it depends on honest and not on the nominal purpose of medicine, one which
describes something in the real world, not just a language game or simply the way we use the
word medicine. Another one is that the ends of medicine are built into the reality of medicine
as a special kind of human activity. Finally, the limits of medicine are built into its ends. When
those ends are no longer achievable- when treatment is not practical or beneficial or when a
cure cannot be achieved-care and helping become primary ends.'®8
Many philosophers of medicine identify health as the goal of medicine. Like Pellegrino,

Agazzi and Tymienieka categorically state: “In all cultures, medicine has been conceived as a
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struggle against illness, and has been characterized by the ways of interpreting illness.”'® Ira
Bedzow outlines two general professional goals of medicine by stating that the purpose of
medicine is:

To improve a patient’s physical condition and to improve their quality of life. These two
primary goals will sometimes be in conflict, such as in cases relating to end-of-life care, yet
they are often complementary. For example, improving a patient’s health will often lead to a
higher quality of life. Conversely, tending to the psychological and social aspects of a person’s
life will positively affect his or her health. Even though these primary goals speak about “a
patient” in general, one should not think of patients as simply opportunities to fulfill one’s
professional goals. Your patients are not simply a means for you to practice your clinical skills
and to improve your professional abilities; caring for particular patients is the goal in itself. The
personal relationship between physician and patient is what creates the goals of medicine and
is what gives them value.'”

In a more profound and philosophical perspective, Sloane avers that it is too myopic
for one to assume that medicine is the only thing that improves health and prolongs human life.
Instead, he argues:

It is true that modern medicine has made extraordinary advances in understanding and treating
diseases, and most of us have benefited from them (indeed, many of us are still alive because
of them): germ theory and antibiotics; asepsis, pain management and anesthesia and surgery;
epidemiology and public health; the list goes on. However, at a population level, medicine is
neither an efficient improver of health, nor is it primarily responsible for the dramatic
improvements in health and longevity seen in the ‘developing” world. Decent public policy and
infrastructure, stable and safe social and political and economic systems, a reasonable level of
education and basic social services, including public health and health education, are much
more effective in improving population health, as is evident historically.'"!

My alignment with Sloane’s argument is that medicine is not the sole source for improving
health and prolonging human life. This claim can further be substantiated with instances of the
differences in the life span gap between developed continents like Europe and America with the
underdeveloped continents like Africa, Asia, and some parts of the world where the social structure
is backward and poor. People who live in developed worlds can enjoy more excellent healthy living
and live longer than those in the underdeveloped countries live. A good and healthy environment
facilitates, ensures, and improves healthy living and prolongs human life, while a ferocious
environment breeds diseases and shortens human life. Today, many of Africa’s tropical diseases and
health threatening cases can be attributed to a lack of decent public policy and infrastructure, stable
and safe social, political, and economic systems, a reasonable level of education, and essential social

services, including public health and health education.
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Identifying health as the end of medicine serves as a road map for physicians. The
attainment of health becomes the physician’s only business. His role should be limited to only
the use of technology and knowledge that advance therapeutic purposes.'? We do not attribute
ends to things and activities. They are not good because we desire them. We desire them
because they are good. We can put medical knowledge to the goals and purposes we contrive.
Nevertheless, whether these goals are morally good or bad, the use of medical knowledge
depends upon whether they fulfill the ends for which medicine exists and which define it qua
medicine.

A specific identification of health as the good of the patient serves as a catalyst against
every form of clinical abuse and misappropriation of medical services. To this end, Pellegrino
admonishes: “The physician’s knowledge, therefore, is not private property. Nor is it intended
primarily for personal gain, prestige, or power. Rather, the professional holds medical
knowledge in trust for the good of the sick.”!®® Furthermore, these ends guide in the formation
and education of physicians and health care providers. The ends become the basis for medical
education and formation: “By accepting the privilege of medical education, physicians enter
into a covenant to use their medical knowledge for the benefit of society. Moreover, this
covenant is acknowledged publicly when the physician takes an oath. The oath, not the degree,
symbolizes the graduate’s formal entry into the profession. The oath is a public promise, a
‘profession’ that the new physician understands the gravity of their calling, promises to be
competent, and promises to use that competence in the interests of the sick.”!**

The goal-oriented perspective of medicine refutes the views of those contemporary
physicians who argue that medicine is a commercial enterprise and health care, a commodity, subject
to the caprices of the marketplace. The goal of medicine is not commercial but a moral enterprise
because it deals with the life of a human being, the patient’s health. Relying strongly on his theory of
the patient’s good as the end of medicine, Pellegrino affirms: “Health and medical care are not, cannot
be, and should not be commodities; the ethical consequences of commodification are ethically
unsustainable and deleterious to patients, physicians, and society; commodification does not fulfill
economic promises, and health is a universal human need and a common good that should provide
in some measures to its citizens.”'*> It implies that health and health care cannot be gauged on

economic scales; health cannot be priced on monetary grounds.
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Health care is not a commodity because it is not something that we possess and can sell,
trade, or give away at our free will. The commodification issue as addressed in Pellegrino
centers on health care and not on health facilities, medications, instruments, dressings, and
other disposable items used or necessary in health care. These items are, in one sense,
commodities since they can be owned, consumed, bought, traded, and donated.'”® These
materials are used only as a means to an end of healing and helping the sick person. Ethical
questions do not arise directly from these materials but on the nature and manner in which
physicians use them in healing activities, particularly in ethical encounters. Therefore, by
health care, Pellegrino refers to “the provision of assistance to persons in need of care, cure,
education, prevention, or help related to trauma, illness, disease, disability or dysfunction by
other persons knowledgeable and skillful in assisting.”!®” The personal relationship between
the health professional and the sick person in need of help is what Pellegrino repeatedly
advanced as the central feature of health care. The point is made that the totality of health care
itself is not a commodity even though commodities may be used in the process of providing it.
Health facilities and sometimes a piece of medical knowledge can be said to be a piece of a
thing that can be exchanged for money, but health or health care itself is not a commodity.

Taking into account the unique nature of the concepts of illness and healing, Pellegrino
amplifies his position that health care cannot be a commodity. He writes: “Health care is not a
product which the patient consumes and which the doctor produces out of materials of one kind
or another. The sick person ‘consumes’ medication and supplies, and expends money for them,
but he does not consume health ‘care’ as he would a bag of beans or a six-pack of beer. Health
or amelioration of diseases may the end of medicine, but health itself is not a weighable
commodity.”!”® The intimate relationship between the health professional and the patient in the
court of healing goes beyond the relationship in other commercial transactions. Health care
transactions build on a higher value than in the commercial transactions of commodities and
goods.

To respond to the question as to whether health or medical care could be termed as
commodity, Pellegrino gives several practical examples to prove the point that health care is
not and should never be a commercial commodity. Pellegrino writes: “In a commodity
transaction, like buying bread, the persons who buy and who sell have no personal interests in

each other beyond the transaction. They are focused on the object or product, on the commodity
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to be traded. This relationship does not extend beyond the sale or the consumption of that
commodity.!” The medical relationship, in contrast, is intensely personal. Confidence and trust
are crucial as is a continuing relationship, at least in general medicine if not in the
superspecialities.”?® Consultations in the clinical setting are means of establishing this
particular relationship in the healing process. They nourish and assist the communication built
in this healing relationship characterized by confidence and trust. These consultations between
the patient and the physician create an atmosphere of confidence in which the physician
promises to help the sick person who, in his vulnerability, declares his need for help. The health
care relationship takes into consideration certain elements that are ignored in commercial
activities. In medical care, healthcare providers deal with an entirely different entity from the
one in commercial relationships. For instance, in health care, the values and dignity of the
human person must come to the forefront of every clinical decision. Human beings who receive
health care are incomparable with a commodity that focuses on business relationships.
Pellegrino argues that since beneficence, acting for the good of the patient, is the central
principle of medical ethics and that is based on the internal morality of medicine, which is
intrinsic to the traditional concept of a true profession, medicine therefore is set apart from a
business, craft or other occupation.?’!

Commodity and profit-making remain the driving forces of most commercial activities
and transactions. I usually watch with amazement in Nigerian markets, especially in the
Northern part of the country, how Muslims and Christians who live in hostility due to their
religious differences act so friendly when it comes commercial transactions. However, as soon
as the transaction is over, the hatred continues. The intimate and personal nature of health
differentiates it from every kind of commercial transaction. Medicine, “the science concerned

99202

with health and illness of man, cannot be said to be a commercial enterprise. Like

Pellegrino, Thomasma argues strongly that at its root, medicine is a devotion to sick persons
by the community. Thus, “health care is more than a commodity; it is a commitment to one

another in the community.”?%

199 Pellegrino prioritizes medicine as a moral enterprise by portraying it as an exceptional. This priority does not
imply that only medical actions are moral. All human actions and interactions are moral by their very nature.
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The modern tendency to see health care as a commodity is so factored by the
commodification of medicine that the ends of medical practice and activities are viewed solely
in terms of commercial and monetary gains, profits, and benefits. Like Pellegrino, Roberto
Mordacci believes that there is an internal good to be pursued as a goal distinctive of a
particular practice because to describe what kind of practice medicine is, it is necessary to
identify at least one distinctive internal good, by which all the activities performed under the
general label of medical practice are recognizable in a coherent manner. To do this, he
distinguishes between the internal and external ends or goals of medicine. In contrast to health
as an inner good or end of medical practice, he states: “External goods are those goods which
can be achieved or realized in the course of a particular practice, but are not peculiar to it: for
example, medical practice usually brings money, power, and prestige to physicians, but these
are external goods, not goods that are peculiar and distinctive of medical practice.”?** It follows
that in as much as there are commercial ends or external goals as he classifies them gains that
emerge in the process of medical activities, they are not unique internal goals of medicine and
do not in any way qualify health care as a commodity. Health or the patient’s good is the
essential goal or telos that objectively defines medical practice.

In the end, Pellegrino categorically and summarily affirms:

Health and medical care do not fit the conceptual mode of commodities. They center too much
on universal human needs, which are much more fundamental to human flourishing than any
commodity per se. They depend on highly intimate personal inter-relationships to be effective.
They are not objects fashioned and owned by health professionals, nor do patients like other
commodities consume them. Stewardship is a better metaphor than proprietorship for medical
knowledge and skill.?%

1.8 Medicine as a Moral Enterprise

Pellegrino is remembered as one of the famous advocates of medical practice as a moral
enterprise for virtuous practitioners with the patients’ good being at the center of health care.
He considered medicine as a skill, art, and perhaps most importantly, a moral enterprise.’%
Pellegrino asserts: “medicine is a moral enterprise, and has been so regarded since Hippocratic

times: that is to say, it has been conducted in accordance with a definite set of beliefs about
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what is right and wrong in medical behavior.”?*” For him “medicine is at heart a moral
enterprise. All its efforts converge ultimately on decisions and actions which are presumed to
be good for some person in need of help and healing.”?% Pellegrino repeatedly affirms that the
moral nature of medicine depends on his argument that “medicine is a praxis; an activity with
its own internal goal, that goal-the good of the patient-is a moral one.”*"

Hence, Pellegrino’s proposition that medicine is a moral enterprise is substantiated by
the following simple syllogism: “Medicine is an ethical enterprise since it is aimed at the good
of the patient, not their harm and, therefore, it must discern what is right and good, what ought
to be done as well as what can be done. Medical ethics is also an ethical enterprise since its end
is the good of the patient, that is, what ought to be done as well as what can be done.”?!° The
moral scale for measuring or judging what is good and right in medical ethics finds its roots in
this view. To consider a physician’s action as either right or wrong, good or bad depends on
the idea that the profession is moral and the good that is sought in it is the good or the wellbeing
of the patient. Any action, therefore, or clinical decision-making that attains this stipulated goal
justifies the rightness of such an action, and its lack, is termed as wrong or evil.

Medicine as an ethical undertaking dates back in its foundational basis to an ancient
moral legacy or dictum of synderesis, “Do good and avoid evil.”*!! This principle of synderesis,
according to Pellegrino implicitly or explicitly, is the indispensable transcendental ground for
any system of ethics of moral philosophy. This is because the good is the end or telos of moral
science, which gives it its distinctive identity among human activities.?!? Every professional
ethics adopts this ancient syndresis to suit its purpose and serve as the first principle for its
ethics. About 2400 years ago, an un-authored old Greek document was simply entitled the
Oath. It appeared to be designed for the swearing-in of a person at the beginning of a medical
apprenticeship. In this document, the apprentice vows to repay his teachers and be a good

physician in the manner described by the Oath.?!3 In this oath, the physician professes: “I will
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abstain from all intentional wrong-doing and harm.”?!* Despite the fact that this document is
traditionally attributed to the Greek doctor Hippocrates, most modern scholars do not regard it
as having been written by Hippocrates himself.?!

Notwithstanding, the Hippocratic Oath which served as the first principle of medical
ethics meant a lot to Greek physicians as it is still of much relevance to medical ethics today.
The Hippocratic Oath expresses the heart of the profession to which physicians are called to
commit themselves. It contained the summary of all principles and rules that were organized
to address physicians in society in the clinical encounter. Adopting this ethical framework into
professional medicine, Pellegrino argues that all the moral precepts of the oath, the other
deontological books of the Corpus, and the entire subsequent history of medical ethics are
elaborations of this first principle.?!® The dictum principium primum, commonly regarded as
the first principle of ethics, was adopted by Pellegrino for medical practice as a moral enterprise
that enjoins upon doctors the primary duty of acting to benefit the patient in a word, always to
act for the patient’s good. Therefore, the patient’s good is the end of medicine, that to which
medicine, by its nature, tends and that, which gives it its definition.?!’

For this reason, Pellegrino submitted that ethics as a formal discipline should be
recognized to be as integral to the practice of responsible medicine as the primary clinical
sciences.’!® He built the idea of a moral community into the medical profession®! by
identifying medicine as an ethical undertaking. The patient-physician relationship is moral, and
a proper understanding of it is crucial for robust morality in medical practice. Any
reconstruction of medical morality depends upon a patient-physician relationship that has
healing as its goal and not some other purpose such as commercialism or paternalism.??

In his attempt to counter and resolve the central dilemmas in modern medical
professional ethics, Pellegrino draws on the idea of the medical profession as a moral
community that will use its moral power to stand against the forces eroding professional
integrity, and to encourage and support those physicians within the community who have the

will and the courage to adhere to traditional standards of ethical behavior.??! Pellegrino argues
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that “medicine is at heart a moral community and always will be; that those who practice it are
de facto members of a moral community, bound together by knowledge and ethical precepts.
As a result, physicians have collective, as well as individual, moral obligations to protect the
welfare of sick persons in a world that increasingly treats medicine as a commodity, a political
bauble, an investment opportunity, or a bureaucrat’s power play.”??

This character of medicine as a moral enterprise lies in the nature of medicine as a
specific human activity oriented toward healing and restoration to health. He maintains that
arriving at such ends involves many decisions, and in each decision, there is a fusion of
technical and moral elements.?** It is not just a matter of technical competence but involves
moral competence. In conformity with the above narrative, Pellegrino presents a unique picture
of medical act as no longer just a technique, a technical accomplishment, but also a moral
enterprise. This specific nature of medicine is a special kind of human activity that equally
differentiates it from other human activities. The process of restoring health to a dysfunctional
body requires both technical and moral competencies by the physician who provides health
care to a sick person. This special physician-patient relationship serves as a moral fabric in the
clinical encounter. In the same vein, David Thomasma argues that medicine is a moral endeavor
because medical decisions are ethical; that is, they involve moral values.??*

In addition, Fuchs argues that medicine is a moral enterprise because “it deals with
human problems. The ethics of medicine derives from medicine as a human activity. Its moral
nature is prior to, or at least not dependent on faith. Medical ethics thus must accord with human

understanding, and in this sense, it has a certain autonomy.”?%

Fr. Sokolowski essentially
follows this line of thought. He begins with the phenomenology of medicine as a special kind
of human activity.?* He focuses on the art of medicine and the way it functions in the
physician-patient relationship. What is at stake is the person of the patient. The patient and the
physicians as rational beings play a part in effecting the end of medicine, which is the patient’s
good. In this relationship, the physician is the embodiment of the medical art whose end is the

patient’s good.??’
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The emphasis on the technical requirement in the practice of medicine does not remove
the fundamental need for moral competence itself. Both are, of course, essential and necessary
elements for efficient medical practice. On this view, Pellegrino notes: “Obviously the first
moral requirement for any ethics of medicine must be competence because without it the
physician’s promise to help is a lie. Competence is the indispensable requirement for
technically right decisions and the first requirement for a good decision as well. The moral
center of medicine, however, occurs at the moment when, having weighed all the things that
can be done, the physician recommends what ought to be done - what is in the best interests of
the patient. It is here that value decisions must be made.”**® Technical?*® and moral competence
are indispensable to medical practice, though they serve from different perspectives but aim at
the patient’s good. In solid terms, Pellegrino echoes: “Every clinical decision involves
technical and value choices.”?*°

Pellegrino amalgamates the technical and moral competencies into an integral basis for
a holistic understanding of medicine. He insists that the practice of medicine does not consist
primarily in the application of science, nor in a philosophical account of central concepts such
as disease or the social and political understanding of what it means to be ill. Primarily, the
medical practice exists in the very humane actions of one human being towards another to
provide comfort, relief, and, hopefully, a cure. As such, medical practice differs from scientific
or technological practices. This therapeutic relationship characterizes it as an essential part of
the humanities.”!

Why medicine cannot escape being a moral enterprise as found within Pellegrino’s
thesis is that the obligations specific to physicians arise from the unique features of the personal
relationship between the person who is ill and the person that the sick person goes to asking
for help. This resulting relationship has certain features that give it a unique character that
generates special mutual moral duties.”>? By these moral duties that emerge from the special

relationship between the physician and the patient, Pellegrino does not in any way intend to
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isolate medical morality from the general ethics or that the principles, rules, and duties of
medical ethics as a discipline are self-justifying. However, that the determination for which
principles, obligations, and virtues are most pertinent is linked to the nature of the human
relationship that is central to the clinical encounter.?*

Following the demand for both technical and moral competencies in medical practice,
Pellegrino argues the most crucial dilemmas of medical ethics today are not those arising from
medicine’s scientific progress. They are dilemmas of professional ethics, those that go to the
heart of what it is to be a physician. In these matters, medicine faces an unenviable choice.?**
It is the modes of this relationship (that is, what is essential in it - morally essential and relevant
for its definition) are the characteristic traits of responsibility, mutual trust, decision orientation,
and the curative intention (what the authors call the ‘aetiology’ of medicine).?*

Ethical responsibilities are integrated into the scientific curriculum as part of the
mastery of scientific fields because scientists must take decisions that may sometimes be of a
moral kind. We know that it is always in making a decision that we are confronted with issues
of values and responsibility. Therefore, it suffices to say that there must always be a moral
value attached to every decision that involves moral agents. These moral values arise because
of the fact that trust is an essential requirement in all human relations and dealings. The nature
of science as a profession, like medicine, is structured in such a way that apart from learning
or knowledge in and for such domains, it also requires judgment in situational cases of moral
nature.

Professions are not just technical, so they cannot be described as always being in a
standby mode. This is so because social values and expectations define these professions. As
we have seen earlier, Pellegrino believed there are social expectations and possibly cultural
expectations towards medical work. Still, uniquely he held that medicine is defined not solely
by social values but by a peculiar value intrinsic to its nature, qua medicine. Within this context,
Pellegrino holds firmly that the need to make decisions and make choices imposes moral
obligations on medical personnel. It must reconcile two opposing orders—one based on the
priority of its covenant with patients and the other based on the ethos of self-interest.*® He
outlines some moments of challenges to this tension between self-interest and altruism:
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physician-assisted suicide, integrity in scientific research, the medical-industrial complex,
physicians’ incentives as gatekeepers to keep costs down, and many others. Although
occasioned by technology, each of these dilemmas arises from changing roles of the profession

in response to public and private expectations.?’

1.9 Internal Morality versus External Morality of Medicine

The dominant conception of medical ethics proceeds from a substantial distinction
between two sets of values, norms, and rules that define medical morality. This “reflects both
unprecedented technological advance and the overtaking of traditional values by secularism
and pluralism- a largely external form of morality- to be contrasted with the internal morality
of medical practice.”>*® On this contrast between the internal and the external morality of
medicine (IMM and EMM), Roberto Modarci notes:

The different emphases in European literature seem to have a common denominator: they focus
on the dialectic connection between the internal and external morality of medicine without
reducing one set of norms and values to another. It is heuristically assumed that on the one
hand, there are specific values, standards, and rules intrinsic to the actual practice of medical
care (the internal morality); on the other hand, values, norms, and regulations prevailing in
social, cultural, and religious traditions that function as external determinants of medicine (the
external morality).”*

The literature on the internal and external norms of medical morality exists as a respond
to the basic question of medical ethics, whether the standards governing medical practice
should be understood as the application of principles and rules of ‘the common morality’ to
medicine or whether some of these norms are ‘internal’ or ‘proper’ to medicine. A similar
notion is found in the metaphysical point of view on the structure of being. Concepts of the
internal and external (accidental and substantial) modes of being are used to discern the
fundamental identity of things and persons. The emphasis is on the internal mode of being,
which comes through cognitive analysis that deepens our understanding of the world rather
than the mere external or accidental understanding of reality.?* They are connected

perspectives of grasping the meaning of reality in totality.
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Pellegrino also uses this conception of the IMM and EMM in his phenomenology of
the clinical encounter. In his attempt to respond to the challenges that caused unprecedented
changes in medical practice by scientific and social change, Pellegrino revisits the traditional
medical ethic in a way more congenial to contemporary mores. He does this by distinguishing
the goals and purposes of medicine which are essentially in the nature of medicine as a kind of
human activity which determines its ends and its ethics internal against the continuing
evolution of the goals of medicine and purposes by process of the social and historical
construction of dialogue.?*!

From the above distinction, Pellegrino proceeds to argue that the internal source of
morality should be used as a standard for the ethics of medicine and the other healing and
helping professions. The ethics of these professions has its source in the nature of these
professions, in what is distinctive about them, and the good at which they aim. For instance,
healing and helping professions, that is, those which purport to meet particular fundamental
needs of humans like health, justice, knowledge, and spiritual consolation.?** He believed as
we have repeatedly stated, that medicine had a definable telos, healing the sick, and that
medicine therefore had an internal morality based on the reality of the human experiences of
illness and death and on the goals of medicine as an enterprise established in response to these
predicaments.

A sharp distinction between the internal good and external good of medicine as
presented by Pellegrino states that internal goods are different from the external. Internal goods
are not to be equated with any form of consequentialism or its most famous expression in
utilitarianism. Nor are they equivalent to the simplistic biological teleology so disfavored and
ridiculed by contemporary science. Nor are ends to be confused with goals, purposes, or values.
These latter are defined externally by social, economic, or political convention. They are not
what make clinical medicine the kind of activity it is or aims at. Goals and purposes are thus
external to medicine. Instead, an end-oriented internal morality of medicine is an ethic based
in the notion of the good as the end, which characterizes moral acts. The good is defined in

terms of the aim of the activity for which that activity exists.?*?

Internal goods are those
realized when trying to achieve the standard of excellence definitive of that practice. External

goods are those, which do not contribute directly to the attainment of the aims characteristic of
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apractice.”** In medicine as a practice, excellence in healing is, then, a good internal to medical
activity while making money is a good external to it.>*

The case for IMM and EMM is teleologically constructed, taking ‘teleology’ in its
Aristotelian Thomist sense and not in its modern consequentialist or socially built sense. It is
also essentialist and realist.>*® Pellegrino’s approach is closely related to Kass’ conception of
the internal morality of medicine. As we saw earlier on the section on aims and goals of
medicine, Kass was distinctly Aristotelian and end-oriented. Kass defined the end of medicine
as health, that is, the well working of the human organism as a whole; “an activity of the human
body following a specific excellence.”?*” On this teleological concept of the aims and ends of
medicine, Kass built the morality of medicine.

Pellegrino views these social values as external to clinical medicine: “Medicine exists
because being ill and healed are universal human experiences, not because society has created
medicine as a practice. Rather than a social construct, the nature of medicine, its internal goods
and virtues, are defined by the ends of medicine itself, and therefore, ontologically internal
from the outset.”**® In his approach, Pellegrino focuses on the clinical encounter as the central
moral defining phenomenon of a clinical philosophy of medicine. The phenomena, which
characterize this real-world relationship, form the basis for the ethical obligations the physician
assumes when he or she offers to heal, help, care for, or comfort a sick person. These
compromise the good of the patient as the end of medicine. This morality is internal since it is
derived from the nature of medicine itself and not from the application of pre-existing moral
systems to medicine.?*

Pellegrino confines his inquiry to clinical medicine and not medicine generically by
defining the IMM he holds as essential and appropriate to the physician-patient relationship
ethics. By clinical medicine, he refers to the use of medical knowledge for healing and helping
sick persons here and now in the individual physician-patient encounter. This clinical, face-to-
face encounter for Pellegrino is the starting point for a philosophy of medicine and is the root
of its internal morality.”>® The EMM lies in social medicine, which has its end in the
community’s health or the whole body politic. These ends of social medicine are defined

externally by social, economic, or political convention. They are not what make clinical
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medicine the kind of activity it is or aims at. Goals and purposes are thus external to
medicine.?>!

The good pursued in the internal and external morality, in actual and social construction
respectively, also differ. In the end-oriented IMM, the ethic based on the notion of the good as
the end which characterizes moral acts. The good is defined in terms of the aim of the activity
for which that activity exists. This is an ethic consistent with the notion of the good contained
in the quotation from Aristotle and Plato. Such an ethic is the antithesis of an ethic based in a
social construction of the goals and purposes of medicine. This latter is an external morality
with perilous implications for the patient’s good.?>? In this distinction, we discover that that the
values and norms that comprise the internal and external morality of medicine are based on
different sources, namely intrinsic and extrinsic authorities respectively. Concerning the
authenticity of these forms of medical morality, Pellegrino argues: “An internal morality of
medicine is not a morality defined or authenticated by physicians or the profession of medicine.
The moral authority of an internal morality of medicine is independent of whether or not
physicians accept or reject it. Adoption of the precepts of an internal morality in a professional
code or oath is not a warrant for its moral authority. That authority arises from an objective
order of morality that transcends the self-defined goals of a profession.”?>

The temptation is to misunderstand Pellegrino’s internal ethics of medicine as an ethic
that is wholly detached from general ethics. Pellegrino corrects this tendency by stating: “An
internal morality of medicine or any other profession is not a morality divorced from all ethical
theories. It is not a self-justifying body of norms. Rather, it is consistent with virtue- or
principle-based ethics. It is not closed to insights from other ethical methodologies like
casuistry or a caring system of ethics. The generic notions of the right and the good, truth, and
logical consistency still function within an internal morality in the judgment about the way the
good end of medicine is defined and actualized.”?** Medicine is not an isolated practice but a
part of the pervasive search for the good that constitutes human agency. Therefore, it receives
its sense in a rigorous debate with all other practices human life is made. Furthermore: “An
internal interpretation of the moral sense of medicine does not entail a separated, special

morality disconnected from the rest of moral life.”*>

251 Tbid.

252 Ibid, 564.

253 Ibid, 564-5.

254 Ibid, 565.

255 Robert Mordacci, Medicine as a Practice, 118.

66



According to Pellegrino, “medical moral philosophy ought, to begin with, the nature of
medicine itself, as a human activity, which on grounds of natural reason alone, imposes certain
obligations on the physician and other health professionals.” 2°® In Pellegrino’s words: “The
internal morality of medicine consists, then, of the principles, duties, obligations, and moral
character that arise from a consideration of the special nature of the medical relationship
expressed in two triads—the three ends of medicine and the three phenomena of the medical
relationship. These triads provide the conceptual basis for the duties that devolve on both
physician and patient in their joint pursuit of the ends specific to medicine.”?*” In this way, the
ethics of personal responsibility, integrity, virtue, and character become a solid moral point of
reference in medical ethics.

In his realist and phenomenological approach to clinical medicine, Pellegrino opens the
clinical scope to its relation with existential sources that build morality. He identifies an internal
morality is open to insights from literature, history, or the social and physical sciences. In addition,
he admits that these disciplines are valuable sources for detailed existential accounts of the moral life.
Moreover, that they facilitate the realist assessment of the telos of medicine. An internal morality
draws on all these disciplines to the extent that they enhance our grasp of the existential phenomena
of the clinical phenomena of being ill, being healed, and professing to cure. However, internal
morality looks beyond cultural and historical contexts to what is familiar to the human predicament
of being ill and being healed.?*® From these analyses, Pellegrino offers an explication of the internal
morality as essentially grounded on the phenomena of medicine, with particular reference to the
nature of the clinical encounter between physician and patient.

Similar to Pellegrino’s account, Brody and Miller’s conception of the of metaphor internal
and external morality focuses on clinical medicine. They share with Pellegrino the idea that the
morality proper to medicine derives at least in part from reflection on the nature of medicine as a
professional practice. This involves a careful study of the goals or ends of medicine.?>® They agree
with Pellegrino’s Thomist essentialist internal concept of the morality of medicine in which he views
the goals and ends of medicine as similar to Platonic forms, historically unchanging. Physicians of
any era may answer questions about the IMM by appealing to these forms’ essential and eternal
nature. They seem attracted to this essentialist conception in large part because he sees it as the only

alternative to the asocial constructionist concept.
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In contrast to the essentialist view, they hold that medicine and its morality could be
reinvented more or less at whim whenever external social forces push it in new directions.?
Despite their agreement with Pellegrino, they find themselves unable to accept Pellegrino’s
conception, both because of their distrust of Platonic forms and because of their concerns that
this conception is inherently conservative and predisposed to view any possible alteration in
their sense of the IMM as morally suspect on a priori grounds. They, therefore, propose a
conception, which differs from both the essentialist and the social constructionist views
advocated by Pellegrino.

Miller and Brody agree and in part disagree with Pellegrino’s essential theory of
the IMM. Unlike Pellegrino, they propose an evolutionary view of the IMM, which arises
from dialectic between the essentialist and social constructionist views.?®! They argue that
the dichotomy, which Pellegrino assumes, between essentialist and social constructionist,
is false. They prefer to think of the goals and ends of medicine as forming a tradition in
evolution. This view implies that the goals of medicine are not timeless and unchanging,
but of necessity, they evolve along with human history and culture. The changes in the
purposes of medicine are meant to make the practice of medicine more congruent with
current social conditions. These evolutionary changes in the IMM will permit new goals
of medicine, or internal duties of physicians may be seen as properly within the scope of
medicine; and traditional goals or duties may become subject to new interpretations. 2
The point here is that Miller and Brody tend to see the essentialist approach as too rigid
and opposed to even changes and interpretations that may result in medicine’s
advancement and progress.

To this end, Miller and Brody define their approach:

Our conception of the IMM constitutes an approach to ethical thinking about a range of
problems in medical morality but not an all-encompassing, iron-clad theory from which correct
bioethical guidance can be deduced. We see the contribution of analysis and application of the
IMM in bioethics as promoting an interpretive and responsive process of accommodating and
balancing values and norms proper to medicine with the common morality external to medicine
in light of changing conditions of social life. As in the case of any evolving tradition, the debate
over medical morality calls for continuity and adaptation.?®?
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1.10 Chapter Summary

This chapter has presented a philosophical analysis of the conception of medicine as
distinct from the biomedical notion. It described medicine as value-laden in nature, as end-
oriented towards an intrinsic goal, and as a moral enterprise because it deals with rational
decisions and choices in the clinical encounter that involves the relationship between the
physician and the patient. The teleological nature of medicine in which the nature of medicine
essentially and intrinsically determines an internal morality of medicine provides a basis for
sound medical ethics and morality. The teleological basis of medicine serves as a useful method
for trashing the modern confusion on the nature of medicine. It is strictly defined in terms of
the Aristotelian and Thomistic teleological ethics. In contrast to social constructionist,
definition of medicine, which promotes relativism. Teleological, or essentialist definition of
the ends of medicine becomes a guiding principle.

Critical reflection and consideration of the dialogue between philosophy and medicine
provides inter-disciplinary insights that bioethics can be clearly understood if analyzed in
harmony with medical humanities and within the context of philosophy of medicine. The
philosophy of medicine explicated herein is phenomenologically and teleologically derived in
approach in which Pellegrino’s doctrine teaches that the essence and the genuine identity of
medicine are inherent in the nature of medicine itself. In this distinctive nature of medicine,

medicine-qua-medicine, medicine is treated as a special kind or human art or activity.
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Chapter Two: The phenomenology of the Clinical Encounter and

the Patient-physician Relationship

Introduction

Chapter two presents Pellegrino’s doctrine of the personalistic character of the clinical
encounter in which the physician and the patient come face to face with each other in medical
practice. This chapter presents the idea of the basic structure of the physician-patient
relationship and its constitutive elements. The physician-patient relationship is often presented
controversially because of the divergent and sometimes opposing views that accompany it.
This chapter deals with the most fundamental issue in today’s medical ethics as confronted in
Pellegrino: the relationship between the ill persons and those who profess to heal them. It
examines Pellegrino’s attempt to define the patient’s good in concrete terms as related to the
phenomenology of the clinical encounter. This reflection on the meaning of good which is
sought in the clinical encounter, concerns all of the parties involved in the clinical decision
making: the physicians and other health and non-health caregivers, for example, the nurses,
the family, the minister, and the social worker. This section also reviews Pellegrino’s response
to the problems and complexities of the physician-patient relationship, introduced by the
capabilities of medicine and the pluralism of values in a democratic society, which are
accentuated by the depersonalization inherent in the growing institutionalization, and
bureaucratization of the medical encounter.

I intend for this chapter to be the heart of this dissertation and undoubtedly the most
essential, critical, and crucial stage in Pellegrino’s philosophical theory of the medical practice.
The Physician-patient clinical relationship constitutes the climax of Pellegrino’s thought as it
brings to limelight and to concrete applications of the ideas and values of medicine in a healing
relationship. My aim in this chapter is to present and analyze the nature of the phenomenon of
the clinical encounter as a special kind of human activity that occurs as a reaction to the reality
of the existence of pain, suffering, illness, and disease in human life. More so, to demonstrate
how these phenomena guarantee the presence of medicine as a healing enterprise. Other issues

on how to achieve a perfect clinical practice are also considered in this section.
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2.1 The Phenomenology of the Clinical Encounter

Pellegrino confined his medical inquiry to the clinical healing relationship between the
patient and the physician, which combines to form the phenomenon of the clinical encounter.
He does not deal with ‘medicine’ generically. By clinical medicine, he meant using medical
knowledge for healing and helping sick persons here and now in the individual physician-
patient encounter. Pellegrino’s theory of medicine is unique and outstanding for his emphasis
on a clinically based approach to medicine. He held this approach so tenaciously as the best
tool and remedy to the enormous challenges that confront the modern practice of medicine.
David Thomasma underlines that in contradistinction to Hare, Morgenbesser, and Callahan,
who ascribed to a non-clinical view of medical ethics by describing it as a branch of
philosophical ethics applied to medicine, and Marquis and McKee’s question on the validity of
clinical medical ethics for different reasons; Siegler, Pellegrino, and Jonsen subscribe and
argue for the appropriateness of clinically-based medical ethics as suitable for practical reasons
and the complexity of modern medicine.?** Thomasma, in agreement with Pellegrino, states
that a clinically based medicine ultimately benefits both the level and structure of moral
decisions in medicine and therefore improves the quality of health care.?®®

For Pellegrino, the clinical encounter, the face-to-face encounter, is the starting point for a
philosophy of medicine, and it is the root of its internal morality.?®® The clinical in this instance is the
ethical foundation of medicine and at the same time the core element of health care. Drane argues for
the indispensability of the doctor-patient relationship in medicine. According to him, almost all the
ethical standards of medicine and their corresponding virtues are rooted in the complexities of the
physician-patient relationship.’®’” One can arguably demonstrate that the themes such as the
phenomenon of the clinical encounter, the physician-patient relationship, and the theory of medical
good form the fundamental pillars of Pellegrino’s thought. The entirety of Pellegrino’s view of
medicine revolves around these indispensable and essential elements. They represent the bars or
pillars upon which Pellegrino’s theory of medicine is best expressed and understood as they serve the
function of being the terminus of not just the clinical activities but of all medical activities. It is the

argued that: “The physician-patient relationship is a foundation of clinical care.’?
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Pellegrino describes the clinical encounter as comprising of the three phenomena which
serve as the starting point of the definition of medicine what makes medicine what it is and as
the omega point upon which the actions of individual doctors, as well as the whole health care
system converge, that moment when some human being in distress seeks help from a physician
within the context of a system of care.?®” Similarly, Thomasma describes the clinical setting as “the
heart of medicine.”?’® Robert Sokolowski refers to the clinical encounter as a medical activity and
describes it as the identity and actuality of medicine as science and art and as the climax of
medicine.?’! The clinical level of medicine engages both physician and patient in medical activity,
and this activity has some of the features of a conversation or dialogue and reasoning.

Pellegrino explores the phenomenology of the clinical encounter on a thesis that “the
exploration of the existential, experiential, and phenomenological aspect of being ill,
professing to heal seemed to be the most likely starting point of for a philosophy of medicine
and the first step to the ethics of medicine.”?’* Similarly, John William describes the physician-
patient relationship of the clinical encounter as the cornerstone of medical practice and,
therefore, of medical ethics.?”

A phenomenological approach?’* to the clinical encounter for Pellegrino is an
inescapable tool for understanding medicine and its practice because the origin of the clinical
relationship “is care, and medicine represents a specific and highly sophisticated determination
of that form, in which medical care is the competent and scientifically based practice of caring
for the ill.”*”* Pellegrino proposes the physician-patient relation as unique to medicine and the
basis to which sound medical morality and sound philosophy of medicine should be
construed.?’ What is unique about the medical encounter is the interaction between someone

who is ill, on the one hand, and someone who professes to heal, on the other. Like Pellegrino,
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some scholars opine that this healing bond or professional bond that exists between the healer
and patient is not only a means of delivering treatment, but also it is or can be an aspect of
healing itself.?’” A phenomenological approach to the philosophy of medicine seems to be the
most effective method and the closest to personal reality.

In this doctrine of the clinical encounter, Pellegrino captures his philosophy of medicine
in terms that underscore the unique nature and ends of medical practice. For him:

The discipline of clinical medicine is not a science, an art, or a craft. It is an integral, practical
discipline rooted in the unchanging reality of the healing relationship between patient and
physician. That is, clinical medicine is a relationship between one individual, a unique
embodied self in need of healing, and another individual, who professes and promises to heal
with knowledge, skill, experience, and commitment to the patient’s good. Thus, the end or telos
of this relationship is a right and good healing action for the individual patient.?”

More so, the place of the role of the clinical encounter in the Physician-patient relationship
cannot be ignored in medical inquiry. It goes as far as playing the role of ensuring that the telos
of medicine is actualized and by defining the unique and special identity of the physician as a
physician. Pellegrino writes: “Clinical medicine is the activity that defines physicians as
physicians, and sets them apart from other persons who may have medical knowledge but do
not use it specifically in clinical encounters with individual patients. Clinical medicine is the
physician’s locus ethicus whose end is a right and good healing action and decision.”?”

The anthropological dimension of the relationship between a physician and a sick
person constitutes an essential element of Pellegrino’s medicine theory. According to
Pellegrino: “Clinical medicine centers on the clinical encounter, the personal interaction
between someone who is ill and someone who professes to be a healer.”?*" In the same vein,
Joanna Zohierz and Jarostaw Sak argue vehemently: “A proper understanding of the purpose
of medicine and its nature is possible only by looking at the anthropological basis of the doctor-
patient relationship.”?®! This is essential because illness and the act of profession create a
healing bond that cannot be ignored in medical practice.

The centrality of the phenomenology of the clinical encounter in Pellegrino’s
philosophy of medicine cannot be overemphasized. Through it, Pellegrino explores the nature
of the patient’s and the physician’s understanding of illness. Specific to his philosophy of

medicine is his claim that medical event, as a unique human activity, derives their meaning and
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sense from a phenomenology of a clinical encounter from which the moral nature of medicine
stems. It stems from the fact that the patient and the physician mutually enter into a healing
relationship, a relationship that is characterized by the “traits of responsibility, mutual trust,
decision orientation, and the curative intention. These traits represent, though rather
synthetically, the result of a phenomenological consideration of the clinical encounter. They
emerge as formal characteristics of the experience lived by the individual consciousness
involved in the clinical relationship.”?*? Thus, “the primacy of the good of the patient is the
locus of the relationship.”?%?

The clinical relationship with its defined traits constitutes a moral fabric for medical
practice and the basic unit in which the telos of medicine is actualized. In this sense, the clinical
encounter becomes the fundamental element of Pellegrino’s philosophy of medicine through
which the physician contemplates and acts towards achieving the goal of medicine. Through
his doctrine of the clinical encounter, Pellegrino attempts to respond to some fundamental
questions such as “How are we to understand the rationality of clinical reasoning, that process
of knowing and doing, experiencing and acting, undertaken by the physician on behalf of the
patient? Moreover, how are we to conceive the nature and the ends of the discipline of clinical
medicine?3

Pellegrino gives central attention to the issue of physician-patient centered clinical
medicine by arguing that significant contemporary challenges in medicine today revolve
around it. He observes that the moral climate in medical ethics deals more with issues that arise
because of the changes that have occurred in the recent past about the moral standard of clinical
conduct. These issues, as we have already noted, are not only related to the changes in
technological advancement and progress but also relate to the physician-patient interaction.
Pellegrino highlights: “Nothing in medical ethics has changed so dramatically and drastically
in the last quarter-century as the standards of ethical conduct governing the relationship
between physicians and patients.”’?% Pellegrino conceives the clinical encounter as a forum for
answering the four questions raised by illness. Pellegrino refers to these questions as inevitable
in the clinical encounter. Each physician or specialist must answer the four questions that
concern any human who is ill: What is wrong? What will happen to me? What can be done?

What should be done? The answers to these questions lead to the right and good decision the
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patient seeks. As such, the clinical encounter calls for mutual deliberation.?®¢ The four questions
of the clinical encounter in one way or another demand both technical and moral results of the
clinical activities. Pellegrino states: “Clinical encounter- that moment when a decision and action
must be taken which will be for the patient, both technically and morally.”?%

The fourth question of the clinical encounter contains some ethical elements. It focuses
on what ought to be done or on what should be done. While the first three clinical questions
demand more of the physician’s technical competence over the patient’s unfortunate condition,
the fourth establishes the moral basis of the clinical activity and interaction regarding the
choices and decisions to be made in the process of helping him. It brings to light the morality
of taking the right decision concerning the good of the clinical activity, namely the patient’s
interest. Furthermore, Pellegrino articulates the teleological structure of medicine to show that
medicine requires patients and physicians to make shared decisions. The clinical encounter
functions as a healing relationship. Pellegrino captures these moral obligations in his thesis on
the clinical encounter: “My thesis then was, and remains, that the obligations specific to
physicians arise from the special features of the personal relationship between the person who
is sick and the person that the sick person seeks out for help. The resulting relationship has
certain features that give it a special character that generates mutual moral duties.”?*®

Pellegrino presents the clinical encounter as playing a significant role as a guiding force
and path to medical practice. He writes:

Moreover, clinical medicine is the final pathway through which public policies ultimately come
to affect the lives of sick persons. Finally, no matter how broad or socially oriented we make
medicine, the illness remains a universal human experience, and its impact on individual human
persons remains the reason why medicine and physicians exist in the first place. All the
members of the health care team who confront patients directly are also clinicians. Each is
engaged in a special kind of human relationship with humans in distress, which defines their
profession as a specific kind of activity, e.g., nursing, clinical psychology, dentistry, allied
health, etc. Each aims at health as a good, ultimately, and at a specific need essential to health.
They may overlap with each other and with medicine yet remain distinct. Each share with
medicine a generic set of obligations as healers and helpers in addition to other obligations
specific to the nature of their profession.?®

In order not to create an impression that clinical medicine exists in contrast with other
forms of medicine, Pellegrino clarifies that his choice of clinical medicine as a paradigm case
for his theory of medicine is not to neglect the existence and the roles of the other branches of

medicine, for each of which has its distinctive end. He outlines that each component of

286 pellegrino, The Healing Relationship, 166.

287 Pellegrino, The Philosophy of Medicine Reborn, 150.
288 Tbid, 149-150.

28 Tbid, 66-67.

75



medicine has a specific contribution towards the effective functionality of clinical medicine.
He says: “Thus, for basic science, the end is acquiring fundamental biological knowledge of
health and illness. This knowledge becomes a part of clinical medicine specifically when
applied to the needs of a particular human being here and now. Similarly, preventive medicine
has as its defining end the cultivation of health and avoidance of illness. Social medicine has
its end in the health of the community or the whole body politic. When the knowledge and
skills of any of the other branches of medicine are used to heal a particular person, then the
ends of that branch fuse with the ends of clinical medicine. Each end is good in Aristotle’s
sense.”?%0

One central area that has attracted much attention and has been the subject of debate in
medicine among many scholarly literatures about Pellegrino and his thought is the encounter
between patient and physician. The patient-physician relationship, or more accurately the
conduct of patients and physicians as an essential aspect of medical practice, has been the
subject of considerable comment, inquiry, and debate throughout the centuries. Contemporary
scholars and laypeople have contributed to the long-standing discussions on the issues
specifically related to medical theory and therapy, ranging from matters of etiquette to
profound questions of philosophical and moral interest.?’! This aspect of medicine continues
to attract attention as a result of those distinctively modern clinical challenges that have arisen
due to increased medical knowledge, improved technology, and changing cultural and moral
expectations.

The proponents of a phenomenological approach to medicine argue, “merely
conceptual analysis would not serve the aim of rendering the essence of medicine, since such
an inquiry should instead concern first of all those contents of the experience of the healing
relationship relevant for the individual consciousness and not a formal definition derived from
an abstract concept. What is at stake in the medical practice is the symbolic exchange effected
in and through the actions performed by the physicians and patients, and recognized by the
cultural context as having meaning.”?*> The phenomenological approach to medicine enables
us to comprehend better the reality of the human experience of illness and the desire for health.
It is difficult to define health in practical terms because the concept of illness is a complex
reality and presents an extensive display of aspects and possible appreciations. In its

fundamental sense, illness has the kind of reality of a human lived experience, that is, of an
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existential experience that envelops the subject which lives it and which, therefore, cannot be
exhausted by any of the aspects that characterize it.?*> This lived experience of the reality of
illness can only be best captured within phenomenological expressions. We can compare this
lived experience with other human activities, which demand interaction, and between the
professional and the client. For instance, one who is in need of barber’s services must make
himself present to the barber in the barbing salon. He cannot send someone to go the salon on
his behalf. The sick person must live out the experience of the sickness and have a face to face
with the physician who promises to heal him.

One fundamental question, which seems to appear either explicitly or implicitly in
almost every contribution to the debate on the clinical encounter, is about the “proper ends of
medicine and how those ends may be achieved or approximated to individuals and the moral
community. This recurring concern suggests that efforts to understand the patient-physician
relationship, to conceptualize it, and to explicate its morality will require a prior consideration
of the philosophy of medicine in particular and of moral theory in general.”?** This was exactly
Pellegrino’s aim; he presents a phenomenological model of the patient-physician relationship
in a value-laden manner which demonstrates medicine as a moral enterprise.

Similar to Pellegrino’s analysis of the clinical encounter is the presentation of Darrel
Amundsen and Gary Ferngren. They first consider the clinical encounter as customary to the
Western world and as essential to the patient-physician relationship within the western context
as against the non-western world. Their analyses find a place in their definitions of the essential
terms of the clinical encounter. For instance, they define patients as “those who suffer or
experience some perceived illness or dysfunction or injury that causes them to seek help,
succor, or relief. It is only when help, succor, or relief is sought and the sufferers enter into a
relationship with those whose aid they have requested, that they can properly be called
‘patients’, for the term suggests those who are in a state of need vis-a-vis others who are in a
position to render assistance addressed to that need.”?*> While they refer to the physician as
“anyone who is functionally and ideologically recognized as one to whom the potential patient
may go, or one whom the patient may call for help, succor, or relief of physical or, perhaps,
psychological illness, dysfunction, or injury.”?* These are the key features of the clinical

relationship that constitute the bond between the patient and the physician.

293 Evandro Agazzi, Illness as Lived Experience and as the Object of Medicine, 3.

2% Shelp, The Clinical Encounter, vii.
2% Amundsen and Ferngren, Evolution of the Patient-physician Relationship, 3.
29 Tbid.

77



The reality of illness and pain, which anchor the phenomenology of the clinical
encounter, therefore becomes the bond that creates and binds the patient-physician relationship.
In their relationship, the physician is a resource to which the patient turns and is, at least
potentially, an authority, while the patient, within the relationship and insofar as the patient is
willing, accepts the other’s authority as being, at least ostensibly, for the patient’s good. A
relationship appears as the relationship between two unequal persons. Within the relationship,
the physician is in a position of strength, while the patient is in one of weakness and
vulnerability. This is true of the patient-physician relationship insofar as it deals with the
presence to need on the part of the former and the capacity on the part of the latter of render
assistance, because of special knowledge or skill, to that need, even when the patient is the

social, economic; legal, or political superior of the physician.?’

2.2 The history and Evolution of the Patient-Physician Relationship

A physician’s ability to relate effectively with his patients plays an essential role in his
clinical and healing roles. Francesca Albini and Adriana Albini argue that the nature of the
doctor—patient relationship has gone through various phases in history because of the changing
role of the physician in the community, as well as progress in medicine and increased choices
of care, together with better-informed patients. They demonstrate for instance that within
Europe, cultural changes over many decades have seen a significant shift towards mutual
participation, with an emphasis on informed patients and shared decision making.?*® The brief
historical survey of the doctor-patient relationship which we are about to delve into will
demonstrate how this relationship between a patient and a doctor has changed throughout time,
and how it is currently being redefined so that both the doctor and patient may have a mutual
role in treatment decisions. Taking a brief look at the evolution of the physician-patient
relationship will help to discover that man in every strived to survived in the universe. As
Anton Sabastian puts it that the story of medicine is in essence a recapitulation o f mans
attempts at survival since his first appearance on Earth.>*® This review helps to understand as

well that the fundamental problems of disease are almost the same in all ages.

27 Ibid, 4.

28 Francesca Albini and Adriana Albini, Evolution of the Doctor-patient Relationship: from Ancient Times to the
Personalised Medicine Era,” https://cancerworld.net/evolution-of-the-doctor-patient-relationship-from-ancient-
times-to-the-personalised-medicine-era/ accessed January, 2017.

29 Anton Sabastian, 4 Dictionary of the History of Medicine (New York: Informa Healthcare, 2011), v.

78



Pellegrino and Thomasma lament that there exist conflicting conceptual conceptions
of the healing relationship in the changing sociopolitical, economic, and scientific climates in
which medicine is practiced today.>*’ This fragment of their controversy over clinical medicine
confirms that the doctor-patient relationship has undergone a transition throughout the ages.
Pellegrino advances that one of the reasons for his choice of the physician-patient relationship,
as a paradigm for his philosophy of medicine is the long history of the model. He writes: “It is
true that I have focused on the physician-patient relationship. I have done so because it is in
many ways paradigmatic and illustrative of a relationship pertinent for other health
professionals as well. The physician-patient relationship has the longest history.”3%! Pellegrino
himself does not provide us with the history of the physician-patient relationship; he only
admits its history it is long and that it cuts across every epoch.

Available literature shows that the doctor-patient relationship has undergone a
transition and evolution throughout the ages and cultures of human existence. Prior to the
present day, the relationship was predominantly between a vulnerable patient seeking help and
a doctor whose decisions were silently complied with by the patient. In this paternalistic model
of the doctor-patient relationship, the doctor utilizes his skills to choose the necessary
interventions and treatments most likely to restore the patient’s health or ameliorate his pain.
To understand what led to the climatic changes in today’s medical practice, we must take a
brief review, a glance and a short survey at the history and evolution of the phenomenology of
the clinical encounter and the physician-patient relationship. Amundsen, Ferngren, and many
other scholars present us with some significant literature and information on the developments
of the patient-physician relationship in Western civilization from Antiquity through the
Renaissance. These historical sources suggest a variety of healing models and the nature of the
relationship between physician or healer and patient, which is particular to each era. They
reflect the multiple paths that have been employed to effect a cure or bring relief to the sick.>*
However, a full and detailed discussion of the evolution of the physician-patient relationship is
beyond the scope of this work. We attempt there to take a brief history review of this special

aspect of clinical medicine.

300 Pellegrino and Thomasma, The Virtues, 104.

301 Pellegrino, The Philosophy of Medicine Reborn, 55.

302 This short review of the history of the development of the physician-patient relationship is not a comprehensive
account of every age. It only provide some basic indications of some selected periods to demonstrate the gradual
development of this clinical enterprise in medicine.
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2.2.1 Primitive or Pre-literate Era

Historically, the primitive or pre-literate era marks the beginning of the evolution of the
patient-physician relationship. The primitive account captures themes related to disease
causation, the status of physicians, the role of philanthropy, attitudes toward physicians, duties
of physicians, and considerations of medical etiquette. Modern scholars suggest that the
contemporary concerns regarding knowledge, professional decency, motivation, and technical
competence have precedent in the evolution of medicine and the contact of healers with sick
people from primitive cultures to the Renaissance.?*

The pre-literate or primitive people and society, as Amundsen and Ferngren explained,
believed that religion and magic were one and that medicine was subsumed under them. When
people experienced any physical or psychological illness or dysfunction for which the cause
was not readily apparent, they turned to those members of their society who could determine
which power caused the disease, how it was manifested, and how it might be removed. Those
who helped the sick were almost without exception, the most learned men in the community
who possessed an intimate understanding of the supernatural and the skill to use their
knowledge to the advantage of members of the community. They were variously called
‘medicine men,” ‘shamans’ or ‘witch doctors’ and native doctors.’3%*

Similarly, Daniel Sulmasy recounts that recorded history reveals how at its primitive
stage, the clinical relationship between the sick and the professional healers when ill persons
looked outside their families for help. They went to those they believed could offer them a
socially mediated response to the predicament of illness that goes beyond the limits of family.
In this primitive stage, the institution of the witch doctor or tribal healer stood as the first
historical, social mediation between all the dialectically opposed moments that illness
represented. The witch doctor, shaman, or tribal healer brought the patient a universal healing
otherness, which the universality of the patient’s need required.’*’

One can boldly say that this primitive system of the patient relationship is still dominant
today in the African traditional and other non-western systems of healing, where most sickness

is seen as caused by the spirits, witches, and wizards.>*® John Mbiti presents a beautiful
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narrative on the reality, nature, and the activities of primitive medical practice in African
society. He acknowledges that the office of the medicine man is a prestigious one within the
traditional African culture. The African professional medicine men (physicians) played an
essential role, and they had a goal, namely, that of healing the sick or the vulnerable sufferer.
These medicine men were found in every African society and villages. They may either be men
or women. They carried out the work of healing the sick and putting things right when they
went wrong. Primitive medicine men were considered extremely important. They came to the
rescue of the individual in matters of health and general welfare. Medicine man prescribed a
cure, including herbs, religious rituals, and the observance of specific prohibitions or
directions.?"’

In many native African communities, many illnesses and troubles are usually regarded,
treated, and explained as religious experiences. Minor complaints such as stomach upsets,
headaches, cuts, and skin ulcers are usually treated with herbs and other medicines generally
known to each community. Severe and persistent complaints require the knowledge and skill
of the medicine man. The medicine man has to find out the religious cause of such illness or
complaint. The reason is usually magic, sorcery, witchcraft, broken taboos, or the work of
spirits or ancestral grounds. It is still common in most African communities, where a large
number of people still believe and live under such perpetual fear and baseless panic that their
lives and families are under ancestral causes or attacks that bring about all kinds of misfortunes
such as sickness, death, poverty and a gamut of others. The superstitious atmosphere of the
African society promotes medicine men to act in the same capacity as religious leaders or as
priests in their communities. They prayed for their communities, took the lead in public and
religious rituals, and in many ways symbolized the wholeness or health of their communities.
It is believed that their medicine not only cures the sick but also drives away witches, exorcizes
spirit, brings successes, detects thieves, protects from danger and harm, removes the curse, and
so on. The mixture of medicine and traditional African religion is also evident in how the
medicine men administered and conducted medication to the sufferers or the victims of
misfortunes (patients). Some special prayers and incantations accompany such activity. Mbiti
provides the following sample prayers and chants that accompanied the activities of the clinical

encounter in traditional African society. For instance, in the prayer or the invocation of a

situation is spiritual and cannot be cured by western medicine except by the religious and fetish healers or diviners,
spiritualists or native doctors.
307 Cf., John Mbiti S., An introduction to Afiican Religion (London: Heinemann Educational Books, 1975), 151-52.
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medicine man, he prepares and connects himself with the divine to him, all healing comes. He
does this in total dependence on God praying thus:

O thou who rules, thou a spirit of virile energy, Thou canst do all, and without thee, I am
powerless, I am powerless; I who am consecrated to thee, I who am pledge to thee, O Spirit,
from thee, I get my strength, my power. Thou brought me the gift. Spirit of force I call thee.
Acknowledge my call. Come, come. Thou must come, I gave thee what thou asked me. The
sacrifice has been given, sacrifice has been given in the forest; Spirit, | am thine, thou art mine,
come to me!3%

The prayer for seeking divine power by the medicine man is followed by another prayer, calling
on God to make effective and powerful the medicine to be administered to the sick. In this
prayer, he cries out: “I have no saliva in my mouth. Thou art the possessor of saliva. Come
then and spit upon this medicine.”**’ After the invocation and calling for the effectiveness of
the medicine to be administered, he administers the medicine by rubbing it on the sick or
troubled person praying: “Today we are losing you [i.e. freeing you from your sickness] in the
homestead of your family. Blessing. May you be well.””3!°

The common denominator in all these systems and models is that despite their different
practices and approaches to medicine, they worked toward the same and singular goal- healing
or health. Another visible point of convergence among them is that despite their divergent
methods and cultural perspectives of healing, they all hold to the spirit of the clinical encounter:
the sick person admitting his vulnerability and seeking help from the one who claims and
acclaims himself as having the skill and knowledge to heal the victim. One can boldly in the
spirit of Pellegrino’s philosophy, conclude that both the Western and non-western models of
medicine, irrespective of their cultural or scientific differences, possess the essential properties.
These unique properties have remained the hallmark of Pellegrino’s phenomenology of the

clinical encounter -The fact of illness, the act of profession, and the act of medicine.

2.2.2 The Period of the earliest civilizations of the Ancient Near -East

This section provides us with an outline of ancient Egyptian civilization, history, and
culture. It also captures and reviews the ancient Egyptian understanding of human health and
disease and medical and herbal treatments for various conditions. This touches earliest
civilizations of the ancient Near East, which is, Egypt and Mesopotamia (Sumerian, Akkadian,

Babylonian, Assyrian, and Chaldaean). In this era, illness and injury were viewed as creating
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disharmony between the one afflicted and one’s total environment. As conceived among pre-
literate peoples, a disease generally was not considered symptomatically but etiologically. The
cause was the disease since the disease itself was the supernatural being or force that had
penetrated the afflicted person. Sometimes the gods were seen as the authors of illness, and the
affliction was regarded as punitive. The linking of sin and disease was not uncommon; for
example, in the Code of Hammurabi, a particular deity is said to inflict sickness on those who
do not obey the law.*!!

An Egyptian surgeon, Ibrahim M. Eltorai, accounts that in ancient Egypt, the
physician was a priest, a magician, and a doctor.?'? There were two types of ‘physicians,’
the asipu and the asu, who were invariably male. The asipu was an exorcist, magician,
and priest. Concerned with diagnosis and prognosis, he sought to identify the demon that
caused - or was - the disease and to determine its intention and whether the illness would
be fatal. If his prognosis were unfavorable, he would withdraw from the case. The asipu
seldom, if ever, used drugs but relied on chants, prayers, libations, and so forth. The asu,
by contrast, was not a priest. On the one hand, he was closer to the primitive herbalist
and, on the other, to what we would call a physician and surgeon. He was not concerned
with etiology. He was both a pharmacist and prescriber of drugs and employed a wide
range of empirical means. He was a craftsman who was concerned with therapy addressed
to the relief of pressing and acute symptoms. His craft was entirely independent of the
asipu and probably had its roots in earlier primitive empirical medical practices. When
ancient Mesopotamians became ill, they could choose to be treated by either an asipu or
an asu. In making their decision, they would be guided in significant part by whether the
ailment was one for which, in our terms, a ‘natural’ cause was apparent. In such a case,
they would probably directly consult an asu. Some probably went first to an asipu and
then to an asu, either at the aspu’s recommendation or because he refused to treat the
case. Sometimes an asipu and an asu worked on the same patient together. In Egypt, the

divisions were not as clear as in Mesopotamia.®!?
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2.2.3 The Greeks of Homer’s time and of the archaic period (ca. 800-500 B.C.)

Greek medicine dispelled the myths of medicine and started treating it as a science.
Rational medicine began in the Greek world as a techne, a craft, and it never lost its identity in
antiquity. Physicians acquired their skill and knowledge through an apprenticeship in which
they learned traditional practices. They might then open their own shop or treat patients in their
homes. Many physicians were itinerant and travelled from community to community. There
were no medical schools, no examinations, and no procedures of licensure. Hence, anyone
could practice medicine and there was no clear distinction between a physician and a quack,
since there was no external authority to guarantee a minimum standard of knowledge or
proficiency. Their prestige, even their ability to earn a livelihood, depended on convincing
others of their skill and knowledge. Hence, they frequently sought out patients, engaged in
competition with other physicians to prove themselves better physicians than others, and
devised means of advancing their reputation®!*

The Greeks’ attitudes toward disease were quite similar to those of the Mesopotamians
and Egyptians. They generally attributed the illness to supernatural causes, i.e., diamonds,
alastores and Keres (malignant powers or evil spirits), or the gods. When the affliction was
viewed as coming from a god, attempts were made to determine the cause of the deities’
displeasure and to placate them through sacrifice or purification. There were various healing
shrines dedicated to gods or heroes to which the afflicted might go to pray and hope for
supernatural healing. There was, however, no priestly class and thus no sacerdotal physicians,
as such. In this regard, the Greeks of the archaic period were closer to pre-literate peoples than
to ancient Near Eastern civilizations, as they had physician-seers, called iatromanteis. These
were, in some ways, similar to medicine men, witch doctors, or shamans in their practices,
since they used charms, various methods of purification, exorcism, and spells. They were
itinerant, traveling from city to city, and employed religious means and magic to turn away
pollution and disease. There were also demiourgoi, empirical medical craftsmen, similar to
primitive herbalists and their ancient Near-Eastern counterparts, treaters of wounds and minor
ailments, who relied on skill, observation, and experience.’!”

As it was true of craftsmen generally, their knowledge was passed on to a apprentices.
It was in the fifth century B.C. that the Greek medical craft began to take on the form of science.

While a good deal of empirical technique had previously been accumulated, no effort had been

314 [bid, 18.
315 [bid, 10.

84



made to formulate a body of theoretical knowledge within which to place empirically
efficacious procedures, to develop theories of health and disease to explain disease in terms of
natural causation. During the fifth century B.C., various medical craftsmen turned to
philosophy, thinking that they could thereby gain because philosophy attempted universal
formulation, a correct understanding of the nature of man. The Hippocratic Corpus provides
our earliest example of this new medicine that developed a theoretical basis for medical
practice. Greek medicine became at the same time both rational and empirical, broadening the
scope of empirical or craft-medicine to include disease, which had previously been primarily
within the purview of those whose competence and knowledge made them capable of dealing
with conditions to which a supernatural etiology was attributed. Now medical craftsmen,
explaining disease in terms of natural processes rather than mythological or religious
categories, attempted to free the treatment of illness from magic and superstition.?!® The
influence of Greek rationalistic philosophy serves as a foundational and definitional change,
both functional and ideological, in the very basis of medical practice. It has provided
distinctions that generally have remained fundamental in Western civilization.

The new type of medical craftsman or physician was significantly different from the
earlier primitive categories of physicians. This category of physicians was more than merely
craftsmen insofar as they possessed not only technical skills but theoretical and philosophical
knowledge and understanding, which provided both explanations for their techniques and
resources for expanding the range of their efficacy. They knew not only the part but also the
whole.*!” The separation of medicine from religion did not denote an antagonism to faith.*!®
This change in the history of medicine is due to the influence of Greek rationalistic philosophy.
It is a foundational and definitional change, both functional and ideological, in the very basis
of medical practice and determining who a physician is. It has provided distinctions that
generally have remained fundamental in Western civilization.*!” As we have earlier noted, the
physician doctor relationship find a more rational dimension within the Greeks who developed
a system of medicine based on an empirico-rational approach, such that they relied ever more
on naturalistic observation, enhanced by practical trial and error experience, abandoning
magical and religious justifications of human bodily dysfunction. They were also among the

first nations to evolve towards a democratic form of social organization, and consequently
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established equality among the electorate. The Hippocratic Oath established a code of ethics
for the doctor, whilst also providing rules that codified the doctor’s prescribed attitude towards
his patient.>?° This oath provided a higher degree of humanism in dealing with the needs, well-
being, and interests of patients in comparison with primitive approaches as we have seen

already.

2.2.4 The Roman Medicine during the Ancient Republican Period

William Scott accounts and argues that in ancient Rome, as it was all primitive
societies, the practice of medicine began as a mixture of magic and religion, and remained
almost entirely so until the time of Cato. In the tame of the kings and of the early Republic
medicin e was still almost entirely based upon magic. The idea of magician-priest-physician
was a logical concept. If the magician-priest can foretell events and placate the gods, he should
be able to diagnose disease, prognosticate its course, and bring divine intervention for its cure.
This, of course, has to do with internal diseases, but as with external wounds and injuries which
occur in all communities, and for the treatment of these diseases, empirical methods usually
quickly evolved. **! Scott acknowledges that although divination was employed as a clinical
tool for the interpretation of the will of the gods and for prognosis in disease, some rational
methods of treatment were as well also known.

The ancient Roman period was has more of pagan elements and it was primarily a
combination of folk medicine and magical incantations. In the third century B.C., the cult of
Asclepius (Aesculapius to the Romans) was introduced into Rome, providing a Greek
alternative of religious healing to earlier Roman magico-religious practices and a quasi-
rationalistic and practical alternative to traditional Roman folk medicine and incipient Greek
rational medicine.???> This was an era characterized by there was a considerable increase in the
availability, variety, and popularity of magical and cultic healing practices, mostly of Oriental
derivation and superstitious attitudes and practices that penetrated into all areas of life including
philosophy and medicine, as evidenced by a frequent reliance on astrology and alchemy.
Although medical practice became more and more superstitious, in some instances employing

magical procedures, and although it became less rational, it did not return to magico-religious
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medicine, as typified by the medicine man of primitive societies, or the sacerdotal medicine of
ancient Near-Eastern cultures.>??

In contrast to the Greeks, the Romans depended largely upon freedmen and slaves for
medical treatment. As late as the first century B.C. no Roman citizen practiced medicine and
Pliny says that Romans seldom entered the profession. Most physicians in Rome were Greek
or Oriental. The Romans seem to have preferred foreign physicians and Greek was the language

of medicine.’**

2.2.5 The Medieval Period

The European scholastic medicine or the medieval medicine was distinct from that of
antiquity that we have seen previously. The Medieval Age describes the influence of religion
on the practice of medicine. The Medieval Period, or Middle Ages lasted from around 476 C.E.
to 1453 C.E, starting around the fall of the Western Roman Empire. After this came the start
of the Renaissance and the Age of Discovery. It is important to note from the very that the
practice of medicine within the medieval era was highly influenced by the Greek tradition of
medical practice. The relationship between the physician and the patient in the medieval period
is said to be inherently and intrinsically different from that which generally prevailed in the
practice of medicine among primitive people, and in ancient Near Eastern or Greco-Roman
cultures. The medieval period marks a turning point in the history of the development of the
physician-patient relationship. The advent of Christianity ushered in a marked change in
attitudes towards the sick and the afflicted. This period was characterized by Christian agape
in medical care of the sick. Early Christian literature abounds with examples of the
compassionate care of the sick, both Christian and pagan. As the new religion spread, it is
inevitable that more Christians became physicians, and more physicians became Christians.>%

A special feature of the Christian approach marks the medieval period to understanding
reality. The period brings to light the integrality and the marriage of faith and reason. One
intriguing thing about the medieval medicine is that it was characterized by a complementary
relationship between religious and secular medicine. This complementarity depicts the spirit of
the medieval era in which faith and reason or philosophy and theology were defined as

complementary and as integral to understanding reality. Sometimes religious and secular
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medicines were employed in conjunction with one another, sometimes separately. Some
Christians combined secular medicine and prayer, while others relied exclusively on prayer.
Some turned to prayer only when secular medicine proved ineffective, while others resorted to
secular medicine only when prayer seemed not to avail. Some sought divine intervention
through faith healing and would have no recourse to physicians. Others would try faith healing
only as an act of final desperation. Except for a few sources that show an utter hostility to, and
contempt for, secular medicine, even a complete reliance on religious means of healing does
not necessarily imply even a disparagement, much less an unequivocal condemnation, of
secular medicine.

Amundsen and Ferngren argue that regardless of instances of compassion for the ill
evidenced by society in aforementioned cultures and civilizations, Christianity indeed did
introduce a marked and essential change in the attitude of society toward the sick, suffering,
deprived, and destitute in general and the ill in particular. They also argue that the impact of
the medieval attitude has undergirded the practice of medicine and the position of the patient
in Western society ever since, if not always, or even predominantly, in practice, at least as an
ideal such that any gross deviation from it is generally viewed as an unworthy or even
reprehensible act.?*

Historical analysis by Amudsen and Ferngren shows that throughout the Middle Ages
there existed the clerical and monastic physicians, secular physicians and medical craftsmen.
During the later Middle Ages secular physicians began to increase in number and importance
and a secular medical profession emerged in a sense that had not existed before and with certain
characteristics that have prevailed to the present. During the Middle Ages, and indeed during
the Renaissance and Reformation, there were two distinct types of medical practitioners that
existed side by side: the clerical or monastic physicians who did not practice supernatural but
rational medicine, and secular physicians who also practiced rational medicine.

The major difference between these two aforementioned groups of medical
practitioners in the medieval period lies in their motivation for practicing medicine. It is
undoubtedly true that some secular physicians who pursued medical knowledge and practiced
the art were motivated primarily by an intense desire to alleviate the suffering of humankind
and, within the Christian context, to glorify God and show love for their fellow man through
their medical practice. However, the general rule considers it as safer to declare that while the

clerical or monastic physicians practiced the medical art as an extension of their Christian
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commitment, secular physicians, pursued a medical career for economic reasons.>?” The two
distinctive features of faith and reason in the medieval medical practice have remained
important benchmarks of the Christian tradition and approach to medical practice, as we shall

see it later in the fourth and fifth chapters of this work.

2.2.6 The Period of Renaissance

The type of medical practice presented in this section focuses on learned Western
medicine. History has it that 12% century marked the rapid development of western European
society. This took place between about 1050 and 1225 and this period is often referred to as
the ‘twelfth-century Renaissance. The development a population increase, economic growth,
urbanization, the development of more sophisticated forms of secular and ecclesiastical
government and administration, the growth of professional specialization and of occupations
requiring literacy, the multiplication of schools, and the enlargement of philosophical,
scientific, and technical learning were interwoven and interdependent phenomena.’?® The
development had a huge impact on the study of and practice of medicine in relation to medical
knowledge and it practice, the realities of health and disease, and the needs and expectations
of patients from the medical practitioners and others.

The Renaissance period is a complex and fascinating period in the history of medicine.
It is described as an epoch that witnessed groundbreaking developments in medical sciences,
including advancements in human anatomy, physiology, surgery, dentistry, and microbiology.
Since the later centuries of the Renaissance overlapped with the scientific revolution,
experimental investigation, particularly in the field of dissection and body examination, it
advanced the knowledge of human anatomy. Some other notable developments of the period
also contributed to the modernization of medical research, including printed books that allowed
for a wider distribution of medical ideas and anatomical diagrams, more open attitudes of
Renaissance humanism, and the Church’s diminishing impact on the teachings of the medical
profession and universities. In addition, the invention and popularization of microscope in the
17th century greatly advanced medical research. During the Renaissance, experimental
investigation, particularly in the field of dissection and body examination, advanced the

knowledge of human anatomy and modernized medical research.’?° Katharine Park outlines
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that outline that the intellectual interests of early Renaissance physicians in most parts of
Europe especially those of the University of Florence, as expressed in their reading and their
writing, were largely shaped by their training in the theory and practice of medicine. 3>

Mehdin Munim Shah accounts that the French revolution and the emergence of the
Renaissance period saw a decrease in strict Catholicism and an increase in Protestantism. The
altered society was becoming more liberal and people were treated with more dignity. This era
was characterized by strong political and societal protests throughout the Renaissance that
altered medical attitudes and actions. The previous centuries of incarceration of the mentally
ill had ended and the doctor-patient relationship become more humanized and shifted towards
the patient-centered approach. However, even into the 18" century, there was still an inequality
between the rich and poor. Only the rich could afford the few doctors that existed, therefore,
majority of the patients were upper class. This meant that doctors rarely examined patients and
focused more on being attentive to the rich patients’ needs and doing what they requested. The
short supply of doctors and the aristocrat patients meant that this period saw patient
dominance.**!

One of the features of early modern medicine was its deep embeddedness in the
geographical and environmental or climatic context, by which early modern medicine was
shaped. Sociologically, patronage and contracts between doctors and patients were essential in
early modern medicine, as is an analogy between society (and its ruler) and the human body
(and its doctor). Technological advances in refining glass-grinding, metal processing, and the
construction of measuring apparatuses have an immediate effect on the efficacy of visual aids,
the construction of surgical instruments and the feasibility of physiological experiments.
Cultural practices, ranging from the way of living to gender roles, from giving birth to dying,
from experiencing pain and impairment to instrumentalizing music and theatre for therapeutic

purposes, complete the panorama of contexts that are constitutive of early modern medicine. 3
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2.2.7 The Period of the 18" and 19t Centuries

The eighteenth century has been described as a time of increasing medicalization of
Western societies. The transformation of medicine at this century represents a shift both in the
training of medical practitioners and in accounts of the body. The 18th and 19th centuries were
characterized by rapid growth in science and technology. The physician’s identity was more of
an expert engineer of the body as a machine. This era witness massive advancements in
microbiology and surgery, which improved diagnosis that is more accurate and improved
treatments. There was a shift from treating symptoms to using symptoms as diagnostic tools,
known as the biomedical model. Doctors now examined patients and used expert anatomical
and clinical knowledge to form a diagnosis, as a result, patients became completely reliant on
doctors. This also marked a return to a paternalistic approach.®*?

Laurence McCullough further extends the inquiry on the development of the patient-
physician relationship from the Renaissance into the 18th and 19th centuries. He probes the
Anglo-American history of medicine during this period to correct what he considers
fundamental misperceptions about its ethical legacy, especially concerning the morality of the
patient-physician relationship. He argues that during the 18th century, there is evidence of
genuine medical ethics in addition to the much-discussed medical etiquette as found in the
work of Thomas Percival and the first code of the American Medical Association. The work of
Scottish moral philosophers, such as Francis Hutcheson, that focused on notions of
benevolence and duty provided a foundation for a patient-centered account of the ethics of the
patient-physician relationship represented in the writings of Samuel Bard. This beneficence-
based medical ethics of the 18th century was displaced in the 19th century. Intra-professional
concerns and conflicting views of the telos of medicine contributed to a severance of medical
ethics from its ground in moral philosophy and substitution of self-interest for philosophical
reasoning in medical reflection.’**

In his study, McCullough advocates for expanding contemporary medical ethics and its
plan, as it was taken seriously in the past. By doing so, it will come to appreciate how intra-
professional concerns and matters of etiquette are not only intrinsically interesting; they

frequently are the cause of ethical dilemmas in medicine. In this way, we will come to see that
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these issues do not occur in isolation, but in fact, they are joined together through our attempts
to resolve them in terms of an account of that telos of medicine.**

This historical review concludes with John Duffy’s essay in which he lamented that the
twentieth century presented the medical profession with a host of moral issues. Still, the
American Medical Association (AMA) codes have little to say about them. Most of these
ethical problems have been raised by developments in science, and the AMA, which speaks
primarily for practitioners, has concerned itself more with professional etiquette and the
economic welfare of the profession than morality.**® Thus it seems that, if Duffy is correct,
codes and statements of principles by professional organizations like the American Medical
Association are of little help in defining morality for the patient-physician encounter or in
resolving the seemingly countless moral disputes about the practice of medicine.**” The lessons
of Duffy’s review point to the need for a more profound philosophy and ethics of medicine that
can adequately address the modern challenges of medicine.

Having examined the evolutions and issues surrounding the doctor-patient
relationships in the healthcare systems of antiquity, as well as those of the early and late
Medieval period and renaissance, it reveals that the contemporary concept of the clinical
encounter is one with roots throughout history. This historical review helps outline the tenets
of the relationship between a patient and their healthcare provider. I also provide clear
examples on how religious beliefs influence and interact with medical practice as we have seen

show how bedside manner has been affected by changes in moral values across cultures.

2.3 The Tripartite Model of the Physician-patient Relationship

For Pellegrino, the three phenomena of the clinical encounter should constitute the
structure of the clinical medicine and serve as the starting point for a definition of what makes
medicine what it is. These healing relationship phenomena are characterized by the realities
and actualities of the clinical encounter that establish medicine and nursing as particular kinds
of human activity.>*® Pellegrino outlines the fact of illness or disease, the act of promise by a

physician, who offers to help the patient caught in the predicament of illness and the act of

335 Laurence Mc “The Legacy of Modem Anglo-American Medical Ethics: Correcting Some Misperceptions,” in
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Reidel Publishing Company1983), 61.

33 John Duffy, American Medical Ethics and the Physician-Patient Relationship,” in The Clinical Encounter: The
Moral Fabric of the Patient-physician Relationship ed. Earl Shelp (Dordrecht: Reidel Publishing Company1983), 83.
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medicine making the technically right and morally good decision that best serves the needs and
the interests of the sick person as grasped by that person and their physician.>*®* We now
proceed to examine Pellegrino’s argument that the close relationship of the three universal
phenomena- being ill, promising to heal, and healing itself, provides a foundation in the real

world for the obligations of the physician and the patient to each other.

2.3.1 The Fact of Illness

The concept of illness or disease**” is an inevitable and inescapable reality in medical
practice. The entirety of the medical enterprise - theoretical and clinical research, as well as
actual medical practice, has human health as its ultimate end. Health, as well as disease and
illness, must always be in the focus of medical attention. The primary medical activities such
as prevention, diagnosis, therapy, and cure have as their starting points the phenomena of
disease and illness and as endpoint of the ideals of health. Therefore, the concepts of health
and disease have a self-evident locus in the center of medicine’s conceptual network. The other
medical notions are parasitic to health and disease. Satisfactory theories of the former
presuppose a clear understanding of the latter.>*! By implication, without the concepts of
health, diseases, or the sickness, medicine cannot exist since they constitute the fundamental

factor for its existence.

3% 1bid, 151.

340 T use the terms illness, disease, and sickness in this work interchangeably and with the same meaning. This
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342 plays and the special place that it

Despite the central role that the concept of illness
occupies in medicine, its definition remains difficult. Despite numerous efforts directed to
clarify the concepts of health and disease, there is far from universal agreement about their
nature. The controversies are profound. They concern such fundamental issues as whether or
not ‘health’ and ‘disease’ are truly scientific concepts. There are good psychological and
historical explanations for this state of affairs. Health and illness are facts of extreme
importance to all human beings. We want to understand them as fully as possible and from as
many aspects as possible. Consequently, individuals from different backgrounds and with very
different approaches address the phenomena of health and illness. Thus, one encounters
anthropological, sociological, psychological, and biological theories and combinations of
these. The contents of the various approaches are quite different and often quite challenging to
compare.>*?

Some writers define health in purely negative terms, as the absence of disease, and then
analyze health by developing an account of what a condition is. Others argue that health is not
merely the absence of illness, but has certain positive elements also. One example of a positive
account is the well-known statement by the World Health Organization (WHO), which defines
health very broadly as a state of complete mental, physical, and social well-being.>**

It is obvious in modern era that the definition of health and its relationship with the
disease has become more complicated. It is because of the dichotomy between the value-free
scientific concept of disease and the large number of value-laden socially and culturally
determined definitions.**> However, it is not within the scope of this work to provide a detailed
account of the meaning of the concepts of health and disease. We are primarily concerned with
Pellegrino’s approach and presentation of illness’s phenomenology, nature, and meaning.

At the heart of Pellegrino’s thought were the notions that medical ethics could not be
separated from the philosophy of medicine. A phenomenological understanding of illness and
the physician’s response to the vulnerable patient’s plight must provide a basis for medical

ethics. He believed medicine had a definable telos — healing the sick — and that medicine,

342 The concept of illness as indicated is elusive and sometimes can result in the ambiguity of definition. To avoid

ambiguity in its use to other related terms, I choose not to distinguish the little differences that exist in using the
words illness and being ill from sickness and being sick or disease. They are used to mean the same thing here;
both terms refer to the disruption of health as the person whose health has been disrupted experiences it. They
both states of affairs that deprive man of his heath, as such they have the same reference in this work.
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therefore, had an internal morality based on the reality of the human experiences of illness and
death and the goals of medicine as an enterprise established in response to these
predicaments. >

The fact of illness is essential to understanding Pellegrino’s theory of the patient-
physician relationship in the clinical encounter. Pellegrino claims that the existence of illness
is an inevitable universal human experience. What is illness, according to Pellegrino? For
him: “Illness is the ‘subjective state’ of an individual who experiences some change in that
pattern of existence that is defined and experienced by him as ‘health.” This change is usually
indicated by some sign or symptom, which the individual interprets as signaling an acute or
chronic departure from his own experience of what it is to be healthy. And in the individual,
this awareness of change, this perception of some departure from his ‘normal’ state of ‘health,’
is usually accompanied by some degree of anxiety and fear - that is, by some measure of
suffering.”**” In Pellegrino’s definition, we see illness as a negation or rather an absence of an
already experienced state and health and seeking for healing and as aiming for a restoration
back to that experienced state of a healthy body and spirit.

Pellegrino’s theory of illness is captured within his phenomenology of the clinical
encounter. He conceives illness not just in the biomedical sense as the dysfunctionality of the
biological body but as a lived experience.**® Similarly, Pope Saint John Paul I1, in his apostolic
letter Dolentium Hominem, argued about the Second Vatican Council’s assertion in Gaudium
et Spes, no 10, that “Illness and suffering are phenomena which, if examined in-depth, always
pose questions which go beyond medicine itself to touch the essence of the human condition
in this world.”** Pellegrino evokes a compelling mental pitiable image, of which the ill person
is described as ‘wounded humanity.” Pellegrino writes: “I argued that illness wounded our
humanity, challenged our self-image, and limited our freedom in special ways, made us
vulnerable ontologically and existentially. A person who offered to help a human in this altered
existential state incurred obligations to act in such a way that the purpose of the encounter,

healing, helping, caring, and curing, could be achieved.”**°
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Hence, at the one pole of the clinical encounter is the vulnerable patient because he
experiences the fact of being ill. He is losing the unrestricted use of his body; he feels pain and
experiences disability; he lacks knowledge of what is wrong and what to do about it or how to
repair it. Relatively helpless, he is dependent upon the attention and expertise of others. He is
reduced to the role of a petitioner, his self-image threatened, his freedom to make decisions
limited, and the maintenance of his values threatened. At the second pole is the physician, who
is capable and willing to help the sick person at the other bar.

It is within these two poles that illness creates in the clinical encounter that Pellegrino
establishes illness as the more authentically basis for contemporary medical ethics. He argues:
“The most certain source of humanistic ethics is the extraordinary impact of illness (that is, the
impact of being ill on the humanity of person) because it is a source which gives meaning to
the whole of the physician’s activities. It is the need to repair specific damage done to the
patient's humanity by an illness that imposes obligations on physicians.”**! The healing
profession aims to remedy the physical damages caused by the disease and the damage it causes
to the humanity of the sick person. In this state of wounded society, we define its concrete
features and then delineate the ethical imperatives that flow from it. For Pellegrino, “these
imperatives cannot constitute anything but humanistic ethics because they are tied to a specific
human experience, not to a social or historical role of the profession.”*>? The essence of this
humanistic experience relies on the fact that particular features of illness diminish and obstruct
a patient’s capacity to live a specific human existence to its fullest.

Pellegrino conceives illness as a universal human phenomenon, making medicine a
special kind of human activity. Pellegrino avers, “the state of wounded humanity is common.
The human experiences of being ill and being healed are ultimately common to all humanity.
These experiences themselves help ground our moral commitments, our duties, and obligations
to one another. The goal of medicine can be formed from what all human beings seek when
they seek health.”*> Furthermore, illness places the sick person is in a uniquely dependent,
anxious, vulnerable, and exploitable state. Il persons must bear their weaknesses, compromise
their dignity, and reveal intimacies of body and mind. The predicament of illness forces them
to trust the physician in a relationship that they would prefer not to enter and in which they are

relatively powerless. In this case, a disease also becomes an assault upon the whole person.®>*
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Pellegrino’s use of the word phenomenology in his philosophy of medicine to describe
illness expresses the fact that that sickness is experiential. Phenomenology is an ambiguous
term but the sense in which Pellegrino employs it reflects the Husserlian tradition of insights
to the things in themselves and, from a moral philosophy that reflects a first-person study of
the moral life experienced by a moral agent in which the cognition of moral values primarily
begins with emotions and effects as they shape our experiences of the world.*>?

What qualifies a sick person as a patient technically speaking is the act of accepting
that he is truly helpless and in need of help. Pellegrino puts it: “Persons become patients when
they acknowledge that they are sufficiently concerned over a physical or psychological
symptom to believe they need help.”*>® They can only be helped, healed, and cared for if they
seek out a health professional, someone who possesses the knowledge to accomplish these ends
for, and with, and them.>*’

Another deficiency that flows from this imprisonment, as noted by Pellegrino, is that
illness ceases man’s freedom to make decisions. The sick man lacks almost all the information
needed to make rational choices and decisions of the utmost importance of his life. “He does
not know what is wrong, how he became ill or why; how serious his problem may be, whether
he can recover, what treatments are available and whether they are effective, and what risk,
cost, pain, or loss of dignity they may impose.”**® Illness impairs the most fundamental human
prerogatives of ours, which enables us to make decisions concerning our well-being—lacking
the knowledge to make decisions deprive the patient of his prime and intrinsic characteristics
as a human agent.

The phenomenon of illness or disease has remained for humanity a dreaded reality. No
good tidings can ever be attached to its concept because it targets our spiritual and physical
unity and makes the body, which until the time of sickness served our goals, become an obstacle
and a limitation. Disease distorts the harmony between the dimensions of our existence and our
image, which previously maintained relative integrity. The disease appears as completely new
unfavorable circumstances, disturbing and unwanted information about ourselves, information

about our limitations and problems, and the risk of losing our lives.*>’
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The global Covid 19 Pandemic is one of the most recent instances of the experience of
how illness imprisons humanity and renders it vulnerable. In his analysis of the phenomenon
of the human experience of illness and the vanity of human life, Paul Enenche uses the effect
of the Covid 19 Pandemic to describe how a tiny virus has held the entire world at ransom by
causing much of the world to come to a standstill. Enenche reads from a text message he
received from his friend from the United Kingdom to describe the tremendous effect of the
plague on the entire world. It reads:

Just one plague! Only one plague and the world stood still. Only one plague and the world's
government is humbled. Only one plague and the world's powers are confused. Only one plague
and everyone, is scampering for safety. Only one plague and all economy is shutdown. Schools
are shut down. Offices are shut down. The streets are deserted. Only one plague and Mecca sent
back worshippers. Jerusalem turned back their tourists. And Vatican City shutdown. Only one
plague, Churches are shut down. Mosques are closed up. All sports are postponed. Clubs are
sealed. Only one plague and the entertainment industry is groaning mournfully. Just one plague,
"Don't shake hands again!" "Don't hug each other again!" "Step away from a meters' space!"
Just one plaque! Before the plague, there were nations threatening nations for war. There were
countries bullying countries. There was war in Syria. There was war in Iran. There was a crisis
in Turkey. There were protests and political unrest. Nevertheless, the plague surfaces and
quieted everything. War ceased for the plague, Unrest stopped for the plague. Olympic is
shutting down for the plague. Everybody ran into his or her house. Everyone is hiding away for
just one plague!*®

The above citation on the effect of the coronavirus strongly captures in almost every
ramification the threat of sickness on humanity.

Similar to Pellegrino’s phenomenology of illness is the position of Kay Toombs.
Toombs believed that patients experience illness because “the act of healing requires an
understanding of illness-as-lived.”*®! This phenomenological analysis provides the insight that
illness is fundamentally experienced as the disruption of a lived person rather than as the
dysfunction of the biological body. The phenomenological analysis indicates that the prevailing
biomedical model of disease, which tends to focus exclusively on the dysfunction of the
biological organism and the pathophysiology of the disease state, is an incomplete model for
medical care. Rather, an adequate account of illness must include not only a construal of illness

in terms of clinically definable disease states but also an understanding of illness as lived.*?
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2.3.2 The Act of Profession

The profession is the promise that health professionals make every time they offer to
help a sick person. It declares implicitly to the patient and family that they are competent, that
they will use that competence in the interests of the patient, and that they can be trusted not to
abuse the privileges that promise entails to help to manage some of the most significant events
in any person’s life. It allows them, in the patient’s interests, to learn all the weaknesses and
foibles, to probe, palpate, prick, and incise the body to a degree of intimacy one does not accord
strangers. Sometimes there is more intimacy than there might be in a marriage or other strong
bond in society.’®® One of the qualities or roles played by the phenomenology of the clinical
encounter, as we had earlier noted, is that it gives the physicians a sense of identity to their
professional roles. It sets them apart from others by publicly declaring them as devoted to
healing the sick.

The fact of the illness generates a need for healing to which the act of profession
responds—the front of profession springs from the primary reality of the presence of the
patient. Without the patient, there is no profession because the work arises in response to the
patient’s health needs. Illness threatens the patient’s life and lifestyle because it amounts to
an ontological assault on the patient’s existence as a person. Thus, by professing medicine, the
physician adopts the patient’s good as the end of medical practice. We find it somewhere in
the Holy Scriptures where Jesus uses this concept of the fact of illness analogically as
generating a need for healing. The act of medical the profession responds to pass his message
as one who came to into the world to heal sinners. He came because the world was rotten by
sins (disease), there was a need for his coming: “They who are strong have no need of a
physician, but they who are ill; I came not to call righteous men, but sinners to reformation”
(Mark 2:17).

Furthermore, Pellegrino argues that it is because patients need medical help that the
medical profession exists. If the patients could handle or solve their problems alone and in their
way, using their resources, the profession of medicine would not exist, and they would not have
come to the physician for any help since they could take care of their health issues. As it is,
those patients must come to the health professionals for assistance. The act of profession
requires that physicians must possess certain professional qualities. To be capable of curing

and helping patients, Pellegrino, in his regular use of the ‘clinical encounter,” emphasizes the
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interactive roles of the patient and physician in the medical decision-making process and the
inseparability of medicine and philosophy. This encountering enables a forum where the patient
is empowered to define the good of treatment with their physician.*** We must take into account
that both the physician and the patient are both experts in their capacities. The physician
possesses the knowledge of the diseases, which he promises to assist the patient in getting a
cure. The patient in his capacity possesses the knowledge of the sickness based on his personal
experience of the sickness as a patient. This mutual interaction and dialogue between the
physician and the patient helps them to deliberate and exchange ideas on the possible ways of
achieving healing. This must be done with mutual respect and trust.

Pellegrino advocates that in the clinical encounter, physicians must be sure to define
the problem correctly. The physician must speak the patient’s language, not vice versa. What
physicians say to patients must be comprehensible. The physician must start where the patient
is, not the other way around. The patient’s needs are to be met, not the physician’s, though
doctors need to be happy in their work. The patient’s problems are the subject of the
transaction. They are not interested in hearing a parallel story from the physician’s life.?%

Two things Pellegrino advances as crucial and implicit in the act of profession: “The
first implication is that the physician possesses the necessary knowledge—that he is competent.
The second is that he will use that competence in the patient’s interest and not his own for the
patient’s good.”*% Meeting the sick person in that vulnerable condition, the physician or nurse
accepts the responsibility of helping and caring, he adopts the patient’s good as the end of

medical practice.

2.3.3 The Act of Medicine

The act of medicine is the culmination of the process of clinical reasoning. It is the stage
of moving a sick person from a state of illness and vulnerability to a state of health and freedom.
It involves those actions on the part of the physician that will lead to a correct healing decision.
A healing decision will make the patient whole again, restore bodily wholeness only if possible,
and perhaps even make it better than before the illness occurred. A healing decision is
consistent with the knowledge that we have of scientific medicine—in other words, a medically

competent decision. However, it must also be a good decision. A good decision will fit this
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particular person, at this age and situation in life, with this person’s aspirations, expectations,
and values.*%’

However, how is this act integrally related to the other two constitutive elements of the
fact of illness and act of profession? The existence and experience of disease are inseparable
from the ontological need for healing. With the hope of fulfilling this need, the patient seeks
help by initiating a relationship with one who professes to help and heal. The patient seeks
something particular to him and him alone: a return to, restoration of, health or wholeness, as
he has experienced this existential state. In addition, what the physician promises to do is to
decide and act to fulfill this need of this patient.>®® In response to this need, the physicians, in
dialogue with the patient, set the four questions of the clinical encounter into action as tools
that guide him in achieving the aim of the clinical encounter.

Pellegrino explains further that what the physician, as a professional, promises is not
simply to provide theoretical responses to the clinical questions but to answer them in praxis,
by acting first, to diagnose the patient’s illness and identify the possible and appropriate therapy
and then, most importantly, to do what should be done for this particular patient. What should
be done is what every patient seeks, and every physician promises to do to initiate a right and
good healing action on behalf of the particular patient. Thus, what the patient seeks and the
physician professes to provide is not simply the scientific explanation presented in a diagnosis,
although, to be sure, there is some measure of relief from the anxiety of illness in knowing
what was previously unknown, that is, in knowing what may or may not be the ‘underlying’
cause of illness. Nor is it the clinical knowledge of what may be done to treat the symptoms
and/or the cause of disease. What the patient seeks and the physician promises to provide is not
knowledge or theory but an individualized praxis of healing, an answer to the question of what
should be done, and the fulfillment of that answer in a decision to act accordingly.>®’

Pellegrino insists that the diagnostic, prognostic, and therapeutic acts that are
manipulative, judgmental, and cognitive, and so on must be directed to what is necessary to
heal and help the dependent patient to a technically correct and morally good decision and
action.’’® The possibility of healing taking place outside of the clinical setting or outside of
the medical profession is not denied in Pellegrino’s analysis of the patient-physical healing

relationship in the clinical encounter. His unique submission is that the ultimate telos of health
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care- the cultivation and restoration of health and the containment or cure of disease-specific
to health professions, must be in accord with the tripartite feature of the clinical encounter
through the science and art of medicine. This belongs to medicine as a specific human
activity.’!

One exciting and remarkable feature of Pellegrino’s doctrine of the clinical encounter
is its significant boundary in scope; it is open and applicable to clinical settings of other
disciplines and professions of healing kind. It is not limited to the medical profession alone.
Pellegrino clarifies: “It is important to note that while I am speaking of the physician, the same
approach applies to the nurse, dentist, and psychologist—any of the professions that offer
themselves as healers. There are three phenomena that we must consider: the first is the fact of
illness; the second is the act of profession; the third is the act of medicine.”*’> The theory of
the clinical encounter, one may say, has a universal character and application for healing

professions. Through it, Pellegrino offers a versatile working tool or a methodology to medical

health care practice.

2.4 Reconciling the Principle versus the Virtue-based Ethics

The bond of the physician-patient relationship which involves moral choices in health
care, makes the clinical encounter. To ensure an effective practice of clinical medicine, four
guiding principles to biomedical ethics were put into a theoretical framework and published by
Tom Beauchamp and James Childress to direct and assist medical health care professions.®”?
These principles are: “Beneficence (the obligation to provide benefits and balance benefits
against risks), Non-Maleficence (the obligation to avoid the causation of harm), Respect for
autonomy (the obligation to respect the decision-making capacities of autonomous persons),
and Justice (obligations of fairness in the distribution of benefits and risk).”*"*

Beauchamp’s and Childress’s intention was that of working out a modality through
which these principles can come together to work effectively within the framework of the

physician-patient relationship of the clinical encounter. These principles became so central to

medical practice to the extent that they served as the cardinal points from which every health
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rule or ethics was expected to depart from.>’> He meant these principles to be understood as
the standards of conduct on which many other moral claims and judgments depend. He
conceived a principle to be “an essential norm in a system of moral thought, forming the basis
of moral reasoning. More specific rules for health care ethics can be formulated by reference
to these four principles, but neither rules nor practical judgments can be straightforwardly
deduced from the principles.”’¢

In the 1970s, issues of physician-patient relationships and the resolution of practical
clinical dilemmas brought to the forefront of medicine urgent normative challenges.
Consequently, clinicians and some bioethicists began to criticize principlism, claiming that it
“does not respect the particularities and the emotional, personal, professional, and cultural
content of ethical cases and dilemmas.”*”” However, while these principles remain valuable in
contemporary practice, many criticisms have, over time, been advanced against their efficacy
to resolve most of the modern dilemmas that arise within the doctor-patient relationship.
Pellegrino observes that the appearance of the shortcomings of ‘principlism’ started when
experience in the use of the four principles framework, and its application to the realities of the
doctor-patient relationship became widespread. Some moral philosophers called for its
abandonment or its replacement by alternative theories based on virtue, feminist psychology,
casuistry, or experience.>’® The controversy between principle and virtue-based ideas is what
Gillon describes as the tension between traditional medical ethics and contemporary critical
medical ethics.?”

Despite the criticisms against the principle-based approach to biomedical activities,
Pellegrino maintained that the four principles should neither be alternated nor abandoned.
While he argues that the four principle approach does have theoretical and practical
inadequacies, he insists that “it should not be abandoned because it still has much to offer. Its
shortcomings can be remedied.”*®" On the four principles, he argues further “they need to be
redefined and grounded in the reality of the doctor-patient relationship.”**! By proposing a

redefining and grounding of these principles in the reality of the physician-patient relationship,
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Pellegrino expects that this “can provide a standard against which the fundamental conceptual
problem of conflict among prima facie principles can be resolved.”*3? The act of fine-tuning
the four principles and grounding them in the reality of the clinical encounter appears for
Pellegrino the best option of moral insight compared to any other non-principled based ethical
perspective. The process of fine-tuning the principles creates an avenue for a dialogue with
non-principled-models and provides a forum for a better linkage between them.

For Pellegrino, the issue of abandoning or replacing the principle-based approach to
medicine with an alternate ethical theory has no basis at all. It should not even arise in the first
place. Redefining the principles flows from the fact that just as society continues to evolve,
changes in the internal morality of professions occur. The need for a paradigm shift becomes a
necessary tool for confronting changes in careers because of the society’s dynamic and
pluralistic nature. In this context, Pellegrino argues for the beauty of pluralism by saying that,
“it is a good thing because it helps us to reestablish and reform those cherished values that
ought to persist throughout civilizations, no matter what their form.”*%3 He strongly advocates
for respect for the patient’s self-determination, and his integrity as a person, as a moral
necessity in the doctor-physician relationship.

As earlier stated, Pellegrino’s view is quite different from other scholars who opposed
and suggested that the four principles should be abandoned. Pellegrino aimed to create a cordial
and healthy linkage between the four principles and other ethical theories sources. He stated
succinctly: “My purpose in reciting some of these difficulties is not to suggest that the four
principles should be abandoned-as others have suggested. It is rather to point to some important
philosophical questions that arise from the experience of applying principles in the decisive
moment, that is, in the actualities of the doctor-patient relationship. These experiences indicate
that the four principles cannot stand alone, that they need linkages with other sources of ethical
insight, and that they need a closer grounding in the phenomena of the relationship itself.”3%*
This statement is an invitation for a conceptual link between the principle-based models of
ethics with the non-principle-bases sources of ethics. He refers to this task of modifying
principles as the “most serious conceptual task biomedical ethics faces in the immediate
future.”*®> Like Pellegrino, Gillon posits, “Thus, there is no inherent conflict between virtue

ethics and principle-based ethics, on the contrary, each needs the other.”%
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Pellegrino’s primary aim is to integrate and bring the four principles of biomedical
practice into closer congruence with some of the practical realities of clinical decision-making
within the doctor-patient relationship in the clinical encounter and to link these principles to
other ethical theories. It is very clear, therefore, that Pellegrino was not in any way anti-
principlism. One could rather describe him as a mediator between principlism and non-
principle-based ethical views. He distances himself from the anti-principlists who advocate for
the substitution and replacement of principles with the non-principle-based framework as a
basis for medical ethics. He regards any attempt to substitute the principles with other non-
principle-frameworks such as virtue, feminist, or experiential systems as dangerous and
disastrous because as valuable as they are, they could also lead to that danger to which non-
principle-based are susceptible like subjectivism, emotivism, and egoism.**’

Putting together some of the contributions of the four principles in medical ethics,
Pellegrino describes the four principles as irreplaceable. He argues that it would be a
retrogressive step indeed to drop the principles and return to some simplistic conviction of the
sufficiency of the Hippocratic Oath, which all physicians take.*®® Pellegrino praises principle-
based ethics as very useful because it has enriched medical practice by putting the whole
process of moral decision-making on a more orderly, less idiosyncratic, and more explicit basis.
More so, it has raised sensitivities to ethical issues among all health care workers, patients, and
their families. Above all, it has provided a universal medical language (lingua franca) that
serves as a unique tool for communication among physicians and ethicists, whose moral
presuppositions might otherwise have been incommensurable with one another.*® Principles,
therefore, become universal or general guides to actions. Francis Parker argues that regulations
are significant in life because life has no sense; without principles, the world will be
incomprehensible. Without them, life is impossible, either literally or conceptually, and that
life will be meaningless.*°

Pellegrino proposes the principle-based model as irreplaceable, inevitable, and
indispensable to medical ethics. He acknowledges the authenticity of the varied criticisms
leveled against principle-based ethics by some protagonists of a virtue-based model approach
to ethics, feminist psychology, casuistry, or ethics as narrative, experiential, or existential

phenomena. They commonly describe principlism as too abstract, too removed from the moral
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and psychological realities of actual people making actual choices, and too male-oriented in its
psychology and reasoning and as ignoring the character, gender, life stories, and cultural
identity of moral agents. He however, disagrees that these criticisms could “do away with
principles or are themselves fully adequate replacements.”*! Thus, integration and a suitable
linkage between the principle-theoretical ethical framework and the non-principle-based
ethical sources should be the hallmark of the ethics that will resolve the modern moral and
professional challenges in medicine.

In search for a suitable ethical model that will help us to confront the problem of social
and moral pluralism and to help us resolve moral dilemmas more efficiently in medical
practice, Pellegrino suggests that instead of looking up solely to moral principles, we should
also examine the virtues that have spanned the history of medicine to this day. He describes
these virtues as reliable because they are built on the teleological structure of medicine. They
look into the healing ends of medicine, which create the bond of healing in the doctor-patient
relationship, which is still the ultimate goal of the profession of medicine.**?

How does Pellegrino approach this project of linking and integrating principles and
grounding them more firmly in the phenomena of the doctor-patient relationship? He does this
in two ways: One is external, “by the application of an already developed philosophical or
ethical system to the medical relationship.”**® In this first approach, Pellegrino suggests using
principle-based ethical systems like consequentialism and deontologist in judging moral
actions in clinical decision-making. The second approach is teleological in the classical
context, oriented to the ends and purposes of the doctor-patient relationships, which determines
the rightness and wrongness of actions within the clinical setting. Thus this second method is
an invitation to “examine the doctor-patient relationship with the method of philosophy (critical
reflection) but without the content of a specific philosophy to drive from the relationship what
is required ethically and what principles best exemplify what is required.”*** This approach
appears more objective and universal, as it is not tied to any particular view. It gives room for
critical appraisal based on a universal goal of the profession of medicine. Thus, the ends of
restoration, improvement, and curing illness become the moral scale for determining and

judging right and wrong clinical actions and decisions.
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Pellegrino’s project of linking principles or the prima facie with non-principle-based
ethical theories by grounding the phenomena of the physician-patient relationship has
remained, despite its inadequacies, one of the most influential contributions to the development
of medical ethics in contemporary society. His struggle to merge principle-based ethics with
non-principle-based ethics in the medical profession led him into propounding his famous
virtue-based model ethics in medical practice. A theory in which he formulated a scale of
balance between principles and virtues as suitable pillars for medical ethics. He emphasizes the
indispensability of both principles and virtues by balancing the role of principles and virtues as
complementary ethical forces in medical practice. He considers and describes both principles
and virtues as immensely valuable in medical professional roles. Pellegrino seeks common
grounds between principles and virtues or a non-principle-based ethical framework.

Consequently, none of them is expendable from medical ethics because both principles
and character or the agent is crucial and essential for medical professionals. In his argument
and proposal for the necessity and complementarity of virtues and principles in medical
practice, Pellegrino summits: “It is the agent who interprets principles, selects the ones to apply
or ignore, puts them in order of priority, and shapes them in accord with his life history and
current life situations. This reality has been too often ignored in past biomedical and clinical
ethics explorations. A proper balance must be struck between rule-based and virtue-based
ethics for the health of both.”?%

Pellegrino attempted to reconcile and initiate a link between the principles and non-
principle-based ethical models by arguing that each of the approaches has “something to
contribute to medical ethics and must be taken into account in any attempt to formulate an
integral or comprehensive moral philosophy of medicine.”*”¢ Pellegrino amalgamates the two
models as he contends strongly “virtue-based ethics, as well as the newer alternatives to
principle-based ethics, must somehow be joined to principle-based ethics if the limitations of
each approach are to be balanced by the strengths of the other.”*°” He discourages any attempt
to argue about the superiority of a virtue-based ethic over the principle-based model by seeking
to spell out more clearly the relationship between principles and virtues in such a manner that
the weakness and nuances of the approaches can be accommodated.

The major problems that Pellegrino wrestles with in his theory of medicine are

apparent. He set out to resolve the issue of socio-political and moral pluralism. He intended to

39 Pellegrino and Thomasma, The Virtues, 19.
39 Ibid, 20.
397 Ibid, 19-20.

107



use his teleological theory of mercy to harness and resolve the clash of the conceptual problems
in medicine and to resolve the ethical dilemmas between the principle and non-principle-based
ethical theories. On the need to harmonize the role of principle and non-principle ideas,
Pellegrino argues that it is one thing to have, and know the moral principles while applying
them to particular situations is another. According to Pellegrino: “One may have a good grasp
of ethical principles and yet not apply them correctly or dependably; on the other hand, there
are persons of character who may not be aware of moral principles or may even reason
incorrectly about them but are of such character that they can be depended upon to act
rightly.”?%®

It follows that it is not sufficient to settle for character alone as a basis for ethics; neither
is it enough for principles alone as foundations for medical ethics. Good dispositions or good
character alone will not ensure that the act or moral choice is good. It can provide good
intentions and motives. However, the moral quality of actions and persons depends on how
preferences, circumstances, and acts relate to each other. Ethical principles alone cannot be
used as the basis for moral philosophy. This does not deny that moral principles are the
benchmarks against which we may assess the moral quality of these relationships. Pellegrino
avers: “A complete moral theory must, at a minimum, tie some conceptual knots between duty,

principles, and virtue.”**” We shall see more of these specifications in chapters three and four.

2.5 Fourfold Components of the Patient’s Good

The theme of the patient’s good remains central to Pellegrino’s medical ethics. It is an
obligation and the responsibility of all health care providers in their capacities as healers to
prioritize the Hippocratic Oath. He acknowledges that acting for the patient’s good is the most
and universal principle of medical ethics.*?° For Pellegrino, working for the good of the patient

2401 From this moral

“is the ultimate court of appeal for the morality of medical acts.
perspective, Pellegrino argues that sound medical ethics must be characterized by a distinctive

concept of the definition of the good of medicine. He writes: “Any ethics of the process of the
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clinical decision must begin with a clear notion of the good of the patient.”**> As earlier
discussed in section 1.5 of the first chapter of this work, Pellegrino identifies the patient’s good
as the felos of medicine.

However, Pellegrino laments that there is no agreed-upon philosophical anthropology
or metaphysics in our pluralistic society upon which some shared idea of the good for humans
could be based.*® Just as general differences exist and relativized and subjective theories
towards the meaning of good, the different parties in the clinical encounter also hold opposing
views about the meaning of the patient’s ‘good’ or the ‘good of the patient.” There are divergent
interpretations that engender some of the most vexing ethical dilemmas in clinical decision-
making that cannot be solved without a clear understanding of the meaning of the patient’s
good.

Focusing on the traditions of the Hippocratic corpus’ elaborations of the benefit of the
patient as the good of medicine and the Aristotelean teleological explications of the goal of
medicine as the healing of the sick person, Pellegrino succinctly asserts: “The first principle
of medical ethics, the end to which it is directed, is the good of the patient.”*** This good, in
clear terms, is the restoration of health to a sick person or “a particular kind of good that pertains
to the human person in a particular existential circumstance —being ill, and needing the help of
others to be restored or to cope with the assault of illness.”** This resilient claim has remained
undoubtedly stable for ages in the history of medical debates. No school of thought has been
able to refute the fact that medicine exists for the patient’s good.

We are however, confronted here with the long and unsettled perennial philosophical
issue of the indefinability of ‘good.” Katz argues that the question of what constitutes the
meaning of the concept of good is a problematic one in both semantics and philosophical
quarters. Katz suggests that the helpful way we may accomplish or arrive at meaningful
subcategorization of the meaning of good is by adhering to the evaluation of the semantic
markers characterized with symbols representing the concepts of use, function, duty, and

purpose.*®® The topic around the concept of the good, in general, revolves around the question
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of the constitutive elements of the good, the criteria for deciding what qualifies a person or a
thing to be good, or an event or an action to be good.

The Greek word ayaBo¢ (agathos), and the Latin word “bonum™ literarily express the
English word good connoting being beautiful, nice, and kind and many more pleasant
expressions about good. While the word ‘good’ connotes different meanings ranging from
economic and other dimensions. Andrej Marniarczyk underlines its moral connotation and
significance, which is connected to the moral qualification of acts. In this sense, we speak of
right or good acts, decisions versus evil, wrong, or bad acts and decisions.*’’ In an aesthetic
sense, we speak of good in terms of pleasure and appearance such as good paintings, good
work, or good music. In the court of metaphysics, the term ‘good’ primary connotes “a mode
of the existence of a being that is in agreement with the will of the maker or creator”.**® This
metaphysical dimension provides us with the sense of the end-purposefulness of things and
persons in the universe.*?”

A long time ago, Aristotle wrestled with the problem of the multiplicity and the
relativity that surround the variety of our uses of the concept of ‘good’. He argued that the
meaning of good varies significantly, as it applies to each category of being. He considers good
to be spoken of in varied ways as it is in the case of being, which is considered to be understood
in multiple ways. In this manner, he classifies good in a hierarchical order, such as the honest,
utilitarian, and pleasurable good.*!® Aquinas’ Commentary on Ethics also emphasized the
multiple, complex, and varied nature of the notion of the good. More recently, some scholars
like Georg Henrik von Wright and Alasdair Macintyre*!! have tendered beautiful philosophical
submissions concerning the multi-dimensional nature of the use of the ‘good.’

Idris Murdoch has observed that philosophy, moral philosophy, in particular,

demonstrates the sovereignty of good over other concepts. Ethics describes the good as
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sovereign over other concepts such as courage, freedom, truth, and humility and with the power
to unify them.*? Apart from the difficulty in finding the criteria of deciding what qualifies
something or an event to be termed as good, another critical characteristic of the concept of
good is its applicability to several different classes of objects and events that demand
descriptive and evaluative interpretation of the meaning of good.*!?

Similarly, the problem of the meaning of good in medicine poses a severe challenge to
understanding the patient’s good, which medical enterprise strives to achieve. Pellegrino was
so preoccupied with the fact that in morally diverse society exists opposing views of ultimate
and immediate good held by parties in a clinical decision involving moral voice. He argues that
the problem of conflicting opinions about the patient’s good, which he describes as “the most
ancient and universally acknowledged principle of medical ethics,”*!* must be clarified. The
role of the concept of the patient’s good is that it grounds ethical theories and shapes how these
principles are applied in particular cases. Therefore, the notion of the patient’s good becomes
a concrete point of reference for all medical acts.

The only possibility for which, on rare occasions, this principle can be set aside must
be in exchange for the common good, and this is done with trepidation and in only the most
urgent circumstances. In an attempt to resolve the problem of the plurality of good, Pellegrino
proposes and examines four interpretations or meanings of the patient’s good and suggests a
general hierarchy or ranking of them. It is through the instrumentality of this compound theory
of the good as Xavier Symons observes “Pellegrino argued that medicine is a social practice
with its unique goals-namely, the medical, human, and spiritual good of the patient and that the
moral norms that govern medical practice are derived from these goals.”*!

The above listed four components of the patient’s good are related to each other but
distinct that the physician is obliged to respect each level of patient good. The hierarchy of
patient’s good enables the physician to determine how moral conflicts should be resolved

concerning the patient’s good.*!¢ For Pellegrino:

412 See, Iris Murdoch, “The Sovereignty of Good Over Other Concepts” in The Virtues: Contemporary Essays on
Moral Character eds., Robert B. Kruschwitz and Robert C. Roberts (California: Wadsworth Publishing Company,
1987), 83.

413 See, Hare R, M. “Good" as a Commending Word” in The Virtues: Contemporary Essays on Moral Character
eds., Robert B. Kruschwitz and Robert C. Roberts (California: Wadsworth Publishing Company, 1987), 234.

414 Edmund Pellegrino, Moral Choice, the Good of the Patient, and the Patient’s Good in Ethics and Critical Care
Medicine eds., John C. Moskop and Loretta Kopelman (Holland: D. Reidel publishing company, 1985), 117.

415 Xavier Symons,” “Maclntyre, and the internal morality of clinical medicine” Theoretical Medicine and
Bioethics (2019) 40:243-251 https://doi.org/10.1007/s11017-019-09487-8

416 Pellegrino confined himself to the patient’s good as perceived by the patient and avoided the more profound
issues of the good of the patient metaphysically. He used the example of decisions not to resuscitate as a paradigm
case for the issues involving the patient's good though the analysis applies to most clinical decisions involving

111



The good of the patient is a particular kind of good that pertains to a human person in a
particular existential circumstance -being ill, and needing the help of others to be restored, or
to cope with the assault of illness. In a general way, the good the patient seeks is the restoration
of health - a return to his or her definition of what constitutes a worthwhile way of life - one
that permits the pursuit of personal goals with a minimum of pain, discomfort, or disability.
This is the end the patient seeks in the medical encounter, and the physician promises to serve
by his act of “profession” - his promise to help with the special knowledge at his disposal. The
physician thus becomes an instrument for the attainment of the good the patient seeks.*!’

Pellegrino finds the phenomenology of the clinical encounter as a suitable ground for exploring
the concept of the patient’s good in concrete terms. He clarifies that there is a distinction
between the good as perceived by the participants in clinical decisions and the ontological
nature of good. He explains that his aim is to neither answer the prickly questions on the
objectivity or non-objectivity of the good, nor point out whether particular interpretations of
patient good are metaphysically sound or not. Instead, his focus is on the fact that widely
divergent interpretations do occur. Even though physicians, patients, and families must make
decisions together, and that the conflicts, when they occur, must be dealt with in a morally
defensible way.*!8

Pellegrino’s theory of the patient’s good takes a quadripartite structure. He arranges a
hierarchical and complex inter-relationship that exists between medical, personal, human, and
spiritual good. Pellegrino aims to provide a clearer vision and identification of each component
of the patient’s good, clarify the use of this universal notion, and understand the conflicts that
can result from its varying interpretations.*'* We now proceed to examine Pellegrino’s account

of the four levels of the patient’s good.

2.5.1 The Medical Good

The ‘biomedical’ or ‘techno-medical’ good is the lowest in ranking among the four
components of Pellegrino’s theory of the hierarchy of the patient’s good. It is viewed as what
medicine can achieve technically. It is the good that is achieved through the knowledge,
science, and technique of medicine. According to Pellegrino:

The medical good relates most directly to the aim of the art of medicine, that part which is based
on the knowledge, science, and technique of medicine. The medical good aims at the return of
physiological function of mind and body, the relief of pain and suffering, by medication,
surgical interventions, psychotherapy, etc. At this level, the patient’s good depends on the right

moral choice. Finally, he suggested that a proper analysis of the patient's good will make for an ethical sounder
physician-patient relationship and a clearer interpretation of the usual principles of medical ethics. See Pellegrino,
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use of the physician’s knowledge and skill, which is the first step in the fulfillment of the moral
obligations of his or her promise to help those, which are intrinsically part of the medical techne.**°

Pellegrino argues that medical good is fundamental and must be brought into proper relation
with the other levels of the patient’s good. It encompasses the effects of medical interventions
on the natural history of the disease being treated and can only be achieved by applying expert’s
technical, medical knowledge, cure, containment of the disease, prevention, amelioration of
symptoms, or prolongation of life.**! This good is born out of the physician’s artisanship, his
capacity to make the technically correct decision and carry it out safely, competently, and with
minimal discomfort to the patient. Biomedical good is usually captured under the phrase
‘medically indicated.”**?> Matters surrounding the medical good are best described as matters
of scientific judgment proper to medicine.

However, Pellegrino cautions physicians about the danger associated with medical
good. He claims that most physicians make two errors concerning medical indications: The
first is to reduce patient’s good to medical indication. This leads to the fallacy of the medical
imperative: if any good can be achieved by a procedure, that procedure must be done. With
this view, medical ethics is reduced to doing whatever is medically indicated; and any other
sense of the patient’s good is ignored.*** This error may arise because of excessive or myopic
dependence on medical goods as the source of professional judgment to the detriments of the
other sources of the decision in clinical decision-making. The second error is the mistake of
measuring the value of someone’s life as worth living on the scale of biomedical good.
According to Pellegrino, the physician makes this error when they try to “mix quality-of-life
assessments with medical indications.”*?* The human life is too complicated to be assessed as

worth living based on medical good alone because it entails more than just a physical being.

2.5.2 The Patient’ s Perception of the Good

This theory of the patient’s good places the right and freedom of the patient at the center
of every medical intervention. The patient’s autonomy stands as a crucial prerequisite for
determining the good of the clinical encounter. The essential point made by Pellegrino on the

patient’s good states: “Biomedically or techomedically, good treatment is not automatically a
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»425 This theory prioritizes the patient’s decision

good from the patient’s point of view.
concerning the choice to be made regarding his health. It emphasizes that this choice must be
examined in the context of the patient’s life situation and their value system.*?® Hence, the
concern is with the patient’s personal preferences, choices, values, and the kind of life he wants
to live, and the balance between the benefit and burdens of the proposed intervention.**’” This
requires the patient’s personal decision on the good of health, choosing from the different
available options of the medical good.

The patient’s age, gender, social status, and many more can influence the patient’s
decision. The patient, as Savett describes, is both the starting point and the center of the drama
of the clinical encounter. Consequently, medical care starts from the patient’s story, and
without it, “one cannot be a good physician without understanding what it is like to be a
patient.”*?® While the physician may have every good intention to bring about the wellbeing,
the perfection, or the wholeness of the patient, the patient who goes through the pain of the
diseases, that he is being treated for, also stands in a better position to determine what
constitutes his good in a particular situation. The need for a physician for a physician to take
into account the preferences of a particular was highly recommended in the e structures of
ancient Greek medicine. The Hippocratic physician needed to know his patient thoroughly
with respect to what his social, economic, and familial circumstances were, how he lived, what
he usually ate and drank, whether he had travelled or not, whether he was a slave or free, and
what his tendencies to disease were. The theoretical reasons for this were embedded in the

Hippocratic writings.*?’
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2.5.3 The Good for Humans

This element demands special attention because the problem of the meaning and
definition of the concept of the human person has become an exciting area of study. Debates
on the concept of the human person have continued to be a subject that attracts the attention of
scholars in every era. Battista Mondin laments that the dissolution of the concept of person
has found room in modern thought and that it has had frightening consequences on the political
and social plane. Such frightening consequences include monstrous activities like the
extermination of the Jews and Gypsies in Europe of Nazi period, racial discrimination, the
manifold manipulations of man through science and technology, barbarous and iniquitous laws
such as the legalization of abortion, are due not only to human wickedness but, but also to the
dissolution of the concept of the human person on the philosophical plane.*** This new
barbarism that has hit humanity has provoked and propelled many contemporary philosophers
to reflect on the dignity and value of the human person.

Adequate definition and understanding of the anthropology of the human person are so
essential to ethics that its lack can lead to a shallow concept of ethical theories and moral
judgment. A wholistic and integral and approach to medical practice is indispensable.This is to
say that ethical analysis relies heavily on anthropology for its justification. To this end, an
understanding of the concept of the human person becomes a prerequisite for the formation of
every philosophical theory and its application to existential human phenomena. Since
professions are framed towards the good and the gratification of the human person, it demands
that the concept of the human person be fully understood within the context of these
professions. Pellegrino does this in the medical profession through his theory of the good of
the patient as a human person. The president of the Pontifical Council for Pastoral Assistance
to Health Care Workers, Archbishop Zygmunt Zimowski, beautifully brings to light the
Church’s call on the centrality of the dignity of the human person in health care. He highlights
the fact that medicine’s response to human suffering concerns the good of the human person
and society. He also points out that those fundamental human phenomena, such as suffering,
sickness, and death, rest together with the related questions about the role of medicine and the

mission of physicians concerning sick persons.*!

430 Mondin Battista, Philosophical Anthropology, Man: An Impossible Project? translated by Miroslaw A Cizdyn
(Rome: Urbaniana University Press, 1985), 253.

41 Zygmunt Zimowski, ‘Preface’ New Charter for Health Care Workers (Citta" del Vaticano: Liberia Editrice
Vaticana, 2017), vii.

115



The human person is the centre of everything. It is argued that the human person is the
most appropriate point of departure for elaborating on the meaning of morality in general and
providing the fundamental criteria necessary for dealing with specific moral questions. In this
sense, the human person serves as the best criterion for determining proper ethical behaviour
because it is from the concept of the human person that moral philosophy derives its absolute
and universal norms. Thus, morally correct actions are done in accord with the natural end of
each faculty.> This implies that a personalistic foundation of morality expresses the
anthropological foundations of morality and adequately captures the uniqueness of the human
person without abandoning those features of the shared human condition and the moral
demands founded upon them.**

In the first part of the document, Gaudium et Spes, of the Second Vatican Council, a
personalistic foundation of morality is advocated for catholic moral thinking. The second part
of this same document employs this personalistic criterion as a tool for resolving or dealing
with moral issues and moral dilemmas related to marriage and the family. The Council Fathers
advocate: “Therefore when there is a question of harmonizing conjugal love with the
responsible transmission of life, the moral aspect of any procedure must be determined by
objective standards, and these are based on the nature of the human person and his acts.”***
Personalistic morality suggests that human actions should be judged in such a manner that
integrally and adequately considers the human person’s nature as a criterion for justifying the
rightness or wrongness of a particular action.

Pellegrino argues that medical ethics cannot stand apart from some explicit theory of
human nature and the good. The more vague our definitions of human nature and its telos, the
more difficult it is to keep virtue from becoming a vice.**® This is based on the emphasis that
medical ethics focuses more on the agent’s character since medical practice deals with the
human person. It, therefore, requires consistent philosophical anthropology to prevent it from
becoming merely subjective, relative, and self-destructive.

The sense of the patient’s good as a human person is that which is most proper to being
a human person. This theory seeks and finds its roots from the personalist anthropological and
humanistic philosophical trends that propagate personalistic norms regarding the integrity and

the dignity of the human person. It puts human rights and dignity at the helm of medical
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intervention. At this level, Pellegrino advocates that both the medical good and the patient’s
perception of good must align with the good for humans as humans. This refers to that good
that is peculiar or unique to humans as human persons. This good calls for the preservation of
the dignity of the human person, respect for his rationality as a being who is an end in himself
and not as a mere object or means, whose value is intrinsic and not extrinsic or determined by
external attributes such as one’s wealth, education, position in life and a gamut of others.**
Roman Darowski states that the contemporary definitions of a human person as an
independently existing rational substance that can act rationally and freely manifests in man’s
distinctive ability of intellectual cognition, the ability to choose values, and a subject of rights
and duties.*’

The peculiarity of this humanness or humanity is derived from the anthropologies of
some scholars like Boethius, Aquinas, Karol Wojtyla and many more others. They emphasize
the rational nature of man and differentiate him as a distinctive being from the world of
objective entities. It is on this definition of the human person that Karol Wojtyla classifies the
human person as “an objective entity, which as a definite subject has the closest contacts with
the whole (external) world and is most intimately involved with it precisely because of its
inwardness, its interior life”.**® Wojtyla adds that what makes the human person more unique
than other creatures lies in the fact that apart from his ability to communicate with the visible,
he communicates his inner self, the invisible world, and most importantly, with God.**° For
him, the assertion that a human being is a person is undoubtedly, it is universal, and everyone
agrees with this assertion despite differences in worldviews.**

In this anthropology of the human person as self-transcendent, self-determined and self-
possessed,**! Wojtyla argues further that since the human person lives according to his reason

2

and freedom, from his interior,**> a person should not in any form of human relationships be

used by another human being as a means to an end.** It is on this fundamental principle that
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Karol Wojtyla builds his personalistic norm.*** Deborah Savage comments that Woytyla dwells
largely on the truth and meaning of personhood and human life and the problem of the
subjectivity of human beings,*** which forms the basis of human praxis, morality, culture,
civilization, and politics.**® Thus, a personalistic norm serves as a veritable tool for recovering
the eroded personalistic values. It helps to establish cultural values in the human being as an
autonomous subject, and as a rational being.

Battista Mondin argues that using the named person to address a human being expresses
man’s entire reality in a precise and unequivocal way since we never use this term for plants
or animals, but only for man.**” Through his theory of the generic good of humans, Pellegrino
acknowledges having been influenced by the classical natural law view, in which “the good for
humans is not subject to social construction.”**® Due to the rational nature and the dignity of
the human person, Pellegrino argues that physicians must take into account that the patient,
whose good the clinical encounter seeks to achieve, possesses the capacity to use reason to
make choices and to communicate those choices through speech and the capacity to establish
a life plan. The human person also can select from a variety of goods those things that are
preferred for reasons that are unique and personal. Humans might not reason wisely, prudently,
or correctly, but the freedom to do so is a good without which it is impossible for the mentally
competent person to live a good life.**

Pellegrino states that in the clinical encounter, both the medical and the patient’s good-
must protect and be in alignment with the good for human beings as humans. Like Pellegrino,
James Marcus adds that in humanistic or humane medicine models, the patient is viewed as an
organism, composed generally of two separate parts: one physical and the other psychological
or mental. In the light of this humanistic view, instead of reducing the patient to the physical
body alone, the humanistic practitioner encounters the patient as an organism composed of both
body and mind within an environmental context.**°

Any physician who ignores the patient’s notion of the good automatically violates the
patient’s good as a self-determining rational being. No situation or condition can devalue a

human person from being a human being, and this fact must never be neglected in the healing
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relationship. Pellegrino argues: “Denial of care to the poor violates their dignity and value as
human beings. Devaluing the lives of the disabled does the same.”*! Poverty or being
handicapped does not imply the loss of humanity and what makes the patient human. Pellegrino
considers the patient’s good as a human person as more general good than the other components
of the good.**? The Catholic Bishops of Nigeria have argued that sickness is part of the human
nature. The phenomenon of sickness does not diminish the sick person’s value as a human
being. It does not reduce or take away one’s rights a human person.** Human nature is
universal, and it remains the foundation on which familiar ethical principles are philosophically
rooted. The dignity of the human person as a self-determined, accessible, and thinking serves
as the bedrock for morality.

It is possible to argue that any ethical theory not founded on the human person paves
the way to ethical dilemmas. Thus, to possibly resolve any ethical dilemma, contemporary
ethics must return to the personalistic foundation of morality as the basis and nucleus of modern
approach normative ethics. We have seen earlier that humanity and human nature are one. We
have also seen that morality is not conceived in isolation but about human phenomena. It
follows that medical ethics, like other branches of philosophy, should spring from seemingly
simple questions that surround the meaning of human existence and human experience. What
makes honest actions right and dishonest ones wrong? Why is death a bad thing for the person
who dies? Is there anything more to happiness than pleasure and freedom from pain? These
questions are common and universal to humans of every historical period of different cultures.
Therefore, personalistic morality is an ethic for corporate existence since it reflects on human

experience and his quest for meaning and purpose in life.

2.5.4 Spiritual Good

Pellegrino classifies this spiritual component of the patient’s good as the ultimate or the
highest form of interest in the clinical encounter. It holds good of the patient as a spiritual
being, that is, as one who, in his way, acknowledges some end to life beyond material well-
being.*** According to Pellegrino, this spiritual dimension of man or the realm of the spirit

gives ultimate meaning to human lives. It is that for which humans will often make the most
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significant sacrifices of other good things.*>> He identifies the realm of the spirit for many
people to be religion. People are guided by specific religious beliefs or doctrines that carry
ultimate weight in their decisions. Thus: “From the perspective of natural law, the spiritual
destiny of man is his highest and ultimate good.”*®

History provides us with a picture of the powerful influence of religion on people’s
decision-making. Stories about religious figures like the saints and other heroes of faith who
gave their lives to be burnt to death because of their uncompromising religious beliefs and
convictions which they consider as of highest value are all instances of how the ultimate good
supersedes all other forms of good. Adherents of different religions cannot compromise their
religious values for any of the goods in this life. The entire idea of the ultimate or spiritual good
in the clinical encounter as advocated by Pellegrino stipulates that physicians must ensure that:

Whatever the origin and content of one’s spiritual beliefs, the three lower levels of good I have
described must accommodate the spiritual good. For example, a blood transfusion might be
medically ‘indicated’ for the Jehovah’s Witness, abortion of a genetically impaired fetus for a
Catholic, or discontinuance of life support for an Orthodox Jew. But in these cases, the mere
medical good could never be a healing act since it would violate the patient’s highest good.
Similarly, the Muslim, the Buddhist, the Hindu, or the humanist patient has his spiritual good,
which must be encompassed within a clinical decision if it is to serve the ‘good’ of the patient.*’

The central claim here is that the ultimate good, or the good of last resort, must take
precedence over the other forms of patient good.**® Pellegrino states forcefully:

Strong paternalism concerning a patient’s choice of ultimate good is morally offensive. The
ultimate good is the starting point of a person’s moral reasoning, his first act of intellectual faith
so to speak. If he or she is competent, it must be respected over medical good, and the
physician’s, society’s, the family’s, or the law’s construal of ultimate good.**

We must note that while Pellegrino uses the spiritual good or religion here as an instance to
demonstrate the primacy of the highest good over other forms of good in medical practice, he
should not be misunderstood as suggesting religion to be the determinant scale of the good in
medical practice.

Pellegrino’s theory of the four components of the patient’s good reveals the complexity
surrounding the nature of the good and the complexity over the choice of the good in medical

practice. In every clinical decision, these four senses of the good are intermingled since the
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notion of the good involves a variety of interpretations and connotations. Pellegrino proposes
a rational organizing principle as a veritable tool for resolving the dilemmas surrounding the
choice of the good in clinical encounters. He states: “Conflicts between good things can only
be resolved according to some rational organizing principle.”*** Mainly, Pellegrino places the
human good at the heart of every choice we make regarding good, especially in clinical the
encounter. He argues that the combination of our choices at each of these levels and the way
we relate one to the other essentially defines us as persons.*®!

The theory of good in medicine has some limitations. Pellegrino admits the weaknesses
and limitations of his theory of the good of the clinical encounter by humbly acknowledging:

At the outset, and throughout this discussion, we must remain clear about the distinction
between the good as perceived by the participants in clinical decisions, and the ontological
nature of good. This essay cannot presume to deal adequately with the prickly question of the
objectivity or non-objectivity of the good. The point of this essay is not whether particular
interpretations of patient good are metaphysically sound. Rather its focus is on the fact that
widely divergent interpretations do occur, that despite that fact, physicians, patients, and
families must make decisions together, and that the conflicts, when they occur, must be dealt
with in a morally defensible way.*¢?

However, while Pellegrino acknowledges that the use of the four theories of the patient’s good
serves as a powerful tool for effective clinical exercise, he humbly admits that its application
to practical circumstances or cases in the clinical encounter results in some existential
complexities, dilemmas, and difficulties. He admits: “Ethical conflicts between and among
patients, physicians, families, and other health workers are a growing problem in clinical
ethics.”*63

The first difficulty identified by Pellegrino is that of the inaccessibility and
identification of the four levels of the patient’s good and the inability to establish this quadratic
order of priorities among them. For instance, a physician dealing with infants, children below
the age for responsible decision-making, the intellectually retarded, the elderly, or those in
permanent vegetative states may lack complete knowledge about the patient’s personal
preferences or spiritual beliefs.*o* In this situation of the lack of the patient’s preferences and
individual good, what can the physician do? Pellegrino suggests that since “clinical ethics
imposes the duty to come as close as circumstances permit for an estimate of the patient’s good

as a whole,*% the physician can estimate. Meanwhile, the medical good and the good of the
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patient as a human being will remain accessible without the patient’s preferences. It is entirely
impossible to know about the personal preferences of the infants. Still, in the case of adults,
surrogates, and others, the physician relies upon the prior knowledge of the patient’s
preferences to act.

Another challenging conflict arising from applying the theory of the four levels of the
patient good in clinical encounter is what Pellegrino refers to as the clash of interest between
the patient’s and the physician’s preferences. This “centers on the degree to which a particular
patient’s preferences, world-views, and religious practices impinge on the physician’s own

beliefs about what is good for the patient.”4¢

What makes the clinical encounter very
challenging in a pluralistic society is that it is a conglomeration of different kinds of people
who have diverse views about morality and various preferences for the notion of good.
Pellegrino’s admonition is that the good as perceived by the patient and the physician himself
in a clinical encounter must be respected. There should not be a one-sided consideration to the
ultimate or total good. He argues: “the summation of the four levels of good must not be
equated with the patient’s perception of the total good.”*%” It is commonly a misunderstood
notion that the internal morality of medicine is based on the patient’s good with the assumption
that the physician is bound to do whatever the patient defines as good.*®3

The above claim does not deny that the patient’s preferences and experiences do not
play a central role in the clinical encounter. It is easy to claim that the patient remains the best
book that guides the physician’s activities. A physician who possesses good knowledge and
understanding of his patient stands the chance of being effective and successful in achieving
the goal of the clinical encounter. The need for deliberation between the parties of the clinical
encounter should be guided by the hierarchical levels of the patient good. This deliberation
between the parties of the clinical setting, especially between the patient and physician,
demonstrates that they have come together for the sake of healing and that they work toward

the same end: the patient’s good. It is expected that they deliberate and work together until a

right and good healing action is chosen at the end.
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2.6 Medical Expertise and the Role of the Clinical Judgement

The problem of judgment in the professions is not limited to only medical practice; it
is a problem that occupies a central stage in professional practice. Susan White and John
Stancombe contend that judgment problems are intrinsic and inescapable imperatives for
clinicians and most professional roles. According to them: “Professionals are routinely faced
with having to decide which diagnosis, or whose version or account of the troubles, they find
most convincing and/or morally robust.”*¢?

Judgment in professional roles rests on how professionals use or put formal knowledge
into professional contexts and on the kinds of reasoning they use, especially about individual
situations, cases, and professional dilemmas. Judgment in professional roles also becomes the
basis for moral decisions in professions as social roles, which are value-laden and demand
choice-making in occupations. As Robin Downie and Jane Macnaughton argue, “it is also
characteristic of doctors to be decisive.”*’? Similarly, Pellegrino asserts, “medical and clinical
decisions generally require the closest integration of scientific and moral reasoning and
judgment.”*"!

From the general point of view, judgment or judging involves an evaluation or
assessment of evidence, data, or observations, to discern or decide a path of action.*’? In
medical practice, clinical judgment refers to the range of complex reasoning tasks and activities
performed by clinicians in the context of offering diagnosis, therapeutic options, and prognosis
to patients regarding their health and illness. The philosophically relevant aspects of clinical
judgment relate to the status of the reasoning and logic that inform clinical assessment.*”?

The clinical encounter requires a lot of judgment as the physicians encounter divergent
peculiarities in their clinical activities. The clinical decision reflects how the doctor or
physician thinks in his exercise of clinical judgment as he works out what is best to do for the
good of a particular patient. These particularities of the clinical encounter demand that the

physician act, not just act, but rightly. As Pellegrino describes clinical judgment as essentially

an exercise of prudence, the need to act rightly requires wisdom and reasoning.*’*
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According to Arthur Elstein, clinical reasoning begins with the fact that “the physician
encounters problems or situations that seem somehow indeterminate. Selectively collecting
information and combining it into a judgment or decision can only resolve these problems.
Questions such as “what is wrong with this patient?”, what are the causes of these symptoms?

or what should we do about this situation”’?*’>

are useful for clinical judgment. Diagnosis is
just a first step that sparks the clinician into a deeper level of the clinical exercise as Savette
underlines: “a diagnosis dictates decisions and action.”*’® Thus, diagnosis becomes an ongoing
process of defining and refining what actions and decisions should be taken for the patient’s
good. It stings the physician to ask repeatedly vital and logical questions about the diagnosis
presented. It is often believed that good thinking results in good output, just as sound and
logical reasoning or judgment are expected to lead to good decision making.

Clinical judgment is a reflection of what Kurt Baier describes as reasoning in practical
deliberation. For him, practical reason seeks answers to what should be done at each particular
instance. The question of what shall I do or what is the best thing I can do requires value
judgment for an answer. This question surfaces mostly when there are different aims and ends
from which one must be considered and chosen as the ultimate to aim or end, summum bonum,
to which all ordinary ends are merely means.*”’

For Pellegrino, clinical judgment is a specific activity. What physicians do most clearly
distinguishes them and their enterprise from other human activities. Therefore, for a medicine
theory, an understanding of clinical judgment must be taken as a central element. According to
him: “clinical judgment ends at establishing the most probable diagnosis or at the best selection
of a treatment.”*’® It is deliberately aimed at some specific purpose or goal. This goal is not
unconnected with the goal or end of medicine; that of being healed, of being restored, and of
being made whole or relieved of some noxious element in the physical or emotional life of the
patients which they define as a disease that distorts their accustomed perception of what is a
satisfactory life.”

Further still, Pellegrino argues that clinical judgment remains the cornerstone of sound

medical practice despite the technological progress and scientific advancements of the last
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decade. Through it, the physician can interpret the patient’s condition, and it is through clinical
reasoning that the use of advanced technology can be appropriately applied to particular clinical
cases. In line with Pellegrino, many scholars argue that despite the medical advancements,
progress in science and technology, many diseases remain disabling or lethal. Thus, the
clinician’s judgment of the patient’s situation and his ability to make the right decision and
take reasonable action for the patient’s good is of paramount importance for effective medical
practice.*8

Susan White and John Stancombe describe the nature of medicine as consisting of “both
practical-moral and rational-technical activities.”*! Pellegrino states that technical knowledge
alone is not enough to lead the physician along the long way of the clinical setting, because
“the subjects of medical decisions are humans, and humans in a special state of vulnerability -
anxious, in pain, and dependent upon the physician’s knowledge, skill, trustworthiness, and
responsible management of the power that professional status confers.”*%?

Pellegrino attempts not to revoke the utility of scientific medical formulations but to
locate more precisely the several reasoning modes, which he refers to as the anatomy of clinical
judgment helpful at each of the sequential and simultaneous steps, which eventuate ultimately
in a clinical action.*®® Each of these several reasoning modes is, by its nature, an end-oriented
interconnected series of decisions demanding different types of reasons and reasoning which
will justify a particular course of action, for a specific patient, given that patient's specific
existential situation at the time of the decision.***

In this case, the clinical action or decision must be harmonious as possible with a
particular patient’s clinical context, values, and preferences.*®* Clinical judgment embodies
many components. While contextually determining a specific patient’s situation, it employs
science, language, social interaction, history, emotion, and moral judgment as essential
elements of clinical decision-making. Pellegrino’s doctrine of clinical judgment as determining
the condition of each particular patient does not promote relativism of any sort. It only
emphasizes the particularistic and contextual dimension of the nature of clinical reasoning in
bringing about the peculiarity of each patient’s experience in the face of sickness despite the

universality of the phenomenon of illness and disease. This reflects in all ramifications
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Pellegrino’s position: “the primary end of clinical judgment - a right healing action for a
particular patient.”*%

The case of a particular or single patient is an essential element and a starting point or
the first-hand information for clinicians in clinical practice, and its importance cannot be
overemphasized. It is customary and logical as Montgomery argues:

Start from the demands of the patient’s condition and not from the need for generalizable
knowledge, and their goal is just as particular: to treat the patient’s illness, not to test the
therapy. They cannot begin by reasoning from the general rule to the specific case because
biological laws are too abstract and imprecise to be applied uniformly to every patient. Instead,
they must reason from the particular to the general and then (for confirmation) back again.*®

The above fragment of Montgomery’s view clarifies that medicine is far more than just a body
of scientific knowledge and a collection of well-practiced skills, although both are essential.
Instead, it is the conjunction of the two: the rational clinically experienced and scientifically
informed care of sick people.*®

Interestingly, Pellegrino argues that in the end, it is the clinical judgment, in the strict
sense of the word, which gives authenticity to the physician’s professional identity and
medicine as medicine. This is so because medical decision harmonizes the technical expertise
of medicine with reason, science, and philosophy. The clinical judgment provides an enabling
atmosphere for physicians to transcend from the level of mere scientific conformity and from
all its limitations of solving particular cases in the medical encounter. Pellegrino affirms:
“Medicine qua medicine is then more than a clinical or basic science applied to individual
cases. It is a particularized knowledge of prudent healing actions, dependent upon scientific
methods and art but not synonymous with them. Truth, for the practical intellect, is rightness
concerning human deeds, those dependent upon human will and intention. It differs thus from
the truth of science which is certain conformity with the reality; it seeks to explain science and
art, with the product it wishes to produce.”*® Since medical practice deals with human beings,
it cannot be limited to scientific diagnosis because it serves the human being, who is not a
machine and cannot be reduced to the scope of mechanical and scientific conformity.

The integral nature of medicine where scientific knowledge blends with reasoning are
expressed in the triad of questions of the clinical encounter: “What can be wrong? What can

be done? What should be done for this patient?”*® When answering the third triad clinical
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question, the physician goes beyond the boundaries of mere scientific diagnosis in search of
answers. To make the right decision or take a prudent action for an individual patient, the
physician must take into cognizance the patient’s personal, social, economic, and psychological
characteristics. According to Pellegrino: “The reasoning at this stage is mainly dialectical,
ethical, and rhetorical. Physician and patient together must clarify the relationship of one
recommendation with its opposite and weigh the reasons for each action.”*! Similarly,
Montgomery Kathryn states that sound medical practice “is a rational practice based on

scientific education and sound clinical experience. It is neither an art nor a science.”*%?

2.7 Chapter Summary

This chapter has explored the essential themes of Pellegrino’s philosophical theory of
medical practice. The center and summit of his thought advance the centrality and
indispensability of the phenomenon of the clinical encounter of the physician-patient
relationship and the theory of the good in medicine. It demonstrated the wonder of the clinical
encounter as a special kind of human activity through which of all kinds medical enterprises
take place as a reaction to the reality of the existing pain, suffering, illness, and disease in
human life and are facilitated toward the health of the patient which is the goal and the good of
medicine as a healing enterprise. The chapter provides the good that is sought in medical
practice, namely, the good of the patient.

The clinical relationship between the patient and the medical professional, which
involves a long process, engages, and employs skills and clinical judgment, are intrinsic and
inescapable imperatives for clinicians and most professional roles. This is so because sickness
or diseases and the medical good or health that medicine seeks to restore goes beyond the
concept of biomedical definition and understanding, which requires that both technic and
judgment be married for the competent practice of marriage.

We simply argue that this chapter brings into perfect integration the various
complementing elements of medical practice. This is subsumed in Pellegrino’s primary aim to
integrate and bring the four principles of biomedical practice into closer congruence with some
of the practical realities of clinical decision-making within the doctor-patient relationship in
the clinical encounter and link these principles to other ethical theories. He attempts to connect

virtues with principles and skills with reasoning.

1 1bid, 181.
492 Montgomery, How Doctors Think, 30.
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Chapter Three: A Virtue-based Approach to Professional Ethics

Introduction

This chapter focuses on the role and relevance of virtues in moral philosophy and on
the resurgent interest in virtue ethics in making moral decisions. It explores the various
dimensions of virtue ethics’ contribution to other ethical systems in building a guiding moral
philosophy that leads to human flourishing and social well-being. The chapter pays attention
to the conceptual clarification of the meaning of virtues and the historical development of virtue
ethics with all its trends and approaches. It also relates the role of virtues to professional roles
by arguing that a detailed account of Aristotelian virtue ethics could be applied to a range of
ethical concerns in medical and other professional activities.

The entire discussion centers on a proposition that the virtuous agent will always act
rightly in all circumstances. This claim is justified by demonstrating how virtue ethics differs
from and improves upon utilitarian and Kantian accounts of the character traits needed for
moral actions concerning professional roles. Again, because of its teleological structure,
Aristotelian virtue ethics provides a natural basis for developing an ethical theory of
professional roles. Thus, this chapter prepares a solid ground for a better and smooth

understanding of virtues as guides to human actions and professional positions.

3.1 Professional Ethics

Professional ethics is one of the attractive areas of research today. It is a relevant subject of
today’s environment of conflicts and stress in the profession, with obligations to be met by one person
in many directions.*>> In a like manner, Pellegrino laments that professions today are afflicted with a
species of moral malaise that may prove fatal to their moral identities and dangerous to our whole
society. This contemporary moral decay in professions manifests in a growing conviction even
among conscientious doctors, lawyers, and ministers that it is no longer possible to practice their
professions within traditional ethical constraints. Worse still, these professions are on the verge of
being crushed by the forces of commercialization, competition, government regulation, malpractice,

advertising, public and media hostility, and a host of other inimical socio-economic forces.***

493 Naagarazan R.S., A Text Book on Professional Ethics and Human Values (Bangalore: New Age International
(P) Ltd., Publishers 2006), i.

494 Edmund Pellegrino, “Character, Virtue, and Self-Interest in the Ethics of the Professions,” Journal of
Contemporary Health Law and Policy 5, no. 53 (1989): 53.
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Pellegrino thinks that nothing is wrong with the professions themselves but with the
attitudes and formation of professionals. Consequently, he calls for an urgent recast of the
contemporary ethics of professions to prevent them from being crushed. Pellegrino avers: “The
fault lies not with the professions. Unless there is some upheaval in conventional morality,
professional ethics as we have known it has no future. Indeed, perhaps given the realities of
professional practice, professional ethics has rested on faulty philosophical foundations from
its very beginnings.” *°°

We admit that there is much literature today on the study surrounding professions and
professional ethics. Professional ethics is now acknowledged as a field of study in its own right.
A recent development, advancement, and globalization have resulted in a rethinking of
traditional ethics that guides moral conduct in the light of the new moral problems arising out
of advances in science and technology. This challenge affects the general ethical behavior of
the people in the society across the culture and the values and principles surrounding
professions. Considering the significant role of professionals in our society, the need to
integrate ethical responsibilities into the science curriculum and mastery of a specific field
becomes paramount. This is because scientists or professionals must make decisions, and every
decision has a moral value or moral face in it. Applied philosophers, ethicists, and lawyers have
devoted considerable energy to exploring the dilemmas emerging from modern professional
practices such as the healthcare practices and their effects on the practitioner-patient
relationship and other professional groups have begun to think critically about the kind of
service they offer and about the nature of the relationship between provider and recipient.

Andrew Belsey opines that technological advancement has challenged traditional ideas
of professional roles in many areas of life. In his view, one visible sign of these developments
have been the proliferation of codes of ethics or professional conduct. The drafting of such a
code provides an opportunity for professionals to examine the nature and the goals of their
work and offer information to others about what can be expected from them. If a code has a
disciplinary function, it may even protect members of the public.**® It becomes evident that
professional roles cannot be satisfactorily sought only in their legal structures because certain
professional circumstances warrant individual judgment, which the professional legal codes
are incapable of providing since judgment is not always a matter of technicality and

codification. Personal judgment in professions suffices to meet the demands of new

495 Pellegrino, Character, Virtue and Self-Interest, 53.
49 Andrew Belsey and Ruth Chadwick, foreword to The Ground of Professional Ethics. ed. Daryl Koehn (New
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professional situations that arise from the latest knowledge about professions. Individual
judgment in the profession is the bedrock from which the themes of freedom and
responsibilities emerge in professional evaluations.

Our discussion on professional ethics is shaped by some intriguing questions: What
exactly is a profession? Why do professions require particular ethics? Do we need ethics for
professionals? In the first place, we cannot deny that ethics is necessary as a guide for
professions because it is connected to those social expectations that define professions and their
values. Almost every profession is of social trust and expectation. They need ethics each
profession is expected to have an impeccable moral, social, ethical attitude and high personal
culture or integrity; compliance and respect for clients, and professional secrecy. Professional
values reflect the social expectations of the people towards these professions primarily.
Professions are structured in such a manner that they provide and render social services.

On the social significance of professions and on the need to secure their progress,
Howard Gardner and Lee Shulman refer to professions as a high point of human achievement
because there is little or no question that they have played a dominant role in postindustrial
industrial society. According to them: “It is difficult to envision our era without the physicians,
lawyers, and accountants to whom we turn for help at crucial times; or the architects and
engineers who shape the environments in which we live; or the journalists and educators to
whom we look for information, knowledge, and, on occasion, wisdom.”*” 1t is difficult to
imagine a society without professions and professionals. Therefore, the status of the
occupations generically consists of individuals vested with a certain amount of prestige and
autonomy in return for performing for society a set of services in a disinterested way. They are
decorated with these powers for the common good of society and its development.**®

The social impact of professionals cannot be overemphasized. John Kutghen describes
them as occupying a strategic position in modern society and as providing services that are
unavailable from other quarters, and these services are vital to those who receive them.
Furthermore, he argues that professionals purport to choose the best means for their clients and
the public; they help define the limitations themselves: the lawyer and accountant shape our
ideas of security; the physician, of health; the priest, of salvation. Because the services of the

professions are highly valued, they enjoy status, prestige, and influence.*”

47 Howard Gardner and Lee S. Shulman, “The professions in America Today: Crucial But Fragile,” Journal of
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The theme of profession or professional ethics is significantly featured in Pellegrino’s
thought. As we shall see subsequently, he attempted a definition of professions and professional
ethics and proposed a humanistic or virtue based model approach to professional ethics for
medicine®®. He believed that one of the requirements for reconstructing a medical ethic
capable of confronting some of the dilemmas of today’s clinical decisions and professional
ethics is the need to define the conditions for the effective rebuilding of the edifice of medical

Ol He advocated for the construction of

ethics refurbishing the concept of the profession.’
different professional ethics for medicine since “it was important to distinguish the ethics of
the professions of healers: doctors, nurses, dentists, psychologist and so forth- from the ethical
issues of particular dilemmas like euthanasia, withdrawing treatment, reproductive
technologies and the like. There seemed more likelihood of agreement on the former than the
latter.”>%? Pellegrino was projecting systematic and organized professional ethics so that it
would enable professionals of every field to confront their unique professional dilemmas.

The heart of Pellegrino’s argument for the refurbishment of the concept of professional
ethics rests on his claim that the traditional medical professional ethics,’® which is derived
from an overemphasis on what the physicians are, and on what they ought to do for their
patients because of their special position in society, require a serious reappraisal. He goes
further to note that “the most crucial dilemmas of medical ethics today are not those arising
from medicine’s scientific progress alone. They are dilemmas of professional ethics, those that
go to the heart of what it is to be a physician.”%* Pellegrino affirms: “Each of these dilemmas,
although occasioned by technology, arises from changing roles of the profession in response

to public and private expectations.”*> Most professionals confront ethical issues concerning

500 From Pellegrino’ thought, we see an unquenchable invitation to respond to the need for a more authentically
humanistic basis for professional ethics, one more suited to contemporary society and less dependent on changing
interpretations that physicians or society place on the role of medicine. The most certain and authentic of
humanistic ethics is the unique impact of illness (that is the impact of being ill on the humanity of a person)
because it is the source that gives meaning to the whole of the physician's activities. See Pellegrino, The
Philosophy of Medicine Reborn, 93.

01 Edmund Pellegrino, “The Caring Ethic: The Relation of Physician to Patient,” in Coping, Curing, Caring:
Patient, Physician, Nurse Relationships, eds., Anne H. Bishop and John R. Scudder (United States of America:
The University of Alabama Press, 1985), 17.

302 pellegrino, The philosophy of Medicine Reborn, 50.

303 The traditional medical professional ethics for most parts of its history presents the feature of the physician-
patient relationship as dominated by the physician's point of view. More so, ethical codes were established more
based on the obligation physicians feel than those patients may impose. In this physician-dominated image,
physicians are depicted and represented as noble and learned men, members of a select brotherhood, which is
largely self-regulating and autonomous. To recast this traditional image is to contextualize professional ethics
within a democratic framework or society in which we expect everyone to participate in decisions that will affect
them. See Pellegrino, The Philosophy of Medicine Reborn, 89.

304 pellegrino and Thomas, The Virtues, 31.
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their proper roles and how they should carry out those roles. This arises because some
professional issues are “value judgmental.”>%

Pellegrino advocated for a more reliable source for humanistic professional ethics that
resides in the existential nature of illness and in the equality between the physician and patient
intrinsic to that state.’*” He also calls for a fundamental recasting of the traditional image of
the physician to suit the need expressed by patients who call for more humanistic professional

roles.*

Without this redefinition or recasting of the professional ethics, “it will be impossible
to close the widening gap between what physicians conceive themselves to be and what
increasingly large segments of the public expect them to be.”*% Furthermore, he holds that to
resolve the major dilemmas of professional ethics, we must draw on the idea of the profession
as a moral enterprise, which will use its moral power to stand against the forces eroding
professional integrity and will encourage and support physicians to have the will and the
courage to adhere to traditional standards of ethical behavior.>!° Pellegrino derives a suitable
conception of the ethics of professions: “By ethics of the professions, I do not mean the norms
followed by professionals, or the professional codes they espouse, but rather the moral
obligations deductible from the kinds of activity in which they are engaged. Therefore, the
ethics of the professions consist of a rational and systematic ordering of the principles, rules,
duties, and virtues intrinsic to achieving the ends to which a profession is dedicated. This is the
internal morality of a profession.”!! From the above vision of professional ethics which is
based on internal morality and not just on the sociology of professions of as if professions as
mere social roles, we get the issue of moral obligations in professional.

Still from a moral point of view, the intriguing questions on whether the label
‘professional’ has implications and why professions require exceptional ethics also find their
justifications from this pillar. The moral obligations of the professional arise from the moral

imperative of the humanistic aspect of the act of physician’s profession to heal the wounded or

306 peter Davso-Galle, Reason and Professional Ethics (Farnham: Ashgate Publishing limited, 2009), 1.
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the vulnerable patient, which he professes to help by restoring them. They also arise from the fact
that every clinical decision involves technical and values choices.’!? This imposes on the physician
the moral obligations to consider the degree to which the patient wishes to exercise his moral
prerogatives and to provide the entire exposition, which will enable those privileges to be exercised.
Pellegrino recommends that those obligations, which the physician owes the patient, should be

conditioned by the acuteness of the clinical situation and the patient’s physiological state.’'?

3.2 Virtue Ethics

According to Liezl Van Zyl, virtue ethics®'*

is now widely recognized, alongside
consequentialism and deontology, as a significant normative theory.>'*> Renewed vigor in the
current revival of philosophical interest in the resurgence of virtue ethics is one of the most
noteworthy developments in contemporary ethical theory.’'® Stanley Hauerwas and Stanley
Pinches think that reconsidering the role and significance of virtues is long overdue and that its
talk and appearance among moral philosophers have helped things a bit.’!” Virtues are not only
essential and significant to ethical systems but also necessarily indispensable in every aspect
of human life. An ardent virtue ethicist, Deirdre N. McCloskey, has argued that virtues are
intrinsic to ethical systems and inseparable from ethics. According to her: “Ethics is a system
of virtues. A virtue is a habit of the heart, a stable disposition, a settled state of character, a
durable, educated characteristic of someone to exercise their will to be good.”>!® By equating

ethics with character, Aristotle was faithful to the Greek meaning of the word ethike, which

means character.’!” They all argue that virtue is a fundamental moral phenomenon.

312 pellegrino, The Philosophy of Medicine Reborn, 98.
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David Papineau observes that there has been in the late 20" and early 21% centuries a
return to the idea that moral questions should be approached by focusing on virtue, character,
and integrity. While acknowledging that contemporary virtue ethics is influenced by the
traditions of the classical virtue theories of Plato and Aristotle, he argues that modern virtue
theory differs slightly from the classical tradition in relating virtue more closely to its social
and temporal setting. According to Papineau: “Both Plato and Aristotle offered a universalistic
account of human good. They believed in a summum bonum (highest good) common to all
human beings, based on a conception of human nature not bound to time and place. The version
of virtue theory now favored by several writers reverses these underlying assumptions, seeking
to locate morality in a tradition.”>?° Papineau substantiates this claim by outlining the trend in
Alasdair Maclntyre’s attacks on Kantian and Utilitarian traditions for placing individual

preferences over and above substantial social and moral traditions®!.

He also attacks
Maclntyre’s attempt to limit his virtue theory to the Western world.>??

Justin Oakley and Dean Cocking highlight that most accounts hold that the current
revival of virtue ethics as a theoretical approach to moral theory began with the influential 1958
publication of Elizabeth Anscombe’s paper, provocatively entitled Modern Moral Philosophy.
It is held that Anscombe argued that both the deontological and utilitarian approaches to ethics
relied upon teleological derived notions of obligation, which many people no longer found
compelling, and that the only alternative to such theories was virtue ethics.’*® According to
them, Anscombe’s contribution was merely a modest re-awakening call for the revival of
Aristotelian moral philosophy, weighing on the modern ethical climate. She did not propound
any unique virtue theory. However, her call for the restoration of the Aristotelean ethical
tradition ignited the contemporary virtue debate which generated momentum during the 1980s,

largely through the works and contributions of philosophers such as Philippa Foot, Bernard
Williams, and Alasdair MacIntyre >
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There exists great variety of views on what constitutes virtue ethics and its relevance to
ethical thinking. Among these diverse views are those who hold and argue that virtue ethics
can stand as a rival train to Kantianism and utilitarianism as comprehensive normative ethical
theories while some argue for its complementarity to these other principle-based ethical
approaches. Our primary concern in this section, therefore, is to reflect on what exactly virtue
ethics is, its historical development; to outline the central claims which the variants of virtue
ethics share, and to show the affiliation and the distinction between virtue theory and the more
familiar ethical theories such as Kantianism and Unitarianism. Above all, we aim to reflect on
virtue ethics as providing the foundational pillar for professional ethics in which professions
are seen as moral communities and as moral enterprises that guided by some shared source of
morality, some fundamental rules, principles, or character traits that define the moral life
consistent with goals, ends, and purposes of such professions.

What then is the meaning and nature of virtue ethics? Swanton avers that an explication
of the concept of virtue ethics plays an essential function in ethics. This clarification helps to
reveal a space for a type of theory that makes a distinctive contribution to the solution of
problems in theoretical and applied ethics.’*® Pellegrino argues that our understanding of the
meaning and nature of virtue ethics derives from the general meaning of the concept of virtue
itself. Most contemporary definitions of virtue recourse to the Greek notion of Virtue as a
character trait. This definition became more comprehensive in Aristotle’s ethics. The
description of Virtue, the virtues, and the virtuous person has occupied philosophers since Plato
first raised the question of Virtue, its nature, number, and teachability. Since then, no one has
improved on Aristotle's imperfect but still helpful definition despite the numerous efforts. 2

Aristotle identifies moral virtues as states of character, by which he means “the things
in virtue of which we stand well or badly regarding the passions.”?’ Further, “the virtue of a
man also will be the state of character which makes a man good and which makes him do his
work well.”3?® Plato, Aristotle, and the Stoics were in general agreement, as was Aquinas (with
the additional consideration of man’s spiritual nature) on a comprehensive moral philosophy
of which Virtue was a part. The post-medieval dissolution of this moral philosophy has left

the idea of Virtue without roots.>?°
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In line with the Aristotelian concept of Virtue, C.S. Lewis captured his idea of a person
of good or virtuous character with a good tennis player: “What you mean by a good player is a
man whose eyes and muscles and nerves have been so trained by making innumerable good
shots that they can now be relied on. They have a certain tone or quality, which is there even
when he is not playing, just as a mathematician’s mind has a certain habit and outlook, even
when he is not doing mathematics. In the same way, a man who perseveres in doing just actions
gets, in the end, a certain quality of character. Now it is that quality rather than the particular
actions which we mean when we talk of a virtue.”>** Another helpful definition offered by
James Rachels says that Virtue is “a trait of character, manifested in habitual action, which is
good for a person to have.”>*! This definition places character as the true mirror of who we are,
and by indicating that who we are shapes what we should do, it gives a solid footing on that
which we can stand, even in the most complex of areas of life and daily phenomena.

For Pellegrino, the term character may be taken in two ways: “In a general sense, it
summates the kind of person one is, as revealed by the virtues and vices we exhibit in our
attitudes and actions. More specifically, a person of character can predictably be trusted to act
well in most circumstances, consider others in his or her decisions, look at the long-term
meanings of immediate impulses, and order those impulses according to the canons of morality.
In Aristotle’s sense, a person of character (and here I mean virtuous character) is one who
‘stands well’ concerning the passions, who does not yield to extremes of self-interest, pleasure,
or desires for power.”>3

The concepts of character and virtue play an essential role in ethics. Debates over their
significant role in ethics have a long history. Pellegrino admits that the concepts of virtue and
character are two of the oldest and most slippery in moral philosophy. He laments that
contemporary professional ethics still lacks a coherent moral philosophy to locate the concept
of character.®® Pellegrino’s call for a restoration and return to the practice of virtue in
professional medicine is a reaction to this lack. His thought and proposal for virtues in
professional life are built on the belief that a virtue-based model approach to professional life
will provide us insights into the central notions of professional detachment, professional
integrity, and moral character in professional life and that it will help us to better understand

what ethical professional-client relationships would be like. With this motivation, Pellegrino
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developed a rigorous articulation and defense of virtue ethics in medical practice, contrasting
and merging it with other types of ethical theories such as principle-based ethical theories. He
showed virtue ethics as supplementary to other ethical theories but decorated it as offering a
promising new approach to the ethics of professional roles.

Ethics considers the relative value of personal character and the virtues, which
constitute them. People’s judgments, choices, and decisions are informed or influenced by their
character traits. The problem of the true moral ideal is a question of the relative value of
different types of character. The effect on the person’s character of a particular form of conduct
is universally accepted as a test of its moral quality. For instance, Naagarazan R.S argues,
“different systems of ethics emphasize other virtues in constituting the ideal moral character.
With the utilitarian, who places the ethical end in the maximum happiness for the whole
community, benevolence will form the primary element in the exemplary character. For the
stoic, fortitude and self-control are the chief excellences. In all conceptions of ideal character,
firmness of will, fortitude, constancy in adhering to principle or in pursuit of a noble aim are
paramount. A man of character is frequently equivalent to being capable of adhering to a fixed
purpose. Another essential is the Virtue of justice, recognizing the rights, duties, and claims of
others. The richer the culture of the mind, the larger the intellectual horizon, the broader the
sympathies, the more will the character approximate to the ideal of human perfection.”**

The view that the richer the culture of the mind and the larger the intellectual horizon,
the broader the sympathies, the more will the character approximate to the ideal of human
perfection, is quite appealing. It promotes the claim that people’s judgment, choices, and
decisions are primarily informed or influenced by their character traits. Stanley Hauerwas
prioritizes considering moral agent’s fundamental constitution, or character, instead of
focusing upon the content of their specific decisions and actions-guiding norms.>* It is
believed that people with good character formation will always be the moral beacons of the
society or professions, as we shall see later in Pellegrino’s argument on the virtuous physician
as the moral icon. That is to say that in a gathering of holy people, we get pious practices as we
find corrupt practices in a group of dishonest people. Cocking and Oakley's interpretation of
professional roles as what counts as acting well in the context of a professional role is
determined by how well that role functions in serving the profession’s goals and by how those

goals are connected with characteristic human activities. That is, good professional roles must
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be part of a good profession, and a good profession is one, which involves a commitment to a
critical human good. This good plays a crucial role in enabling us to live a humanly flourishing
life.3® Similarly, Peter Geach understands and describes human nature as intrinsically
teleological and thus argues that men need virtues because of what men are for, their inbuilt
teleology.>?’

However, an appropriately action-guiding professional ethic cannot be generated on
this broad or general concept of the teleological notion of virtues without specifying the
appropriate orientation and essential guiding concerns of the particular profession. It must
reflect how each unique professional, ethical role contributes to the overall goal of that
profession. For example, we have taken Pellegrino’s virtue in medicine, as appropriate for
serving health as the central goal of medicine, and then given the importance of health for
human flourishing; medicine would count as a good profession on this virtue approach.
Pellegrino uses the teleological model of medicine to demonstrate the proper goals of medicine.

Oakley and Cocking have argued that an essential way of distinguishing virtue ethics
from the Kantian and utilitarian character-based forms of ethics is by bringing out the
differences in how each theory grounds the relevant normative conception that would govern
the character of a good agent. Kantian deontologists claim that the goodness of an agent’s
character is determined by how well they have internalized the capacity to test the
universalizability of their maxims, while utilitarian consequentialists claim that a person with
a good character is disposed to maximize utility. Virtue ethicists, however, reject both Kantian
universalizability and the maximization of utility as the appropriate ground of good character
and instead draw on other factors in substantiating the appropriate normative conceptions of a
good agent.>*

What distinguishes virtue ethics from these other significant theories is that deontology
considers moral duty as primary. An action is right if it is following duty. It follows that a
virtuous person acts from a sense of duty, and the moral knowledge they have is knowledge of
a set of ethical rules or principles that specify what is required by duty. Consequentialism, in
turn, takes good consequences to be primary and defines right action in terms of actual or
expected outcomes. By contrast, the central concept in virtue ethics is a virtue rather than duty
or good consequences. Accordingly, it evaluates actions in Virtue, for example, by holding that

an effort is right if, and only if, it is what a virtuous person would characteristically do in the

336 Oakley and Cocking, Virtue ethics, 74.
337 Peter Geach, The Virtues (Cambridge: Cambridge University Press, 1977), 18.
338 Oakley and Cocking, Virtue Ethics, 15.

138



circumstances.’* It means that the critical difference between Kantians and Aristotelians rally
around the role and nature of practical wisdom. In Kant’s view, reasonable judgment is the
ability to discern what moral principles require in a particular case. It is a capacity distinct from
Virtue, which consists in strength of character in following ethical principles.>*°

Oakley and Cocking outlines some claims, which seem to be essential features of any
virtue ethics view. The first and perhaps the best-known claim, which is central to any form of
virtue ethics, states that an action is right if and only if it is what an agent with a virtuous
character, would do in the circumstances. This is a claim about the primacy of character in the
justification of right action. Right action is following what a virtuous person would do in the
circumstances, and what makes the action right is that it is what a person with a moral character
would do here.**!

Another feature of virtue as advanced by Oakley and Cocking, claims that goodness is
before rightness. That is, the notion of goodness is primary, while the idea of rightness can be
defined only concerning goodness: no account can be given of what makes an action right until
we have established what is valuable or good. In particular, virtue ethics claims that we need
an account of human good or what is commonly regarded as admirable human traits before we
can determine what it is suitable for us to do in any given situation of ethical theories. The
virtuous physician seeks after the good.’*

What then can we term as the distinctive characteristics of the virtuous physician in
medical practice? Principles, then, are general statements of what guides the actions of a good
person. Pellegrino and Thomasma argue: “A person is not virtuous because he follows the
principle or does his duty, as Kant would have it. Instead, the principle derives its validity from
the moral relationship between rational beings capable of choosing their values, ends, purposes,
and life plans. In possession of phronesis, the virtuous person has the necessary intellectual
capacity to discern what is right and good in a particular case. His actions grow out of practical
wisdom and are generalizable. The founders of moral philosophy, Socrates, Plato, and
Aristotle, were more concerned with the good and the virtues, those traits that habitually
dispose the honest agent to the good.”>*?

For Pellegrino, virtuous persons are distinguished as agents and their acts as well, by a

capacity to be disposed of habitually not only to do what is required as duty but to seek the
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perfection, the excellence, and the aréte of a particular virtue. Virtuous persons see themselves
as bound to act as excellently as possible in achieving their ends. The virtuous person is
impelled by his virtues to strive for perfection, not because it is a duty, but because he seeks
perfection in pursuit of the telos of whatever it is he is engaged in. He cannot act otherwise. It
is part of his character. The virtues dispose him habitually to fill out the potential for moral
perfection inherent in his actions because he wishes to be as close to perfection as possible.
The virtuous person will interpret the span of duty, principle, or rule more inclusively and in
the direction of perfection of the good end to which the action is naturally oriented.>**

Some virtue ethicists hold that principles are too abstract to be of use in context. They
also argue that the use of principles in moral judgment is too formularized and far removed
from the concrete human particulars of moral choice. Three reasons have been advanced to
demonstrate that virtue ethics provides a more realistic, practice-focused way of meeting
substantial professional, ethical issues than rule-based approaches. The first reason by
Pellegrino states that rules or principles by themselves are too abstract and general to guide
moral action.>* This argument is built on a logic that rules or principles need to be interpreted
in context and, to do that, virtue ethicists stress for instance, that the good doctor must acquire
virtues such as perceptiveness and good moral judgment. Pellegrino advocates for the
complementarity of principles and virtues.

The second reason states that rules or principles typically set a minimum standard for
what counts as good practice and risks encouraging an attitude of mere compliance with such
standards. Barilan and Brusa in contrast argue that virtue ethics offers the antidote to the above
view since it is excellence oriented. To achieve the demanding good of the patient in medicne,
for instance, the physician cannot only rely on satisfying principles or abiding by rules instead,
but the physician must also demonstrate his virtues in medical practice.’*

Third, many authors underline the similarities between wise ethical judgment in
medicine and the real practice of clinical judgment. According to Kaldjian Lewis, “there are
strong similarities between wise ethical judgment in medicine and what we would ordinarily
call clinical judgment. Both of these require repetitive and supervised practice over years of

training so that trainees can learn a skill that comes by experience.”>*’” A virtue-based thinking
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ties medical ethics more closely to the ideal of medical practice compared to deontological or
consequentialist thinking. James Rachels claims that virtue ethics is more appealing and
superior to other ways of thinking about ethics because it provides a natural and attractive

account of moral motivation.>*®

3.3 History of Virtues Ethics

We intend here to provide a brief historical sketch on the development of the concept
of virtue as shaped by the dominant moral philosophies of the ancient past, whose remnants
are found in the contemporary refurbishment of the idea of virtue. It is arguably agreed among
many contemporary scholars, as we shall see later on, that the central notion of virtues, even
today, is rooted in the classical medieval synthesis, particularly its roots in the Nicomachean
Ethics, the Eudemian Ethics, and the Magna Moralia of Aristotle.”*

We must, however, from the beginning acknowledge that the concept of virtue is as old
as humanity itself. According to David Thomasma: “Virtue practices go as far back as the
earliest moral shaping of a child by the community.”>*° This flows from the argument that
anyone who grew up in a strong community would have been shaped in virtue, through training
by parents and community, secular and religious. Mchael Novak argues that the civil society
has the special task of repairing the moral fabric of the democratic society and serving as the
seedbed of virtue. It is within those institutions of the society such as families and communities
that character and virtues take, children become civilized and socialized, people acquire as
sense of social as well as individual responsibility.>>!

The cultures of almost every community are painted with languages and arts that are
filled with stories of, and pictures of, moral virtues essential for a decent human society. For
example, courage, honesty, trust, love, friendship, responsibility, truth-telling, faithfulness, and
wisdom. These stories are meant to promote the integrity of the person and society as well.
This method of teaching virtue was customary in most African cultures, where before the

advent of colonialism, the system of education was purely informal and traditional.’>> The
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method of teaching or instruction in this informal system of education was more of an
indoctrination. As Vincent Kabuk describes it, indoctrination involves some activities that
convey some unquestionable dogmas into the minds of the learners. To be brainwashed is to
hold on to some beliefs, creeds, and doctrines whose truths are shut to any possible doubts,
questioning, or modifications either through the light of natural reasoning as in philosophy or
by scientific evidence.’>

We are not concerned with indoctrination as a type of inculcating virtues but with the
systematized version of the development of virtue, how it originated through the writings and
thought of the ancient Greek philosophers. This takes our minds back to the writings of Cicero
on ends, in the first century BCE, which saw a close connection between virtue, comprising
wisdom, courage, justice, and moderation, and the end happiness. The fifth century BCE world
represented in Plato’s dialogues changed the philosophical thinking by assuming that the
various virtues, or Virtue as a whole, lead to happiness, eudaimonia, or living well ‘eu zen °,
and tried to determine what Virtue must be if it is to be so related to happiness.>>* Most ancient
virtue ethicists share this eudaimonistic approach and are still prevalent today in which the
virtues are those character traits that are essential to living a fulfilling human life, a life in which
one both cares about the right things and has the wisdom and skill to act intelligently about
those things.>>

Since we cannot provide this historical account in its full details here, we shall
conveniently limit our reflection to the confines of the classical-medieval tradition in which
virtues were central to all moral philosophies. The practice has gained longstanding approval
as the source for contemporary ethical reflections and on virtue ethics theories. This historical
review offers an instructive way to understand different ancient traditions in virtue ethics and
to illustrates where those traditions resonate with their modern counterparts. Aristotle’s and
Thomas Aquinas’s account of virtue theories provide a solid background for our reflection on
the contemporary resuscitation of virtues as a basis for professional morality. The resurgence
for virtues in modern ethics is advocated for in the writings of some of its leading figures like
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Michael Slote until names are few. These leading figures advocate for virtue ethics to be taken
seriously as an alternative to deontology and consequentialism. A critical look at the literature
of the last two or three decades on virtue ethics shows that it has grown substantially. This is
most obvious in normative and applied ethics. Still, the interest in the virtues has also spread
to other areas, such as metaethics, epistemology, philosophy of education, psychology, and

theology.>®

3.3.1. Classical-Medieval

Ideals and theories of the virtues played a central role in the moral discourse of the
classical, medieval Western Europe. This period is shielded in the ancient Greece theory of
Virtue. All of the major camps in moral philosophy, Platonists, Aristotelians, Epicureans,
Stoics including eudaimonists, whose influence in virtue ethics is still strong today. This
eudaimonistic trend features an ethic that guides humans in their search for the good that
enables them to flourish or find happiness as free, rational beings. This dominant view in the
classical understanding describes moral virtues as characteristics of the disposition of human
persons, to whom what is really and rationally good also seems subjectively good.>’ In this
classical view, Virtue serves as an adequate condition for the rationality of acting subjects
because they empower and guide the acting subject effectively toward the good and in this way
empower the practical reason, especially its ability to recognize what is morally right
concretely and in detail, and effectively to carry it out.>

We have already noted that the systematic development of the concept began in
Athenian society in about the fifth century BCE. The virtues, which developed in the warlike
culture of archaic Greece, were gradually transformed into virtues more appropriate to a settled,
urban existence. This process led to the first attempts to provide systematic accounts of the
nature of Virtue. These accounts, in turn, helped to crystalize the idea of a distinctively human

form of excellence that is proper to the human being as such, without reference to particular
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circumstances or roles.’> This served as a departing point from which onward, reflection on
virtues was intimately bound up with more fundamental questions about the purpose of human
life, as philosophers and other reflective thinkers attempted to determine the place of virtue in
a well-lived life. The concept of virtue shifted to that of conceiving virtues as moral guides.
The role of moral virtues as rationally guiding the acting subject occurs in a twofold
sense: On the importance of universal principles, they provide a practical orientation toward
what is rational, while on the level of concrete, particular action, they provide cognitive
empowerment through the proper motivational, affective disposition of the subject.’®® In the
Aristotelean or classical tradition, we see a marriage between theory and practice or the
connection between the dianoetic intellectual and the moral-ethical virtues.*®! Let us capture

the view of this period within the accounts of the Aristotelian Thomistic tradition.

3.3.1.1 Aristotle’s Account on Virtues

We have already established in the previous paragraphs that the systematic
development of the concept of virtues found its expression in the ethics of Aristotle. Aristotle
considers humans as beings who are to be oriented to their telos, or end, of happiness. From
this frame of reference, Aristotle’s ethics stresses the development of moral virtues to direct
and lead us to this end within the context of our relationship with one another.’®* Aristotelian
virtue ethics provides a natural basis for developing an ethical theory of professional roles.
Character traits that count as virtues in everyday life are determined by their connections with
eudaimonia, the overarching goal of a good human life. Romanus Cessario opines that the
Aristotelian conception of excellence of character, namely, that state of human perfection,
which belongs to the complete and well-formed human person, has remained the philosophical
basis for virtue theory.>®?

Aristotle expressed this teleological structure of ethics thus: “Every art and every
inquiry, and similarly every action and choice, is thought to aim at some good, and for this

reason, the good has rightly been declared that at which all things aim.”>%* Pellegrino’s thought
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is highly inspired by this teleological identity of Aristotelian ethics, which he adopted and used
in his teleological approach to the philosophy of medicine in which he defines the professional
end of medical practice as the good of the patient. He follows Aristotle’s argument that “the
excellences of man also be the state which makes a man good and which makes him do his
work well.”>% Aristotle believed that everything has a telos, an aim or point to its existence.
The telos of human beings is something that follows from their essential nature. Moreover, it
is only when that nature is fulfilled that happiness is found.’*® Virtues in the context of
professional roles can be derived through a similar teleological structure.’®’ This derives from
the Aristotelian definition of morality as the achievement of an end.’®® This Aristotelian
tradition forms a background from which eudaimonists take the starting point for ethical
reflection as dwelling on: “How can I live well? Or: What is the best life for human beings?
And their answer, in short, is: A good or happy life is a virtuous life.”>®

From the Aristotelian traditions and ethical writings, virtue ethicists acquired various
positions, interests, distinctions, and concepts, which were all quite alien to modern analytical
philosophy until virtue ethics became established. After many centuries, Aristotle’s influence
on our society’s moral thinking remains profound, and he continues to be a significant
contributor to contemporary debates in philosophical ethics. His ethics provides a relatively
comprehensive and classical picture of what constitutes virtue ethics. Bertrand Russell
describes Aristotle’s ethics as presenting “the prevailing opinions of the educated and
experienced men of his day.”"°

Zyl sees the Aristotelian virtue tradition as possessing both an emotional and an
intellectual aspect: “it involves feeling and reasoning in certain ways. The virtuous person is
committed to certain things because she judges them to be worthwhile, and this motivates her
to act in ways that protect or promote these things.”>’! The point here is all about acting with
and through practical reason, which involves working for the right reasons and emotions. Zyl
explains this compatibility between logic and feelings with an example of acting courageously.
He states for instance, that a courageous police officer values human life and that is why he

can bravely take every form of risk to save a vulnerable man’s life as a strong reason for acting.
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Virtue ethics, as Koehn puts it, “focuses on the conformity between right thinking and desire.
In this respect, it differs from a deontological ethic, which always runs the risk of developing
schizophrenic agents who are compelled to do what duty dictates irrespective of whether they
want to perform that act. The virtuous agent simply is the person habituated to desire to do
what is good and noble.”>"?

The point of acting well with and through right reasoning reflects in all clarity what is
contained in the famous doctrine of the golden mean that virtue lies in the middle. Through
this doctrine, Aristotle provides an account of the virtues to prove his position that right or
virtuous actions are those, which are by the correct course of conduct, which is a balance or
rational regulation. According to the doctrine of the golden mean, “every virtue is a mean
between two extremes, each of is a vice.”>”® An examination of every virtue is proof of this
doctrine. The example of the courageous police officer, which we previously cited, is an
expression of what Aristotle meant when he taught that courage is a mean between cowardice
and rashness; liberality, between prodigality and meanness; proper pride, between vanity and
humility; ready wit, between buffoonery and boorishness; modesty, between bashfulness and
shamelessness.>’*

Aristotelian tradition holds firmly that virtues are beneficial to the well-being of their
possessors and their communities. Individual and social virtues both form the foundation of
society. We need virtues for the well-being of the human person and the upkeep of society. The
benefits of virtues are enormous such that they enable their possessors to flourish, to attain their
happiness and their goals in life. It follows that “if a virtuous person has a correct grasp of
what is important in life, is motivated by the right reasons, and has the appropriate emotions
when she acts, we would expect things to go well for her.”>”> For Alasdair MacIntyre, virtues,
as interpreted by Aristotle, play an indispensable role in our lives by enabling us to move from
dependence on the reasoning powers of others, principally our parents, teachers, to
independence in our practical reasoning.’’® By implication, virtues liberate us from the slavery

of the common opinion and of traditions or myths.
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3.3.1.2 Thomas Aquinas’s Virtue Ethics

The doctrine of the virtues is central to Thomas Aquinas’s moral theology and moral
philosophy. It is believed that his (c.1225-1274) task was that of synthesizing and refining
Aristotle’s ethics and metaphysics with Augustine’s theology by reconstructing both positions
within the framework of a unified metaphysical theology.’”’ Aquinas adopts and draws freely
on Aristotelian terminology and themes in developing his theory of the virtues. Aquinas’s
account is often described as a synthesis of Christian theology and Aristotelian philosophy.
Thomas Aquinas distinguished four types of virtues, namely: The theological virtues, which
relate man directly to God, the intellectual virtues which perfect the speculative while the moral
virtues assist in the making of good moral choices and the placing of good human acts.’’®

Smith situates the points of convergence between Aquinas and Aristotle’s theory of
virtues by outlining that Aquinas’ virtue ethics revolves around his agreement with Aristotle
that while there are many kinds of good in life, there is a telos for the human being to be valued
for its own sake. Smith holds that Aquinas agrees with Aristotle’s analysis of the process of
deliberation by which practical reason is to achieve a given good by the best means. He concurs
with Aristotle that the right action is based upon premises given by affirming the good to be
realized and recognizing the person’s present situation.’’”> Aquinas subscribes to Aristotle’s
explication of virtues as a mean between two extremes. He thinks, like Aristotle, that people
become virtuous by performing acts that develop the disposition of the soul of the individual
to act virtuously habitually. Finally, he agrees with Aristotle on the indispensability of the
exercise of prudence as required for the operation and proper functioning of the other moral
virtues. However, his modifications reflect his need to account for the addition of the
supernatural, or grace, and the Augustinian and Pauline doctrine of the will.*®® This we shall
see further at Aquinas’ attempts to integrate the dichotomy between the cardinal and
theological virtues.

In Aquinas’ account, we see a distinctive extension of the scope of the concept of virtue
theory in his seemingly innovative synthesis of Christian theology and Aristotelian philosophy.
In this synthesis, Aquinas integrates the Aristotelian claim that the virtues are perfections,

singly, the perfection of the faculties of the soul that comprise the subject of the particular
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virtues and taken together with a model of the human agent. For Aquinas, virtues are
perfections of the faculties, with his overreaching metaphysical and theological systems of
intelligibility, goodness, and causality analysis. Porter argues powerfully that this systematic
extension and synthetic integration of the Aristotelian virtue ethics gives Aquinas’ thought a
unique feature. According to Porter: “Aquinas’ systematic analysis of the virtues in terms of a
metaphysics of perfection is the most striking aspect of his distinctive theory of the virtues.
Nearly every scholastic theologian up to Aquinas’ time would have agreed that the virtues are
perfections of the agent. Still, Aquinas stands out for the systematic way in which he interprets
and integrates this claim in the light of his general metaphysics.”%!

This synthetic task leads Aquinas to posit the existence of two realms, namely, the
earthly and the heavenly, or that of grace and nature, and these realms exist for each
other.®?Aquinas’ synthesis and integration revolve the problem of the dichotomy which
existed in the relationship between cardinal or (classical) virtues versus theological virtues,
acquired versus infused virtues. According to Porter:

Most of Aquinas’ predecessors and interlocutors organized their accounts of the virtues by a
dichotomy between the theological virtues, which are necessary to salvation and depend on
God's grace, and political or (later) acquired virtues, which are appropriately directed towards
human flourishing in this life and can be attained through human effort. The latter can be said
to serve as a preparation for the theological virtues, and they provide a medium through which
the theological virtues are expressed in external acts. Nonetheless, scholastics up to this point
typically hold that the theological and the political or acquired virtues remain in an external
relation, with the former directing the latter.5®

In the Summa Theologiae, Aquinas interestingly resolved the problem of this existing
dichotomy by replacing it with a more complex set of distinctions between the theological and
the cardinal virtues, on the one hand, and between infused and acquired virtues on the other,
with specifically distinct forms of the cardinal virtues falling on either side of this line.’®* The
immediate reaction would be how Aquinas reconciles this dichotomy with a more complicated
set of distinctions between the identified forms of virtues? Correlatively, for an action to be
meritorious, it must stem from grace in some way.’® By implication, the view of his
predecessors and interlocutors that theological virtues direct the political or cardinal virtues is
inadequate. Thus, for grace to be operative and productive in every dimension of human life,

it must transform all the faculties of the human soul involved in the processes of deliberation
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and action.’®® Here Aquinas adds the concept of grace as a superior force and guide to the
theological virtues. Thus, it is not enough that the theological virtues should command the
acts of the other virtues; instead, grace must be expressed directly through virtues
appropriate to every faculty of the soul, which is to say, through infused versions of all the
cardinal virtues.’®’

It is worth noting that growth in character within classical ethics refers to a progression
toward the fulfillment of our telos, which involves a proper ordering of the soul and
relationships.’®® Aquinas identifies two distinctive kinds of felos, namely, the natural and the
supernatural; the former is realized in the relative fulfillment of our human nature's natural
capacities, while the latter which is our ultimate happiness is found in the realization of the
summum bonum, which is found only in God and the beatific vision of God's glory.’® By
implication, the cardinal virtues enable us to attain our natural telos, while the theological
virtues help us to achieve the supernatural telos.

In contrast to Aristotle, Aquinas holds that cardinal virtues are inadequate for
developing fully matured human beings because they cannot direct us to God. After all,
the cardinal virtues themselves can only be perfect when informed that Caritas is a gift
of grace.®® Thus, the cardinal and theological virtues also impact and interact with each
other in a distinctive way. They integrate by complementing each other for a perfect union
and function. The theological virtues are needed to enable the human being to perform
good deeds indeed aimed at God. Thus, to truly please God, the moral virtues must
integrate with the theological virtues. Aquinas holds that the cardinal virtues must be
fused with a charity in the believer to truly please God since charity is the source of all
good works ordered toward God, but it is through the cardinal virtues that people perform
good works.>®! This clarifies the binding force and the bond of unity between the different
kinds of virtues that lead to deep interaction since they are all rooted in the soul's
structure. Smith puts it: “In terms of character, the soul provides the boundaries for the

virtues of a mature person.”>%?
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3.3.2.1 Alasdair MaclIntyre’s Virtue Ethics

One of the famous accounts of virtue ethics in Western thought is the MaclIntyrean
proposal on the need to return to virtues. His account is widespread, and it has attained a far-
reaching influence on western moral discourse. This account emerged as a response and a
solution to the ethical dilemmas that eroded the Western moral climate between the 19" and
20" centuries. Maclntyre describes this era as a disaster in contemporary moral discourse.
Pellegrino describes MacIntyre as most genuinely and successfully building on the Aristotelian
notion of Virtue and reformulating in more modern terms by considering the erosion of the
tradition and the moral consensus that gave the classical doctrine its normative strength.>®>
While describing and lamenting about the moral disorder, the collapse of tradition, culture, and
of the Western virtues, Maclntyre wrote: “Some large degree in the practice of morality today
is in a state of grave disorder. A society in which the belief in Aristotelian teleology was
discredited.”>** This brought about the state of the society to what Maclntyre describes as
characterized by a fundamentally antipathetic culture to the quest for Virtue.>*?

Maclntyre’s account represents one of the most significant proposed solutions to
western ethical dilemmas. McIntyre developed this solution in his, After Virtue, as well as in
its sequels. For him, the answer to the moral decay and the loss of moral knowledge of his time
lies in large part in a return to the virtues ethics of Aristotle and Aquinas as the only key to
recovering what has been lost in modern moral philosophy: namely, an overreaching goal, or
telos, for human life.>*® The call to return to a character, agent-based model of ethics and the
call to move away from liberalism and the more principled-based ethical framework of the
Enlightenment helped fuel the resurgence of interest in virtue ethics more than any other
contemporary author.

While Maclntyre constantly refers to the Aristotelean Thomistic virtue tradition, he
quickly shifts from Aristotle and Aquinas by employing the significant modifications to suit
his interpretation of the context of contemporary moral decadence. From the start, MacIntyre
traces the origin of the moral catastrophe and breakdown in modern moral discourse to be an

effect of not just the Enlightenment but also of the blatant secular rejection of both Protestant

and Catholic theology and the scientific and philosophical rejection of the classical ethics, such
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as Aristotelean and Thomistic ethics, which emphasized the notion of humans as they could
be, if they realized their telos.>®” In his review of Maclntyre’s virtue ethics, Smith observes that
Maclntyre attributes the cause of the failure of the Enlightenment’s project to attempt to
truncate the essential nature of humans, the loss of a telos.>*®

Following the claim that the indispensable basis for justifying those virtues was the
human telos, which was grounded in the human being’s essential nature. MaclIntyre argues
that we must return such an ethic that emphasizes the centrality of the flourishing human person
to correct the ethical errors of modern moral philosophy. He advocates a quick return to a
philosophy that underlines human nature and its telos to achieve this. He writes: “the
Aristotelian tradition can be restated in a way that restores intelligibility and rationality to our
moral and social attitudes and commitments.”>* For him, “the whole point of ethics is to enable
man to pass from his present state to his true end.”*%

Furthermore, Maclntyre argues strongly that practices require Virtue, and training will
make one better at Virtue, which will ultimately develop into a habit. This is what is normative;
the virtuous habit that is created will guide one’s action. Thus, “practices then might flourish
in societies with very different codes; what they could not do is to flourish in societies in which
the virtues were not valued, although institutions and technical skills serving unified purposes
might well continue to flourish.”®®! Maclntyre proposes a system based on Virtue developed
and enhanced through practices that are then converted into traditions of the society. Practices
require Virtue, and training will make one better at the Virtue, which will ultimately develop
into a habit. This is what is normative; the virtuous habit that is generated will guide one’s
action. According to him: “Practices then might flourish in societies with very different codes;
what they could not do is flourish in societies in which the virtues were not valued, although
institutions and technical skills serving unified purposes might well continue to flourish.”%%?

Maclntyre strongly believes that virtue ethics, the study of moral character, constitutes
an essential tool for moral formation and building a just and morally sound society. He defined
Virtue as: “an acquired human quality the possession and exercise of which tends to enable us
to achieve those goods which are internal to practices and the lack of which effectively prevents

us from achieving any such goods.”%** MaclIntyre proposes that virtue ethics, the study of moral
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character, constitutes an essential key for moral formation and building a just and morally
sound society. For him, Virtue is “an acquired human quality the possession and exercise of
which tends to enable us to achieve those goods which are internal to practices and the lack of
which effectively prevents us from achieving any such goods.”%%

Maclntyre’s conviction about the possibility of virtue ethics and his anticipation of its
good moral impact on the ethical culture of western society is expressed his expectation of a

different St. Benedict:

What matters at this stage is the construction of local forms of community within which
civility and the intellectual and moral life can be sustained through the new dark ages
which are already upon us. In addition, if the tradition of the virtues was able to survive
the horrors of the last dark ages, we are not entirely without grounds for hope. This time
however the barbarians are not waiting beyond the frontiers; they have already been
governing us for quite some time. And it is our lack of consciousness of this that
constitutes part of our predicament. We are waiting not for a Godot, but another-
doubtless very different-St. Benedict.5%

3.4 Chapter Summary

We have investigated the understanding of the nature of virtue ethics, its relevance to
contemporary moral discourse, conceptual/historical development, and its distinctiveness and
plausibility compared with its consequentialist and Kantian rivals. It is established in this
chapter that Virtue had its most developed concept in the ancient Greek classical period in the
person of Aristotle and its eventual synthetic refinement in the Aquinas' philosophical-
theological appraisal. Aquinas gave virtue ethics a broader and broader interpretation in his
attempt to integrate faith and reason. We cannot exhaust the various arguments regarding virtue
ethics with the other ethical frameworks and normative theories in European moral thinking.

The classical-medieval ethical tradition propounded the teleological structure of virtues, which
provides a background key for developing a contemporary virtue theory and demonstrates how
virtue ethics provides a valuable account of the nature and moral significance of virtues for
professional roles. In a more specific manner, this section serves as a strong foundation for our
discussion in the next chapter. We intend to concretize our analysis on virtues for professions

by using Pellegrino’s virtue ethics in medical practice.
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Chapter Four: Application of Virtues in Medical Profession

Introduction

This chapter centers on Pellegrino’s advocacy for a humanistic, virtue-based normative
ethics for the health profession. It brings us to the primary and concrete situation of the
application of virtues in medical practice. This chapter can simply be described as Pellegrino’s
fusion of theory and practice. This is demonstrated by how he proposes particular virtues and
links their roles as practical guides to the physician’s actions and decisions in the context of
the clinical encounter.

Chapter four attempts to respond to the question as to whether virtue ethics in medicine
as a profession provides action guidance or informs our decision-making on how virtue is dev
eloped. Our primary concern is to analyze Pellegrino’s argument that applying particular
virtues in medical professional roles can lead to fruitful clinical practice. What we mean by
providing actionable guidance to the physician should be understood as helping them pick out
the right ones from a list of possible actions.

We will examine particular virtues that Pellegrino selects and considers as of special
importance in the medical relationship. Pellegrino emphasizes how the virtues work in the
medical practice and are particularly important in clinical care and judgment, especially in end-
of-life decision-making. Virtue ethics provides a set of rules to help decide the moral
justifiability about deliberately terminating or shortening a patient’s life. Virtue ethics guides
the professional toward judging and deciding under the morality of the profession’s end and
structure. For example, one of the solid ethical objections against doctors performing voluntary
euthanasia is incompatible with their oaths not to harm a patient.

This chapter also concentrates on the contemporary philosophers’ discourse on the
indispensability of virtuous character traits on good medical practice and on the renewed attention to
revive a distinctive medical ethic in response to the shortcomings of broad-based ethical theories like
Kantian and utilitarian to the need to integrate virtue theory. It reviews Pellegrino’s interest in
professional virtues or the professions’ goals that developed a detailed account of virtues such as
compassion, fortitude, courage, and justice in medical practice. These and other character traits count
as virtues that Pellegrino proposes and offer as features to help doctors achieve medicine ends. So on
this context, what counts as virtue in a medical context is determined by the ends or goals of medicine,

and thus by the nature or philosophy of medicine as a practice.
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4.1 The Humanistic Ethics of Medicine

The use of the term humanism can be ambiguous if not adequately defined before its
application. It is a word with a very complex history and an extensive range of possible
meanings and contexts.®®® An ardent theorist of humanism, Jeaneane Fowler in her work,
Humanism: Beliefs and Practices, admits that due to the elusive nature and of the existence of
the many facets of the term humanism, there arise many difficulties and complexities
surrounding both the historical and the modern day concept of the theme of humanism.
Consequently, this results in the emergence and the diversity of humanist theories and different
varieties and grades of humanism.®"’ It requires, therefore, that in every situation or context,
the use of the concept of humanism should be accompanied with an operation or functional
definition of the sense in which it is being employed since is so largely broad and elusive to be
grasped in a single scope and dimension.

Similarly, Pellegrino observes that anyone who uses the noun humanism or the
adjective humanistic is compelled at the outset to at least provide a working definition. This
clarification is necessary because these terms have become veritable shibboleths. They
sometimes refer to a challenge, claim, or an ideal, justifying all sorts of diverse and
contradictory human activities.®®® Pellegrino uses the term in a loose sense that most people
apply today to the health professions and other professions. In this open sense, “humanism
encompasses a spirit of sincere concern for the centrality of human values in every aspect of
professional activities. This concern focuses on respect for the freedom, dignity, worth, and
belief systems of the person and it applies sensitive, non-humiliating, and empathetic of helping
some problem or need.”*%

The above operational definition of this term humanism serves as a benchmark of which
Pellegrino considers what might be the most compelling derivation of a specifically humanistic
professional ethics. His inquiry proceeds from examining the more traditional source in the
image and ethos of the physician to a head in the specifically human dimensions of being ill
and in distress. In this light, Pellegrino argues for a more sensitive and compelling guide to the
care of the sick, which is found in the fact of human illness as a human experience, rather than
in the assigned role of the professional. On the need for greater sensitivity, he strongly argues:

“Without supplanting traditional professional ethics, the intrinsic dehumanizing nature of
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illness imposes additional obligations of greater sensitivity-precisely those found wanting by
the critics of medicine today.”®'® When the mechanistic practice of medicine has threatened
human values, we see Pellegrino promoting a humanistic medical ethics by insisting that the
premium of humanizing medical care should be prioritized at the highest level. He calls for a
practice of medicine with a human face that is compassionate. His view expresses that we need
more humanity than machinery and technicality in medical practice despite their significance.

Further still, Pellegrino broadly views medical humanism as integral and all-
encompassing, composed of both the physician’s cognitive and compassionate response to the
patient's person.’!! This notion embraces humanism as a set of mental skills derived mainly
from the humanities, and these are integral to the conception of medicine as science, art, and
virtue. Humane medicine, indeed moral medicine, requires that the physician understands the
distinctions between these intellectual and practical activities, the kinds of reasons each may
adduce, their limitations when applied to each other’s realms, the different sources of their
methodology and the different subject matter appropriate to each.®'? Through his doctrine of
medical humanism, Pellegrino seeks to demonstrate the collaborative and interconnected
nature of the particular methods of medical activities and their efficacy in medical practice as
a whole. For this reason, Pellegrino believes that medical professional education should be
humanistic in approach in such a manner that the skills necessary and required for sound
dialectical, ethical and rhetorical reasoning modes, which are useful for clinical activities, must
be more explicitly incorporated into professional education, especially in the clinical contexts
within which decisions for patients are being made.®'*> Humanistic ethics gives more attention
to the particularities of the clinical encounter than the traditional ethics that seems rigid and
one-sided, centered on the physician's power to decide at all, times what he defines as the good
of the patient.

In a more specific dimension, Pellegrino reflects his doctrine of humanism by focusing

on the humane aspects of what it is to be ill and what it is to be healed. Pellegrino defines its
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concrete features from this state of being ill and then delineates the ethical imperatives that
stem from it. According to him: “These ethical imperative cannot constitute anything else but
humanistic ethics because they are tied to a specific human experience and, not to a social or
historical for the profession.”®'* Humanistic ethics is not without an essence. According to
Pellegrino:

The essence of humanistic ethics is this: particular features of illness diminish and obstruct a
patient’s capacity to live a specifically human existence to its fullest. These features create a
relationship of inherent inequality between two human beings: one a physician, the other a
patient. This inequality must be removed as fully as possible before the humanity of the patient
can be restored. The obligation to restore the patient’s humanity is intrinsic in the relationship
physicians assume why they “profess” medicine. Specific obligations are derived from the
“profession”-an active assumption by the physician as a free person entering a relationship with
another person. These obligations transcend any responsibilities, rights, or privileges physicians
may feel were conferred upon them by the degrees they possess.®!

Pellegrino employs the use of two essential concepts of curing and caring to make clear in
concrete terms his theory of humanism in medical practice. He makes a distinction between curing
and caring for the notion of the physician-patient relationship. In doing this, he concentrates more on
the caring than on the curing aspect of the healing relationship as a dominant trait of medicine, and
on the moral obligations subsumed in the notion of caring.®'® While acknowledging that curing and
caring have the same function, goal and are of the same Latin root: curo, curare- ‘to cure,” ‘to take
care of,” ‘to take the trouble,” and later ‘to treat’ medically and surgically, to ‘heal’ or ‘restore’ to
health.%!” However, Pellegrino argues that curing and caring differ in the senses of their usage. He
explains that while the word cure is used by many health professionals in a radical sense, technical
and scientific, to refer to the eradication of the cause of an illness or disease as the radical interruption,
and reversal, of the natural history of a disorder, care largely refers to the body’s self-healing powers
through the physician’s compassion, caring, encouragement, and emotional support.®'® Pellegrino
laments that the dilemma of modern medical ethics derives from the fact that the practice of modern
medicine tends to neglect the caring aspect without which, effective curing cannot take place. In an
atmosphere of technological and scientific development, many professions tend to lose sight of the
significance of the human aspect of their professional roles. Professional roles have become
mechanized, and technicality seems to overshadow and take precedence over human touch, care,

compassion, and support.
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In his attempt to assess what should be the best foundation for the healing practice
between the curing and caring models of medical practice, Pellegrino argues that the three
elements of the physician-patient relationship of the clinical encounter “make it clear that
although curing and caring are essential parts of medical practice, caring ‘founds’ that
practice.”®” It is based on these tripartite elements of the clinical that Pellegrino builds his
claim of caring as a moral obligation and defines the end of medicine, in the philosophical
sense, as a right and good healing decision for a particular human being.%2° He argues that the
combination of the curing and caring models is both necessary and indispensable for sound
medical practice and an influential healing profession. Pellegrino avers, “To care for a patient
in the full and integral sense I have outlined it requires a reconstruction of medical ethics, one
that attends to the concept of care in its broadest sense and, indeed, makes caring a moral
obligation.”®?! Pellegrino’s proposal for a humanistic approach to the practice serves to correct
the danger of only seeking for excellence or healing and forgetting to be human while in
essence without the breath in the human there cannot be any excellence to pursue.

Similarly, Alastair Campbell proposes and builds his theory of ethics of care around
this humanistic dimension of medical ethics. His ethics of care derives its sources from the
Hippocratean emphasis on goodwill. Campbell’s ethics also finds its root from the feminist
critiques of the paternalistic and over-rationalist character of much contemporary medical
ethics, which argue for a distinctively feminine approach to ethics, in which intuition and
relationships played by a dominant part rather than reason and the search for universalization
of principles.®?? In this context, caring becomes a core element and an inevitable principle of
the healing process.

Similarly, Savett Lawrence submits that the human side of medicine keeps the practice
of medicine stimulating; not fascinating cases, but engaging people is the best reason to enter
medicine. He adds that paying utmost attention to the human side of medicine is the physician’s
best protection against professional disenchantment.®? It is possible to imagine a life without
medicine and social institutions, but difficult to imagine a life devoid of human affection. The
phenomenon of caring is so fundamental to humanity to the extent that one is tempted to say

society cannot exist without religion, culture, tribe, race, and other humans institutions, but
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humanity can't exist without the experience of care which proceeds from the attribute of society
as coexistence. This shows the significant role that care plays in human relationships, in
particular, physician-patient relationships.

The desire for affection or care is innate in every human being. Pierre Mallia argues that
besides the internal and external goals of medicine, the doctor enters the relationship out of concern,
thus caring for the patient, doing the job of their profession, and providing health care.5>* Humanistic
ethics, therefore, integrates science and technology with the human side as it declares that scientific
knowledge is not enough if one is to be a good physician indeed. However, Savett warns that the
human side of medicine is not simply and myopically conceived as “being nice to patients; but a

combination of many dimensions of care, a deliberate, focused, reproducible process.”?®

4.2 The Place of Conscience in Medical Practice

The phenomenon of conscience is as universal as the human experience itself. It is so central
to morality that no culture can suppress the fact of its existence. The idea of conscience is the main
to ethics. Karol Wojtyla argues that conscience “is a fundamental fact of the experience of morality,
a fact which tells us to see in normativity and essential and constitutive feature of ethics, and which
connects the normativity of ethics with the responsibility of the person.”®*® Conscience arguably
remains one of the most reliable and widely used moral concepts and a cornerstone of ordinary ethical
thinking. From the parameters of moral thought, conscience obliges man to seek truth. Dr. Martin
Luther King, Jr, was obliged by his conscience to bring into moral vision and take a public stand for
civil rights in America. In his famous ‘I Have a Dream’ speech, he spoke of his hope that in the future
that people of color and all people will be judged not by the color of their skin but by the content of
their character. Conscience is widely viewed and discussed from wider and diverse perspectives like
the religious, secular, psychological, philosophical and many other viewpoints but without losing its
common denominator that characterizes it.

From a phenomenological perspective, Jason Howard avers that conscience is
indispensable for understanding moral experience since it serves as a battlefield for all kinds
of moral wars. In his view, phrases such as having a guilty conscience, experiencing a fit of

conscience, or acting in good conscience are common descriptions of moral experience. For
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him, “conscience is best seen in terms of its function in moderating the moral emotions.”®?’

The indispensability of conscience in ethics reflects in the fact that it helps determine whether
these emotions of self-assessment are integrated into a coherent sense of moral accountability,
one that makes more explicit how our understanding of dignity is rooted in our dependency on
others. Without this integration, the senses of right and wrong or shame, guilt, and pride remain
largely social in orientation rather than moral. Their value as sources of constructive motivation
is inexplicit, and their rationale is confused and lacking more considerable justification.®?®

Conscience serves as that natural and objective human capacity to sense or to be aware
of moral truth, which enables the moral agent to choose and do evil and avoid by judging
particular choices, approving those that they are good, and denouncing the bad ones.®?° It means
that conscience that conscience is a judge within us, which helps us to discern between what is
right and good. Henry Newman describes conscience as a personal guide, which is nearer to a
person than any other means of knowledge.®*® For Karol Wojtyla: “It is our judge and
prosecutor.”%! Woijtyla sees conscience as a principle or moral norm, which defines what, is
good and bad, describes the objects of action, and experiences the objects of morality, then
conscience acts a witness to this moral norm. It is our experience in our experience of guilt that
this principle of morality which resides within our conscience that our own “I” now stands
against us compelling us to make the right choice.%*? In a similar manner

The roles of virtue and conscience in the moral palace are correlative. The distinction
between them is fragile and sometimes unnoticeable. We have repeatedly seen that the clinical
encounter is phenomenological and relational, involving a rational relationship between the
profession and the patient. Anthony Akinwale argues that “conscience is the application of the
achievements of rationality in ordering society. It is the deployment of our rational capacity in
the act of making a judgment of values, that is, the judgment of rightness and wrongness of a
line of action in the numerous tasks we must assume if our society is too intelligently ordered;

to the attainment of our common good.”3
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Akinwale’s analysis shows how conscience, just like virtue, facilitates human judgment
and decision-making. Thus, conscience, being furnished by the law, judges and applies the
knowledge in a given situation to do good and avoid evil in that situation. ** The relation
between virtue and conscience, especially prudence, lies in their function to seek practical truth.
In the journey to practical reality, as Reginald Doherty writes: “It is the precise function of
prudence to assure practical truth and produce the actual exercise of operation.”®*® In this sense,
conscience is connected to the virtue of prudence since prudence complements conscience’s
defect to attain practical truth (operative truth) and the actual production of operation.®®

The understanding of conscience from the Catholic moral tradition gives conscience a
theonomous character. That is, it subjects conscience to God’s laws and compels it to accept
the teachings of Christ as normative, making it to evaluate human conduct from the perspective
of the law of Christ, which is the objective norm for every Christian. The teaching on moral
conscience is clearly stated in the Church’s teaching. In the Second Vatican Council, the church
defines conscience as the human faculty (capacity) that enjoins the acting person at the
appropriate time to choose good and reject to do evil, without an external legislator or authority
imposing their decision or will on the person acting. It states:

Deep within his conscience, man discovers a law which he has not upon himself but which he
must obey. Its voice ever calling him to love and to do what is good and to avoid evil, sounds
in his heart at the right moment. ...His conscience is man’s most secret core and his sanctuary.
There he is alone with God whose voice echoes in his depths.®*’

While this traditional definition of conscience provides a solid understanding of the
concept and working of moral conscience, our approach here is more philosophical than
theological. We give prominence more to human rationality and practical reasoning in which
the acting person responds rationally to the command of the natural law in making moral
judgments. Nevertheless, conscience serves as congruence point between reason and faith or
between Christians and non-Christians. However, we do not intend to give a detailed account
of the concept of conscience in this this work; we are employing it here only to make a quick
reference of its role in moral judgement by using Pellegrino’s analysis of its relevance to
physician’s ethical judgements in medical practice. Pellegrino promotes virtue in medical
practice by demonstrating that a virtuous physician is likely to always act in accordance with

the goals and ends of the medical profession, namely, the good or health of the patient. He also
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demonstrates the role of conscience in medical practice by arguing, “Conscientious persons
strive to preserve moral integrity.”®*® While Pellegrino insists that physicians must respect the
autonomy of the patient and work towards the good of the patient, he equally states: “Integrity
of conscience and professional judgment are moral rights of physicians. Society and patients
have an obligation to respect them”.%’

Pellegrino views conscientious persons as those capable of merging their external
behavior to be congruent with their conscience’s internal dictates about what they take to be
morally right and feel compelled to do not mind the conflict, clash, or values that may arise to
the diverse moral nature of the world. On the indispensability and inevitability of the
conscientious physicians as preservers of moral integrity in medical practice, Pellegrino
affirms: “Convictions about the right and wrong conduct, both as professional and as a person,
form the physician’s conscience. Conscientious physicians have always had to protect each
domain from the demands of tyrants, law, custom, and professional colleagues.”**

With this motivation in mind, Pellegrino proceeds from a Catholic moral perspective to
promote the significance of conscience formation for professionals with particular reference to
medical professionals. He argues further: “Any society purporting to serve the good of its
members is therefore obliged to protect the exercise of conscience and conscientious
objection.”®*! Pellegrino acknowledges that the task of conscience in our pluralistic society
involves that of countering those dilemmas, which arise from the different fount of ideologies
around the modern world such as the pluralists, democratic, liberal, the constitutional state,
religious diversity, and freedom of individual choice, social entitlements and the moral beliefs
of others. This is also applicable in societies where both the physician-patient relationship and
society’s construction of the ends of medicine, as well as the secularization of the society,
conspire to the physician’s claim to freedom of choice.

Medical professionals are bound to face these challenges in carrying out their
professional roles amidst the people of different religious beliefs and ideologies. Pellegrino
points out that this challenge is most acute to medical professionals who hold so tenaciously to
their strong religious beliefs and tenets, some of which cannot be compromised in a good
conscience.’? Pellegrino, however, limits the context of his debate on the role of conscience

in the medical profession to the scope of the Roman Catholic physicians whose religious beliefs
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are becoming progressively counter-cultural on human life, especially end of life issues at the
bedside.®** The function and role of the conscientious physician appear here to be the same as
the role of the virtuous physician, whom Pellegrino refers to as the moral beacon of morality.
Thus, conscience and virtue correlatively move the health professional toward the proper action
or the patient's good.

According to Pellegrino, virtuous and conscientious Catholic physicians are meant to
be icons of morality in a society where profoundly religious issues such as the morality of
abortion, euthanasia, human cloning, and stem cell research are determined on the grounds of
utility, consensus, or freedom of choice.®** He adds that such physicians should serve as poles
of morality in the societal contexts that pose serious conflicts of conscience for all physicians
and their moral integrity, to physicians of Jewish, Protestant, and Moslem religious
backgrounds, but especially of the Roman Catholic physicians who live by the Catholic
teachings and traditions on medical morals and human life issues that go back to half a
millennium. %

Pellegrino’s doctrine of conscience in medical practice aligns with the Catholic
traditional teaching on conscience. He holds that freedom of conscience is a moral phenomenon
that reflects the first principle or axiom of a moral life, namely, to do good and avoid evil. This
first principle of morality has remained the true guide to every moral theory of right and wrong
or good and bad, whether a moral absolutist, a deontologist, utilitarian, or a communitarian or
social constructionist. This inner conviction or voice should always be good unless impaired
by some erroneous misappropriation in judgment. According to Pellegrino, any attempt “to
ignore this ‘inner voice’ is to induce quilt, remorse, and shame. Only the moral sociopath
escapes the grip of conscience.”®*¢ Hence, to ignore or “act against the dictate of the conscience
is to act against natural law —that portion of divine law accessible to human reason.”®*’ Health
practitioners have the moral responsibility to follow their consciences' dictates and grasp the
moral truth about each particular case.

Still within the context of the Catholic tradition, Pellegrino argues strongly that for any

physician, “to then ignore, repress, or act against conscience for any reason is a violation of
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philosophical as well as theological ethics, an error. In moral agency and a sin against God.”**®
This re-echoes that it is a violation of the first moral principle or the theological and
philosophical ethics and a violation of the Hippocratic Oath, which gives a solid foundation for
medical proactivity as a unique human activity. As we can see, the violation of the voice of
conscience is both a violation of the personal moral integrity of the physician of his professional
integrity.

It is in the light of this double-barreled effect of the violation of conscience that
Pellegrino proposes:

Physicians, in the course of their work as healers, must form their consciences in two
inseparable dimensions of their lives- the professional and the personal. Professional
conscience concerns itself with two facets of the physician’s daily work. First is the ethical
propriety of her conduct qua physician with reference to the moral duties of physician-patient
relationship. Second is the moral obligation to practice “good” contemporary medicine, i.e.,
medicine that is scientifically competent and humane. Personal conscience deals with the
physician’s moral beliefs of a spiritual, philosophical, and cultural, and ethnic nature. Both
professional and personal conscience are owed protection.®*

The subtle combination of personal and professional morality in medicine points to an almost
universally accepted claim that there is more to medical practice or to being a competent
medical professional than just the possession of clinical skills. Medical practice as both an art
and science and a special kind of human activity requires technical skill, moral competence,
knowledge, wisdom, and experience to heal. This is so because medicine consists of ethical

values as well.

4.3 Virtue Theory for Medicine

Pellegrino’s capacity as a physician, scholar, and as a renowned bioethicist recognized
and espoused the humanities as integral to medicine. He is a leading figure in advocating the
virtues in and for medical practice.®>® He is remembered by many today as one of the major
advocates of medical practice as a moral enterprise, for virtuous practitioners, with the patients’
good being at the center of care. From the outset, Pellegrino forms his moral theory for
medicine on a very strong pillar by arguing that character is the foundation of the moral life
and that an ethic of virtue must complement the existing ethic of principles if we are to have a

comprehensive perspective on the ethical behavior of the scientist.!
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Pellegrino’s motivation for advocating for virtues in medical practice is reflected in his
lament that society has lost consensus on a definition of virtue. Without a moral agreement,
there is no vantage point from which to judge what is right. In search for complementary
alternatives to the inadequacies of the principle-based ethical frame in medical ethics and in
response to both the problem of the erosion of virtue ethics and over the urgency of the need
for a new ethic that will address the new ethical issues arising from scientific advancement and
socio-political changes, Pellegrino proposes a philosophical basis for the restoration of virtues
in medical practice. He holds so firmly to his thesis that medical practice requires virtue in the
caregiver.®>? Similarly, Thomasma avers: “Virtue is tied directly to the goals of the practice. In
other words, the moral basis for the practice is derived not from the moral theory itself, but the
predetermined moral force of the goals of the practice”.®>® Thus, the goals of the practice of
medicine determine the morality and ethics of the medical profession.

Pellegrino basis his claim on the view that given the realities of professional
relationships, the character of the professional cannot be eliminated from its central position
and that is why virtue ethics must be restored as the keystone of the ethics of the professions.®>
In this regard, he promotes virtue or character as the foundation of the moral life. He argues
that an ethic of virtue must complement the existing ethics of principles if we are to have a
comprehensive perspective on the ethical behavior of the scientist.®>

In his virtue-based normative ethics for the medical profession, Pellegrino deliberately
confines his discourse on the virtues to only one of the two aspects touched upon by Aristotle,
that is, virtues make us do our work of medicine well. Virtues are also states of character that

make a person good as a person as well.5%

Adopting the Aristotelian concept of virtue to
medicine, Pellegrino defines medical virtues as character traits, which dispose the physician
habitually to act reasonably and wisely concerning the work of medicine, its ends, and
purposes. A physician who exhibits these character traits is a good physician and a good
person.®’

Like Pellegrino, Thomasma, states that ethics has traditionally been concerned with the

agent, the motive of the agent, the action itself, and the goal or end of the action.®*® For him,
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virtue is important in medical ethics because it helps to resist the erosion in modern practice of
medicine. He sees virtues as very important in this questioning environment where the cultural
expectations of the role of caregivers and patients are high because many are strangers to one
another. Virtue is to enable one to trust that a person in a white coat, in the role of nurse or
physician, has certain precast standards that can be relied upon within the variabilities of social
standing, culture, cities and rural areas, even countries.5%9

Similarly, Justin Oakley and Dean Cocking provide an outline of a virtue-based
approach to professional roles, which they apply to medical practice by claiming that a
theoretically advanced virtue ethics offers a plausible and distinctive alternative to utilitarian
and Kantian approaches to understanding and evaluating professional roles, in particular, the
role morality of medical practice. They argue for the merits of virtue ethics over these other
approaches on both theoretical and practical grounds.®°

The keynote sound in Pellegrino’s virtue theory in medicine states that
“intelligence is not enough. Character and virtue must precede it in human affairs.”%!
The truth of this statement in medical practice rests on the ineradicable fact that in the
clinical encounter of the physician-patient relationship at the bedside when no one is
watching, the physician's character determines the moral quality of his action and decision
concerning the vulnerable patient. If integrity in the medical practice is problematic, we
must start and end with the principal actor, the physician. According to Pellegrino: “The
goods internal to a practice are recognizable in terms of the aims of that practice and the
understandings of its practitioner. For example, the good internal to medicine is healing
or health, and the virtues of the physician are those traits we need to attain those goods
or to overcome the obstacles that frustrate them.”%6?

The prescriptions and proscriptions of virtue proponents in medical practice look
to the character of the physician as the final guarantee of the patient’s well-being and as
the basis of medical professional standards and practices. Montgomery argues that
medicine’s success relies on the physicians’ capacity for clinical judgment. It is neither a

science nor a technical skill, although it puts both to use, but the ability to work out how

general rules of scientific principles, clinical guidelines apply to one particular patient.
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This is, to use Aristotle’s word, phronesis, or practical reasoning.®® In this regard, it goes
to show that medical professionals should be trained to demonstrate a high standard of
moral integrity as well as the skill, so as to execute sound moral judgment that is based
on the virtues.

Many contemporary ethicists now resort to the significant renaissance and resurgence
of interest in virtue ethics, specifically as it applies to the character a professional medical needs
to develop to withstand those professional pressures and achieve medical excellence. To
practice medicine and ethics, physicians need wisdom and integrity. These characteristics allow
physicians to integrate the wide range of information and values that arise from scientific
knowledge, patient preferences, moral commitments, and society’s expectations. Learning to
bring these domains together is an essential part of becoming a physician, and it determines the
ethics that guide the care of patients.¢*

Despite the criticisms leveled against virtue ethics for its inability to provide
sufficiently clear action guides as too private, too prone to individual definitions of virtues, or
the virtuous person, and too independent on culturally-based notions of virtue.®®> Pellegrino
persistently and consistently argues: “A teleological-based ethic of medicine is the only one
tenable basis for an ethics of the healing profession as a whole in an era of widespread moral
and social pluralism like ours. It is also the only basis for moral authority. The authority derives
from an understanding of the ends and purposes for which health professions are
established.”%

Pellegrino was convinced that no matter the evolutions in the concept of virtue by
philosophical systems, the idea of virtue and the virtuous person can never be erased. Ethicists
and philosophical systems will continue to confront the question of the character of the moral
agent.%®” Pellegrino’s unshaken goal was not to defend virtue as a thing in itself but to justify
the role of virtue in the medical profession. He does not dare to go into the metaphysical
analysis of what constitutes virtue as a thing in itself, “to defend virtue in itself is a dangerous

thing to do.”%¢
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4.4 The Virtuous Physician as a Moral Beacon

Pellegrino merges and integrates the qualities of the acting physician with the quality
of his acts in the clinical encounter to determine whether he is virtuous or not. Here we see
Pellegrino as arguing for the existence of the connection that exists between character and
conduct. Pellegrino’s conviction that virtues can make a difference in medical practice is
expressed and demonstrated in his theory of the concept of the virtuous physician as the icon
of morality in the health care profession. Pellegrino explains how virtues in medicine would
make a tremendous difference in moral analysis and the kinds of ethical choices physicians
make in concrete cases.®®® The virtuous physician in Pellegrino’s thought relates to the
Aristotelean sense in which a physician’s trait or character orients him to act according to the
best technical knowledge and skill to achieve an end. These habitual character dispositions
described as discernible properties of reliable, consistent, and non-transient enable physicians
to go beyond obligation, even to the point of self-sacrifice.®”°

The physician’s act of going beyond his duty to attain the telos of medicine is what
leads Pellegrino to describe the virtuous physician as a person who practices an integrated ethic
of medicine in his moral responsiveness when he fuses both the principle and virtue-based
ethics and supererogatory acts to bring about the good of the patient. Pellegrino does not see
any distinction in moral responsiveness but an integration. He avers: “We do not see duty,
nonduty, and beyond duty as three sharply demarcated regions of moral worth. Rather, they are
points on a continuum, with an ideal of perfection at one end-the saint, perhaps-and the idea of
the amoral sociopath at the other”.%’!

Pellegrino’s confidence in the capacity of the virtuous physician cannot be overstressed.
He so believes in the moral accurateness of the virtuous physician to act rightly at all times and
in all clinical circumstances for the good of the patient. He expounds the thesis on the
physician’s habitual disposition to rightness and to choose the good. One remarkable and
arguably, the most consistent idea throughout Pellegrino’s writings is: “The character of the
moral agent, the physician in medical ethics, is a fundamental fact, regardless of the model of
ethical reasoning one elects—a principle or rule-based, duty-based, casuistic, situational,
emotivist, egoistic, intuitionist, and so on. In every ethical theory there comes a moment of

opportunity, the use of the theory by a particular person in a particular circumstance”.%">
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One distinguishing character of the virtuous physician in Pellegrino’s argument is his
position of the virtue of prudence. Prudence remains the touchstone on Pellegrino’s view that
a virtuous physician is one who can be trusted to act rightly in whatever circumstance he
encounters. For him, “if the physician has the master virtue of prudence, they can more rightly
adjust the deeper and genuine meaning of the principles to the particularities, of the case in
question by seeing more clearly what compassion, wisdom, courage, and justice require in this
case and these circumstances.”®”® It implies that applying the virtue of prudence, which
possesses the capacity to harmoniously coordinate and order the rest of the virtues into a single
purpose, provides the ground for the certainty that a virtuous and prudent physician will always
act rightly in every circumstance. Pellegrino adds: “The virtuous person, in possession of
phronesis, has the necessary intellectual capacity to discern what is right and good in a
particular case. His actions grow out of practical wisdom and are generalizable”.®’* Pellegrino
believes that physicians are the eyes of medicine and the custodians of the ends of medicine.
In his theory of medicine, Pellegrino channeled his energy in ensuring that the physician is well
trained in both character and skill.

Virtue distinguishes virtuous persons from others. For Pellegrino: “virtuous persons are
distinguished as agents, and their acts as well, by a capacity to be disposed of habitually not
only to do what is required as duty but to seek the perfection—the excellence, the arete of a
particular virtue.”®”> Consequently, he argues that as good persons see themselves as bound to
act well as a person habitually, physicians too are bound to act as excellently as possible in
achieving their ends, namely, the patient's healing. As good, distinct, and virtuous physicians,
they accept as a duty what others do not require of themselves, thereby redefining the threshold
between duty and supererogation.®’® The virtuous physician goes beyond those duties, which
are merely specific statements of what is needed or morally obliged, by some principle or role,
in contrast to what we might wish to do.®”’

The above argument makes supererogation a prominent characteristic of the virtuous
person or physician in Pellegrino’s account. The virtuous physician goes the extra mile even to
the point of achieving what mere duty cannot attain. This gives the virtuous physician in
Pellegrino’s analysis heroic canonization. This is implied in his further description of the

virtuous physician as a person who:
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Is impelled by his virtues to strive for perfection—not because it is a duty, but because he seeks
perfection in pursuit of the telos of whatever it is, he is engaged in. He cannot act otherwise. It
is part of his character. He is disposed habitually to fill out the potential for moral perfection
inherent in his actions because he wishes to be as close to perfection as possible, to approach it
asymptotically, realizing all the while that he cannot get there and, in that realization, being
prevented from the vices of self-righteousness and hubris.®’8

The virtuous physician is unique in another sense as “one who places the point of separation
between moral acceptability and moral unacceptability of a decision to act at a different place
than would one who acts solely from principle, role, or duty. The virtuous person will interpret
the span of duty, principle, or role more inclusively and more in the direction of perfection of
the good end to which the action is naturally oriented”.6”’

In another place, Pellegrino demonstrates the exemplary role of virtuous physicians as
persons whose lives serve as moral poles or ladders and sign guides to moral credibility. He
also describes them as beacons of ethical sensitivity in society. He writes: “No matter to what
depths a society may fall, virtuous persons will always be beacons that light the way back to
moral sensitivity; virtuous physicians are the beacons that show the way back to moral
credibility for the whole profession.”®®® He goes further to say: “Certainly, the person of
character is still the indispensable unit of a morally good society”®®! Pellegrino’s argument
about the significant difference of virtue ethics in medical practice and moral analysis of the
concrete moral choices revolves around his conviction that the virtuous physician can never
act or choose only in any situation. They are capable of pursuing what is morally good in every

particular context.

4.5 On Cultivating Virtues

According to Daniel Russel, many philosophers who talk about virtues rarely talk about
how the virtues are cultivated.®®® The need to address how virtue is developed flows from the
fact that most philosophical discussions on the nature of virtue an advance that virtue is
dynamic. This section responds to the need for moral education for medical professionals and
it responds to the question about whether virtues can be taught and acquired. More so, if at all,

virtues can be taught. How can we teach medical students and anyone else in the healthcare
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profession to acquire humane qualities necessary for excellence in the practice of disciplines,
particularly medicine? Simply put, our attempt here is to seek answers to the question, “why to
teach medical ethics to medical practitioners?”®%3

Virtues are either innate, infused or acquired.®®* In the sense of being invested or innate,
we appeal first to that innate capacity of the human rationality of possessing reason and the
soul, the structure upon which these virtues reside and to the theological dimension in which
theological virtues are said to be divinely or illuminatingly infused into us. In the sense of being
acquired, virtues are learned through practice or habituation through a process of constant and
persistent practice. It is believed that virtues or humane qualities for medical practice can be
learned through the senior professionals’ exemplary moral acts and behavior. For example,
during clinical teaching, the idea is that medical students grasp or learn ethical and virtuous
actions from observing an experienced virtuous medical professional. Just as the novice
surgeon or the nursing student picks up knowledge and techniques from watching an
experienced practitioner, ethics was expected to be absorbed.®’ It means, therefore, that virtues
can be said to be both acquired and infused based on the context within which we view them.

On whether virtue can be acquired, Pellegrino responds: “I believe it can.”®° Pellegrino
upholds that virtues can be inculcated by cultivating them through habitual good acts. For this
reason, he takes the formation of integrity and character to be the principal foci of ethics. He
writes: “The aim of ethics from its beginnings has been twofold: to teach how to form good
character and how to make morally good decisions.”®®” This reiterates the fact that the medical
profession and its ethics require both skill and virtue competence. According to Pellegrino,
“the formation of character is as important in the education of professionals as their technical
education.”®® It is important to educate physicians on moral virtues to recognize the medical
profession’s sound good or healthy good and always choose it. Aristotelian and Thomistic
virtue theory underlines the necessity for virtue formation by arguing in connection with the
moral law theory that all human beings have an inborn nature that tends to the good in moral
actions, but needs molding and direction, and most especially repeated habitual action, to refine

that nature away from vices and towards the good.®’
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Similarly, John Saunders argues that a good physician or medical practitioner must
possess both virtue and skill for effective functioning as a health care giver. Saunders wrote,
“The good doctor requires scientific knowledge, practical clinical skills, and an attitude of
commitment to the patient. These are interrelated to such an extent that the skills and attitude
effectively constitute a form of ‘tacit,” practical knowledge. But teaching skills and knowledge
can be straightforward; attitude must be taught and learned in the light of taking medicine’s
goal of relieving suffering seriously”.®® Thus, a good medical professional in Saunders’
thought should know and possess what he describes as the ‘three right things’. He states: “A
good doctor knows the right things; a good doctor possesses the right skills; a good doctor
displays the right attitudes. Knowledge, skills, and attitudes: these three appear together, a
mantra of medical teachers. A good doctor should aim for excellence in all three.”%*! The
qualities are necessary for meeting the three demands for proposed by Pellegrino for a sound
medical practice, namely, knowledge of what medicine is and its purpose, skills and attitude
for its practice.

The physician as a moral agent should be excellently formed in both skill and ethical
competence. As one of the practical implications of virtue ethics, Pellegrino argues that the
formation of the character is as important as in the education of professionals as their technical
education.®? Pellegrino suggests that the project of teaching virtues or the building of character
should not be left to the professional schools alone. Families, churches, and schools should
serve as matrixes for shaping students’ character before entering professional schools. The
most effective instruments of character formation are the professional schools that teach in
medical, law, and seminaries. These professional schools must be able to demonstrate that
“competence and character are inseparable and that fidelity to trust and self-effacement can be,
and must be, indispensable traits of the authentic profession.”®® Thus, their goal is to teach
what it means to be an excellent professional- what a good physician, lawyer, or clergyman
ought to be. The long process and dimension of virtue formation rely on the fact that virtues
are not acquired automatically; they are nourished and grow.

On the significance of moral, medical education, what it is, and what it is not, reasons
for its inevitability in the training of modern health care professionals, Martyn Evans writes:

It can hardly be in order to explain fundamental moral concepts, or to frain doctors in morally
good practice. It might more plausible be in order to explore the special situations, contexts and
challenges which modern medical practice generates. Exploring and understanding these
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challenges is not the same as being instructed in how should act in response to them. However,
the teaching of medical ethics can aim to develop habits of consistent moral reasoning, and the
avoidance of wholly unexamined moral reactions. The aim is to encourage medical
practitioners to develop and articulate their own coherent point of view and to apply this to the
challenges of clinical practice. For medical practitioners this inevitably involves the conceptual
or philosophical exploration of deep questions about the nature of human beings arising
characteristically or even uniquely in medicine-questions such as those concerning the
beginnings and endings of human and (if this be different), personal, life. However, the end
result of even a formalized analysis of these questions and situations is not that all see them in
the same way. Moral situations are complex patterns of what we can call ‘moral particulars’-
their morally relevant components. People legitimately disagree on the importance, and
sometimes even the relevance of the different items and aspects of the situations. The aim of
medical ethics education should be to foster medical practitioners’ ability to develop and
articulate their own moral perspectives, and so bring these to bear upon their practice
consistently and thoughtfully.®*

Evans believed that the role of medical ethics education is to provide opportunities for
sustained exploration of a wide range of moral particulars, with richer detail than is possible in
the regular, causal inspection of the issues, for example, the one that comes from reading the
newspaper. Medical ethics education provides the practitioners with the habit of rational
inquiry in carrying out their explorations. More so, it enriches them with the potentials of
recognizing and applying different moral patterns to familiar situations.®

Pellegrino’s unique vision was to preserve the integrity of medicine, the physician, and
the patient. His desire was to ensure the stability of a universally binding medical ethics, not
an ethic of political expediency or societal convention. His goal is for a concrete and good
moral guide on which physicians must base their moral conduct and justifications in their duties
as physicians. He sought teleological medical ethics, which does not require any negotiations
between the physician and the patient on what constitutes the good of medicine. He envisioned
medical ethics that is unchangeable, and one that is not a socially constructed contract varying
from society to society, era to era, and patient to patient.

Pellegrino argued that medicine and its ethics must not be whatever is politically
negotiated between the profession and government or other socially and politically constructed
forms of ethical justifications of modern times. In his vision, Pellegrino was already convinced
of proffering and offering a solution to the ethical challenges, crisis, and dilemmas in modern
medicine: ranging from the problems of medicine’s abuses, its commercialization and
commodification; crisis concerning its ends, its philosophical, anthropological deficiencies and

a big chunk of other medical problems.
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4.6 Possible Virtues for medical practice

Pellegrino presents a list of virtues that he describes as essential for defining a good
physician, nurse, or other health care professionals. He sees these virtues as entailed by the
phenomena of the relationship and the telos of medicine. Most importantly, “They are virtues
essential to achieving the ends of medicine optimally and without which those ends would be
frustrated or attained in less than optimal fashion.”®®® Thus, these virtues are essential to
medical professional roles and indispensable for effective medical practice.

Pellegrino admits that it is notoriously difficult to compose the list of the virtues
essential to medical practice. This difficulty lies in the dilemma of restricting the virtues to the
content of the list by ignoring other vital virtues that might be relevant for medical training. To
solve this dilemma, Pellegrino underlines that the list of the virtues he presents for medical
practice is not meant to include all the virtues necessary to healing. Rather, the virtues included
are those he considers as most essential to the healing purposes of the clinical encounter.®®” He
does not list these virtues in an order of preference but as reinforcing each other so closely, for
to compromise one is to compromise others. He finds it difficult to put this virtues in a lexical
order. He says: “A lexical order among them would be difficult to defend”. *°® Worthy of note
is Pellegrino’s assertion that medical virtues are both to be developed by the patient and the
physician as part of the process of healing. But Pellegrino’s selection of the virtues gives
prominence to the virtues of the physician since his vision was to reconstruct a virtue-based

approach to professional ethics for medicine.

4.6.1 Fidelity to Trust

The virtue of trust is the foundation on which almost all forms of human relationships
are based. Trust is ineradicable in all human relationships because it radiates a sincere
commitment to each other. Pellegrino underlines trust’s importance and necessity in human
society by claiming that without it, we could not live in society or attain even the rudiments of
a fulfilling life.%®® Francis Fukuyama describes trust as social virtue and as indispensable in

social relations. Trust is a social virtue because of its immense contribution to social capital

6% Pellegrino, The Philosophy of Medicine Reborn, 271.
7 Ibid.

8 Tbid.

9 Pellegrino and Thomasma, The virtues, 65.

173



and the impossibility of its exercise in isolation except only in a social context.””’ The
phenomenon of social trust manifests in our relationship with professionals like doctors,
lawyers, ministers, rabbis, priests, chaplains, and others, especially when we need their help.
People commit their life, wealth, health, and bodies into the hands of professionals with the
assurance or certainty of the trust that such professionals will always act well for the good of
those come to them for help. We trust someone if we judge the person to be responsible.

Similarly, Terrence Kelly argues that trust is essential and indispensable for
professional practice precisely because it is the attitude in which one is willing to make oneself
vulnerable to the discretionary choices of another person. For Kelly, the cultivation and
development of trust in professionals practice is a functional imperative. The necessity of trust
in the professional role is based on instrumental, ethical, and moral reasons that invite and
develop the trust of those that professionals intend to serve.”"!

We tend to trust that a medical doctor will not give us a prescription that will harm us,
so we take his medical prescriptions very seriously and act in accordance with his instructions
believing to attain healing. With the same trust, we jump into a commercial vehicle with the
moral certainty that every commercial driver owes their passengers the moral obligation of
safely taking them to their destinations. Even when it is evident that the driver is drunk, people
still believe that he will never run the risk of deliberately running into the river to ruin his own
life and the lives of others. Trust creates an unbreakable bond among people, especially
between professionals and their clients. Sometimes, a trust may appear as if it makes people
blind to the practical implications and consequences of certain things that they commit
themselves to in the name of the trust.

Pellegrino echoes the centrality of trust as an ineradicable phenomenon that has been a
generative force in professional ethics for a long time. Trust is fundamental to clinical
encounters’?? as it is a feature in friendship and other human interactions. Trust can enhance

medical practice when doctors treat their patients like intimate friends, their patients will be
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moved to share their most personal problems, which will promote the patient’s autonomously
expressed interests. According to Saunders: “This strong personal bond emphasizes the
doctor’s virtues”.”® Thus, reliability and trustworthiness constitute essential qualities of an
excellent medical practitioner. In our age where it is challenging to trust, Pellegrino argues that
the virtue of trust is an ineradicable element defining the morality of the healing relationship.
The whole of the medical profession is built on trust. It is an essential disposition of good
medical practitioners or health care givers. Its very ineradicability dictates that the violation of
trust automatically vitiates healing in any genuine sense.”®*

For Pellegrino, “trust has special moral dimensions that form the foundation for
professional ethics.”’® For example, in the medical relationship, people seek physicians when
some adverse sign or symptom threatens the conception of their health sufficiently to impel
them to seek expert advice and help. This act of seeking help from professionals is based on
trust that physicians possess the capacity to help and heal. It is out of the same trust that patients
open the most private domains of their bodies, minds, and social and family relationships the
physician’s probing.”*® Pellegrino’s argument is that the physician’s character and fidelity to
trust contribute to building an atmosphere of healing in clinical encounters. It gives hope to the
patient because he sees the physician as his final advocate.

The central point made by Pellegrino is that trust is indispensable to the felos of
medicine as well as other professions. It is difficult for a sick person to be healed or made
whole again if they are suspicious of the motives and methods of the physician. A sick person
heals himself if he is empowered to do so. One of the best ways to assign an ill person for self-
healing, as we see in Pellegrino’s proposal, is through the virtue of trust. As we have said, this
is applicable to every profession. In another example, a parishioner (penitent) will be quickly
served or reconciled with God if she sees the priest confessor as a reliable avenue of access to
spiritual healing. Pellegrino avers that trust must act as a fundamental foundation for
constructing modern professional ethics, considering the importance and indispensability of
trust in human relationships and professions. He argues:

Since trust is a permanent feature of human relating, fidelity to trust is an indispensable virtue
of the good professional—lawyer, doctor, chaplain, or teacher. Without this virtue, the
relationship with a professional cannot attain its end. It becomes a lie and a means of
exploitation of vulnerability rather than a means of helping and healing. If there is any meaning
to professional ethics, it must revolve around the obligation of fidelity to trust.””’
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However, the concept of trust envisaged by Pellegrino is neither a blind nor a passive
kind of trust but an active trust that takes due diligence into cognizance. Pellegrino openly
acknowledges that an ethic of trust does not ignore the sad professional facts of incompetence,
quackery, fraud, inadequate self-regulation, and peer review of the addicted or alcoholic
professional. Again, he warns that recognizing trust's ineradicability is not, therefore, to argue
against regulation of the professional by licensure, educational and certification procedures,
quality controls, periodic re-licensure, and liability laws. He also admits that Professionals are
ordinary humans called by the nature of the activities they engage to extraordinary degrees of
obligation and trust.”®

In his final analysis on the virtue of trust, Pellegrino observes that an ethic of trust must
go beyond the level of principle-and duty-based ethics to and ethics of virtue and character.
The virtuous physician stands as icon or model of trust in medical practice. Trust as conceived
by Pellegrino, is not a privilege to a professional but it is something that should be earned and
merited by his or her performance and fidelity to its obligations and implications. He argues:

Professionals cannot expect to be trusted simply because they are professionals. The
ineradicability of trust is a source of obligations, not of privilege. Professionals who resent the
queries and the skepticism of their patients or clients are insensitive to the changed climate of
professional relationships. They fail to sense the predicament of vulnerability in which those
who seek their help must find themselves.””

4.6.2 Compassion

Pellegrino proposes compassion as an essential and indispensable virtue in medical
practice.”'? Similarly, Robin Downie and Jane Macnaughton maintain that the virtue of
compassion is medicine’s characteristic moral imperative.”!! Compassion has been described
as a fundamental human quality and as a universal human phenomenon. It is thus described as
a universal quality in the sense that the ability to perceive the pain of another person and the
inclination to act to alleviate that pain is naturally imbued and inherent in all human beings in
their nature as social creatures.”'? Compassion thrives beyond the boundaries of age, race, and
religion since it is a feeling or a natural human emotion that appears in all human history and

cultures.
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For this reason, compassion becomes a tool for alleviating sufferings of all kinds in the
world whether they are pains caused by diseases, natural calamities, political oppressions or
injustices. Lampert argues that the erosion of compassion and lack of its practice in a society
brings about a lack of social justice, distress, poverty, wants, severe hardship and suffering.”!
A virtuous or good life is summarized in compassionate relationships with others since
character and virtues of good require a stable and enduring relationship with those who share
with us what we consider important about life.”'* This is deeper and something profoundly
more powerful in its meaning. The physician’s heart breaks because the patient’s heart is
broken as a result of the pains that he or she is going through. Thus, the physician’s heart breaks
because the patient’s issue is an issue.

Pellegrino laments of the perceived deficiency of the virtue of compassion as one of the
most widespread criticisms against medicine and its practitioners. He defines compassion in
medicine as “the capacity of physicians to feel something of the unique predicament of the
patient, to enter into the patient’s experience of illness and, as a result, to suffer vicariously the
patient’s anxiety, pain, fear and so on.”’!* Pellegrino employs compassion in the clinical
encounter to mean a habitual disposition of the health care giver, to act in a certain way, a way
that facilitates and enriches the felos or purpose of medicine. The act in question is the act of
healing, helping, and caring for someone who is ill. Acting compassionately is therefore the
character trait that shapes the cognitive aspect of healing to fit the unique predicament of the
patient.’!®

Like Pellegrino, Lawrence Blum employs the use of the virtue of compassion to
demonstrate his argument that despite the fact a virtue is dispositions to a certain emotional
state, they are not just “irrational” emotions of psychological equivalence to the emotions of
hunger pangs, orgasms, or the passing of gas. Instead, internal emotions (virtues) such as
compassion can be a full participant in the moral life because it is internally connected in
specific, definite ways with such things as recognizing and caring about another person’s
suffering, the conceptualization of the person as a member of the humanity.”!” He describes

compassion as selfless in that it involves regard for the good of other persons.’!®
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Furthermore, Pellegrino vehemently argues that without compassion, only the medical
good, which is the lowest of the higher interest in medicine, is attainable. The highest good of
medicine, obtained through the objective assessment of the medical good is modulated by
compassion. He says: “By necessity, in achieving, the ends of medicine, compassion must be
a virtue of the good physician. Although it is an internal disposition, compassion is also
manifest in the physician’s behavior”.”!® Thus, if the patient is to be healed in a total sense, the
physician must possess the virtue of compassion. The health caregiver must empathize or feel
something of the patient’s experience of the predicament of illness. Pellegrino describes this
feeling as essential in adjusting the treatment to the particularities of this patient’s life story,
time in life, and so forth.”?° Therefore, compassion enables the health professional to feel and
understand each patient's condition according to his pains and the situation surrounding his
illness. It moves the physician into more profound concern, care, and attention to the patient’s

plight.

4.6.3 Prudence

The virtue of prudence is often described as an indispensable and necessary for other
virtues to be truly virtues. Although as we have seen in Pellegrino’s analysis, all virtues work
together in harmony but guided by prudence. In its true sense, prudence is the virtue of practical
reasoning. It is a moral virtue par excellence since a bad man cannot be prudent. It is the right
reason for that which is to be done (recta ratio agibilium). A good person is not only someone
who knows what is good to do in general, but who knows what to do here and now, and who
not only knows it, but effectively performs it as well.””! Prudence “guides man in judging what
must be done in a singular, contingent act.”’?> For Thomas Aquinas, prudence is the perfection
of reason and is necessary for all moral virtues, since moral virtue is a habit of choosing,
bringing about good choice.”? It means that prudence establishes in us the good and is for the
rational part of the soul.”* In most of his discussion in the Nichomachean Ethics, Aristotle
stresses the need, the importance, and the indispensability of using practical reason instead of

its contemplative counterparts since ethics is a practical discipline.’*
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Pellegrino argues that prudence is essential in ethics because it serves as a guide to the
right way of acting with respect to all the virtues. It provides the capacity or disposition to
select the suitable means and the right balance between standards and good ends. It orients us
to moral truth, to the moral quality of particular acts and their relationship to the ends of human
nature. Prudence itself is shaped by the universal moral guideline that we must seek good and
avoid evil. Prudence helps us to discern, at this moment, in this situation, what action, given
the uncertainties of human cognition, will most closely approximate the right and the good.”*°A
prudent person in this context is one who makes good beautiful choices. An attractive choice
here refers to the right to make correct decisions that conform to moral principles. Thus, a
prudent person knows the principles and norms of the right and healthy good, and acts
according to them in every concrete circumstance. In this understanding, prudence serves the
purpose for achievable, actionable, and productive goals.

For Pellegrino, prudence is at the heart of the medical enterprise precisely because it
strengthens clinical and ethical judgment.”?” He avers that it is an “indispensable virtue of the
medical life, essential to the zelos of medicine, a right and good healing action for a particular
patient, and essential as well to the felos of the physician qua human being, the life of
fulfillment and flourishing.””’*® Pellegrino describes practical wisdom as a virtue of deliberation
and discernment and as central to any theory of virtue in the health professions. The clinical
judgments and notes of note require prudent weighing of the alternatives in situations of
dilemmas and uncertainty. Prudence helps health practitioners know how to unscramble
conflicts among the virtues and integrate them more closely according to their relationships to
one another to enable them to attain the telos of health professions.’?’

In this way, the virtue of prudence plays the unique role of guiding and harmonizing
the other virtues of medical practice to function cordially and harmoniously without conflict
among themselves. As Pellegrino underlines: “Thus, in medical as in moral choice, prudence
is the capstone or guiding virtue that influences the way the other virtues are exhibited in any
given clinical situation. Therefore, Prudence is both an intellectual and a moral virtue in
medicine, as it is generally in moral encounters”.”>° The mark of the wise physician, as captured

by Pellegrino, is that who knows what and when to act in each given situation or context as it
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is the mark of a wise driver knows the right time to march the breaks when driving. Prudence
involves knowing what to do and doing it rightly and moderately well.

For Saunders, practical wisdom is the only tool certainly available for decision-making
for physicians in a clinical setting. It guides and regulates the physician when he is faced by
the uncertainty of knowledge in the clinical encounter where many patients are either unwilling
or unable to make decisions. This leaves the doctor with the anticipation of desire, and he is
left to make decisions amid these uncertainties. He affirms: “The only sure guide is the practical
reason.””?! Pellegrino’s doctrine of the virtuous physician as a moral beacon is powerfully
demonstrated in his expectations of the prudent physician. Pellegrino avers: “The prudent
physician is the one we expect to make these difficult distinctions based on a character fixed
in its disposition to act well, to keep the end of healing in its totality in view, and to modulate
the application of means to foster but not frustrate that end”.”*? To this end, we can buttress the
claim that prudence is the ‘mother’ of all virtues since it integrates the moral virtues for a single

and unified purpose.

4.6.4 Justice

The concept of justice is vast. It occupies an enormous scope of issues in human society.
It is one of the most complex of all the virtues because of the complexity of the mean and the
relationships involved in achieving it. Aristotle wrestled with the problem of what sort of mean
justice is, and what the extremes are between which justice lies. His discourse on the virtue of
justice lies on the general basis that “it is a strict habit of rendering what is due to others.””*?
He described it as that kind of character that disposes people” to perform just acts, and behave
in a just manner and wish for what is just; and in the same way they mean by injustice the state
that makes them act unjustly and wish for unjust things.”** The problem of just and equality
lies in the fact all states are never the same and all human persons are supposedly said to possess
fundamental dignity. The problem of justice, especially commutative or distributive justice

revolves around this lack of a mean or scale of determining equality. This lack of mean of the

proper balance due to individuals and groups, as Pellegrino argues, results in political disputes
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about the common good and affects the health sector concerning significant issues of access to
and rationing of health care common public goods.”*’

Pellegrino employs commutative justice as a paradigm to demonstrate the role of the
virtue of justice in healing relationships. He begins by affirming that the root of justice lies in
the individual's good, not only in the common good.”*® Pellegrino’s philosophy of medicine
conflates commutative justice in the one-on-one situation with both the principle of
beneficence and the virtue of benevolence since he argues that in the doctor-patient
relationship, the patient is due respect as a person, such that the professional must always act
based on that person’s good. According to him, “it cannot make sense in medicine to cure if
one does not aim to heal the patient.””*’

As we have seen earlier, the good of the patient involves judgment and discernment
since it is attained in different degrees and hierarchies. Thus, the effort to discern the good of
the individual in the clinical encounter of the physician-patient relationship and to do justice to
the individual requires both intelligence and struggle. “It requires intelligence to adjust
continually to situations and to keep the other's needs and goods in view.””*® This implies that
acting justly demands the knowledge of what is just and the disposition and the willingness to
act toward its efficacy. As Pellegrino says: “Beyond intelligence, the virtue of justice involves
a struggle. It is often a painful task to constantly adjust and balance conflicting needs and goods,
especially under our voluntary care. The task of equalizing or of being fair requires constant
vigilance and monitoring”.”**This clearly brings out the fact that only the virtuous physician
can go beyond the level of intelligence to ensure that justice is served for the good of the patient
because he possesses the character trait, a habitual disposition to always render to each person
what is due. In this context, the good of the patient, which is health, is what the just physician
strives to cause to each patient according to the patient’s condition and demand. Virtue keeps
the will from being hindered from following reason’s judgments, as it enables the acting person
to persevere in the face of an oppressive difficulty. It helps the person to be well balanced in

regards to feeling overly confident or fearful.”*® A virtue enables the will to follow reason

when it is pulled away from its good by an object of pleasure.’!
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4.6.5 Fortitude

The virtue of fortitude is another particular virtue that Pellegrino describes as enabling
the virtuous physician to make a difference. It gives strength and courage to the physician to
always go for the good of the patient. Pellegrino conceives medical fortitude as a virtue that
inspires confidence in physicians so as to resist the temptation to diminish the patient's good
through their own fears or through social and bureaucratic pressure, and it enables them to use
their time and training resourcefully to accomplish good in society.”** This virtue also takes us
to the supererogatory dimension of the virtues in medical practice, where the virtuous physician
takes risks and transcends beyond the scope of duty and principles to achieve the goal of the
medical profession.

Furthermore, fortitude opens the physician’s mind to the patient’s plight. It develops in
the physician a sensibility that moves him to advocate, promote and do everything within his
reach to help the patient. Fortitude spurs him on to act for the patient’s good without minding
the dreadful circumstances or risks involved in achieving such an end. To this end, the virtue
of fortitude encompasses the physician’s resistance to retreat from the right thing to do in the
face of corporate, collegial, or public adversity. In Pellegrino’s words:

Fortitude is the kind of tenacity that helps physicians move the powers that be to get their
patients into an appropriate clinic for tests. Or it is the tenacity to continue to accept Medicaid
payments when they only remotely approximate the costs of caring for the poor. Or it is the
courage to speak out strongly in favor of care for all the sick, the poor, the needy; to expose
fraud and incompetence; to acknowledge the failings of the current health care system when
needed; and to contribute to the public debate about the distribution, availability, and access to
health care for all.’”*

Through the moderation and guidance of prudence, the virtue of moral courage or fortitude
enables the physician to act on principle in the face of potential harmful consequences without
either retreating too from that principle or remaining steadfast to the point of absurdity.
According to Pellegrino: “Physicians need fortitude to do the right thing when it is required
and expected of them, given their role in life. In the ordinary practice of medicine, it is moral
courage or fortitude in the face of consensus, rather than physical courage, which is depreciated
by our society”.”#

We must point out here that Pellegrino acknowledges that the virtue of fortitude
involves both the physical and the moral aspects of courage. The physical part of the virtue of

fortitude renders the subject able to resist flight in the face of physical danger or moderates
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impulsive behavior under the same circumstances.’*> Some examples of the physical aspect of
fortitude are the courageous fireman entering a burning building or a physician treating a
patient with a contagious disease. Some examples of the moral aspects of the virtue of fortitude
are a person who finds a large amount of money and returns it to the rightful owner rather than
keeping it for themselves or the priest who refuses to reveal what a person may have said in
confession. The willingness of the physician to suffer personal harm for the sake of a moral
good (the good of the patient), the spy who does not reveal potentially destructive secrets to an
enemy, or the hostage who faces the daily terror of loneliness and isolation or a priest who
refuses to reveal a confessional secret of a penitent for the sake of the penitent’s good and of
the integrity of his priestly confidentiality.

In the end, Pellegrino’s interest lies more in emphasizing that while physical courage is
essential and needed for medical practice as a quality of the medical practitioners, he also
argues for the indispensability of moral courage for professional roles by stating: “It takes
physical and moral courage to run even a very small risk with an invariably terminal future

disease. It takes even more fortitude to disclose to patients the fact that one has AIDS”.74¢

4.6.6 Temperance

According to Smith, “Temperance implies a sense of being well balanced in one’s
appreciation of life’s pleasures.””*” Smith’s definition captures very well the traditional concept
of the virtue of temperance as the virtue that controls one’s appetite for food, drink, and sex
very well. Thus, to be virtuous in abstinence is to be habituated in proper pleasures and to lack
this is to be vicious in temperance. It plays a central role in all moral activities because it brings
the acting moral person in direct contact with concrete truth of the moral reality. Pellegrino
expands this traditional notion in relation to some of the temptations usual to modern
professionalism in medicine. He argues that in a society that legitimates conspicuous self-
indulgence, the exercise of the virtue of temperance becomes difficult. These temptations range
from the abuse of substances by professionals, to the inappropriate use of modern medical
technology.”*® While exposing the factors militating against the practice of the virtue of
temperance in professional roles, Pellegrino attempts to examine the value and the implications

for cultivating this virtue in medicine and in the life of the physician today.
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Pellegrino laments that contemporary society is more pruned to hedonistic goals
than it was in the classical-medieval ages because of “the power we have to control our
environment, to provide readily for food and drink, fashion, and sexual fulfillment.
Today, it seems more an explicit goal to indulge oneself than to try to live a perfect
life.”’* He further argues that the abuse of technology and science in our age is a big
problem since it leads in the opposite direction by altering the natural order and expanding
our control over it. 7°° Any principle or method that goes against the natural order heads
to dilemmas and self-contradiction.

The need to maintain balance in clinical doctor-patient relationships requires that a
physician possesses the virtue of temperance which equips him with the habitual capacity to
make judgments correctly, and with the constant disposition toward responsible use of
medicine for the good of the patient, avoiding over use of technology and other interventions.
Temperance is also required to assess the interventions properly to be given to the sick.”! The
function and role of the virtue of temperance in medical practice, as Pellegrino argues, is to
ensure that technology and other interventions are properly used for the good of the patients to

check professional abuses in medicine.

4.6.7. Integrity

Integrity is a mighty medical virtue. According to Saunders: “A doctor without integrity
is a doctor without moral character.”’>? The problem of integrity is at the heart of Pellegrino’s
moral preoccupations in medical practice. The virtue of professional integrity differs in some
sense from ordinary morality. Professional integrity involves having and acting with a
commitment to serve the proper goals of one’s profession. We take as an example of the virtue
of medical integrity when doctors cite professional integrity as a reason for refusing to provide
a futile intervention for a dying patient because such an intervention would be contrary to their
overarching professional goal of acting in their patients’ best interests. A doctor in this situation
could legitimately tell the patient, “I cannot with my doctor’s hat on do this for you.” This
clearly differs from cases where doctors reject such interventions by appealing to ordinary

morality, such as the idea that futile interventions are contrary to human rights or human dignity
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and from cases where doctors reject an ineffective intervention because they have a personal,
conscientious objection to using it, for example, on religious grounds.”?

Pellegrino envisages that a physician who possesses the virtue of integrity is habitually
disposed to work toward restoring the integrity of medicine itself and the sick person since this is the
moral basis of genuinely holistic medicine.’”>* For Pellegrino, “the ultimate safeguard of the integrity
of the patient's person is the fidelity of the physician to the fiduciary nature of the healing
relationship.””> Thus, this requires that a physician be a person who is habitually disposed to exhibit
the virtue of integrity, a person who interprets the application of principles in a most sensitive manner.
For Pellegrino, the doctor-patient relationship so relies on integrity and trust especially in situations
where the freedom to be creative in clinical healings, as well as scientific research, are often abused.
More so, in a complicated milieu of industrialization, commercialization or commodification, and
corporatization of biomedical research, the final determinant of the quality of medical practice and

research remains the character and conscience of physicians and scientists.”*®

4.6.8 Effacement of Self-Interest

Pellegrino employs the virtue of self-effacement as a measure against the forces of
modern exploitation in the medical profession characterized by the traits of commercialization,
competition, government regulation, malpractice, advertising, public and media hostility, and
a host of other inimical socio-economic forces.”>’” He believes that these ills bring about the
exploitation of patients and places them in a vulnerable state.

The virtue of self-effacement, according to Pellegrino, is, therefore, an
indispensable tool for an effective and sustainable medical practice “since, without it, the
patient can become merely a means to advance the physician’s power, prestige, profit or
pleasure.””® He argues further: “In these days of managed and for-profit care, the need
for the effacement of self-interest is urgent if the patient is to be protected against
exploitation.””® The practical implication of the virtue of self-effacement is that it calls

the physician to refrain from exonerating themselves from morally dubious practices
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based on survival since this corruption and exploitation in medical roles suffocates

professional ethics as a result of the moral compromises among medical practitioners.

4.7 Religious Virtues

Drane has described human beings as structurally religious just as they are
structurally needy, ethical, spiritual, and effective. He argues that even atheists are religious
on grounds that all human beings form their lives on the basis of a vision of what life is all
about, and this vision is always supported by faith and not by science. At the point of
illness and death, doctors are often drawn into religious concerns as they contemplate the
meaning and value of life.”®® Unfortunately, the doctor’s medical expertise does not give
him authority over these unavoidable phenomena of the clinical encounter in the physician-
patient relationship.

For this reason, Pellegrino proposes from a Catholic perspective on moral or
medical ethics that a coherent moral view that transcends purely philosophical ethics in
some distinctive ways should be integrated with the philosophical dimension of medical
ethics.”®! His aim for proposing the catholic perspective on medical morals reads: “My
principal aim is to examine the way in which the central virtue of the Christian life - the
virtue of Charity - shapes the whole of medical morals”.”®* It is quite clear that Pellegrino
does not in any way propose this catholic perspective to be an ethic whose methodology
and content are distinct and closed to philosophical reasoning. He does not intend an
uncritical fideism but reasoned ethics that is reconcilable with the moral imperatives of the
Gospels or their authoritative interpretation by the church.’®® Consequently, this calls for a
conceptual examination of the relationship between faith and reason, which explicitly leads
Pellegrino to reflect, from a Catholic perspective, on the relationship between reason and
theological virtues. He does this with a motivation that in Christian ethics, being moral is
explicitly different from what it is in a naturalistic ethic. For instance, the Christian knows
that doing the right thing and the good is a means of growing closer into a deeper

relationship with God, the creator, and redeemer.’®*

760 Drane, Becoming a Good Doctor, 28.

761 Pellegrino, The Philosophy of Medicine Reborn, 349.

762 Edmund Pellegrino, Agape and Ethics: Some Reflections on Medical Morals from a Catholic Perspective,” in
Catholic Perspectives on Medical Morals:Foundational Issues, eds. Edmund Pellegrino, John Langan John and
Collins Harvey (Dordrecht, Kluwer Academic Publishers, 1989), 277.

763 Pellegrino, The Philosophy of Medicine Reborn, 349.

764 Pellegrino and Thomasma, The Christian Virtues, 72.

186



Like Drane,’®® Pellegrino considers the role of religion in his profession-centered virtue
ethics. He examines how the central virtue of the Christian life and charity shape the whole of
medical morals.”®® Pellegrino examines the interrelated roles of these coordinated religious
virtues in enabling the Christian physician to make right and good medical moral decision. The
three supernatural virtues are never in conflict with each other but work harmoniously. Faith
shows the physician the path, hope leads him to persevere on the way, and charity orders and
motivates him such that he is not willing to let go of the goal of the medical profession which
he seeks to achieve above any other goal, even in the face of an impending danger or threat.”®’

In their famous book, The Christian Virtues in Medical Practice, Pellegrino and
Thomasma attempt to respond to the timely question about the identity and behavior of the
Christian physician and what difference it makes to be a Christian physician. This question
specifically seeks for an investigation as to whether Christian physicians can separate their
religious beliefs from their professional commitments, or whether there is anything special
required over and above what is required philosophically to be a physician, if one professes to
be a Christian as well as a physician.”®® Bishop Apochi Michael expresses the significant role
expected of Catholic medical practitioners and other professionals in the secular world. He argues
that the church relies heavily on Catholic medical practitioners working in the secular field to bring
the light of faith to bear in their different professions since faith has a contribution to make in
promoting human dignity in all kinds of legitimate human engagements.’® The bishop’s admonition
is specifically directed to Nigerian Catholic Medical practitioners whom he calls to be apostles of
faith in their engagements by reflexively living out their faith in their medical practice. Catholic
medical practitioners are true to their identity when, in their relationships with their patients, they
choose to imitate the Church as the Church imitates Christ.””

Coming from a Catholic background, Pellegrino reflects on medical morals from a
Catholic perspective by focusing on the kind of person the Catholic physician or health

professional should be. He addresses the question whether it is possible in pluralistic society
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for a Christian (Catholic) physician to inseparably remain both Christian and a physician,
acting charitably towards those who do not share his or her view since a “Christian physician
is not just a physician who happens to be a Christian. He is, at once, a Christian and a physician,
one who is competent, but one whose competence is practiced within the constraints of
Christian ethics.””"!

In their attempt to reconcile profession and faith in a secular or pluralistic society,
Pellegrino and Thomasma proceed to propose a Christian approach to medical morals
characterized by a coherent view of the moral life that transcends purely philosophical
ethics in distinctive ways. They advocate a virtue-based teleological approach to medicine
by integrating the three theological virtues of faith, hope, and charity into medical ethics,
which promote the kind of person the Christian physician, ought to be and the kind of
decisions he or she ought to make. This theological approach provides a holistic guide
to medical practice by at least assisting the doctor to respond to some faith related issues
that surface in medical practice. One could describe this proposal as a complex amalgam
or congruence of faith, religion, and reason. In other words, to reconcile ethics based on
reason, principles, and precepts with the fact that the fullness of the Christian ethos is
unselfish love.”’?

Christian health professionals are expected to be custodians of the dignity of the human
person as created in the image and likeness of God. Thus, at the heart of health care this respect
for the inherent dignity of the human person. It means that health care professionals are called
to be guardians of human dignity, servants of human dignity, and witnesses to human dignity.
All health care professionals are called to be guardians of human life and, therefore, guardians
of human dignity. As guardians of human dignity, health care professionals are called to be
vigilant advocates for those persons whose dignity is threatened, compromised, or violated
because of factors including, but not limited to, weakness, disability, illness, age, economic
status, culture, ethnicity or perceived lack of quality of life. Health care professionals are also
called to advocate for those who are at risk for dehumanizing procedures and technologies that
are performed under the guise of health care (e.g. abortion, non-therapeutic embryonic

research, assisted suicide, voluntary active euthanasia).””?
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4.7.1 Faith

According to Pellegrino, faith “is the virtue of entry into the Christian life and which
assures us of a personal relationship of love with God.””’* In another place, he describes faith
as the inaugural virtue that opens the way to the truth and points to the path that leads to

»776 and it is also essential and an

salvation.”””> For him, “faith is our spiritual compass,
indispensable background to an agapeistic ethic because without faith in God’s existence, we
could not derive the command to love God, and the virtue of charity is grounded in God’s love
for us and his revelation of that love.”””

The role of the virtue of faith in medical practice resembles that of trust in the
philosophical virtues of medical practice. It functions like the virtue of confidence because
there could be no healing relationship without it since without it we could not believe in each
other. Pellegrino argues that the virtue of faith is complex because it touches both the mind and
the will of the believer, requiring a change in life and a difference in conduct.’”® Faith initiates
the virtue of love of others, hope for the eventual good, prudence about applying fundamental
moral principles to new situations, compassion for the sick and the vulnerable, generosity of
time and effort for others, and a host of other virtues.””®

The virtue of faith in the clinical encounter reveals itself in the physician or the patient’s
humility, which enables them to realize and acknowledge their dependence upon God, even
while they can never penetrate the mystery of the challenge to their hope and love in the events
of their daily lives. Thus, despite the challenge of this mystery to his scientific training, the
Christian physician nonetheless accepts the mystery.”®® Christian physicians and health care
professionals believe that there is more to healing than a mere scientific cure. They strive to
care for the sick and alleviate their suffering while believing that God cares and heals through
his divine love.

There is no doubt that the virtue of faith has an enormous influence on medical practice
and ethics. Pellegrino argues that faith makes a difference in the Christian physician's approach
to the practice of medicine and how they interpret a physician's moral obligations. This is

obvious in concrete clinical situations where the Christian physician is called upon to be both
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a healer and a Christian healer.”8! Pellegrino outlines more instances in which faith influences
how the Christian physician practices his profession in conformity with his faith. He writes:

Faith orients the healer to the way in which the practice of healing becomes charitable healing,
i.e., an act of love performed in the manner of Christ's healing. Faith keeps before the healer
his or her ultimate end and that of the patient. Faith restrains the hubris technology so easily
engenders in today's physician or nurse. When hope flags, faith calls to mind that the purpose
of human existence is union with God, not immortality or freedom from pain and suffering.
Faith restores hope, even in the face of an incurable illness, not because cure of the illness is
less a good but because faith promises more than cure. It invites belief in a good even higher
than cure because God has promised that higher good to those who suffer.”s?

The theological or supernatural virtues are not seen to be in conflict with the natural or
philosophical virtues. Instead, they enrich them for higher efficacy. Pellegrino underlines this
point in relation to the virtue of faith. He insists that the Christian physician must exhibit these
philosophical virtues of medicine as a healing art because these virtues are good in themselves.
They are necessary dispositions to good healing. They should not be erased by faith or replaced
by supernatural virtues. They should rather receive added meaning because they are good in
the order of nature created by God. Through faith, all the virtues of the good physician are
prefigured by the healing example of Christ himself.”®3

In Pellegrino’s thought, faith becomes a powerful catalyst and tool for the reformation
of the modern health care system. It must always be guided by the goal of improving the healing
relationship with fellow creatures of God. In Pellegrino’s words: “Faith, in short, is a lantern
that illuminates the way Christian physicians should live all the natural medical virtues. Faith
is also the spiritual compass we need in the face of modern medical practice's moral and ethical
dilemmas. Faith entails a commitment to a source of morality beyond humankind, a source in
Sacred Scripture, tradition, the teachings of the Church and of its official magisterium.”’8*
Therefore, one could be correct to say that medicine as perceived by Pellegrino is a fertile
ground for bearing witness to faith and for making Christ’s love present to those in need and
in painful suffering as a result of the vulnerable state of their sickness. In this way, a physician
whose practice of medicine is guided by the virtue of faith sees his work a special kind of

devotion and as a missionary enterprise for bringing the salvific work of Christ to the wounded

humanity.
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4.7.2 Hope

We have seen Pellegrino’s argument on how the virtue of faith points and
illuminates the way to the goal of healing in medical practice. This is followed by virtue
of hope, which sustains the medical practitioners on that way. Pellegrino argues on this
ground for the inevitability and indispensability of the virtue of hope in medicine.
According to him: “Every physician and nurse, indeed every observant person, knows
that hope is essential to healing. When either the physician or the patient loses hope, the
will to be healed is eroded”.”® Hope enables the parties involved in the clinical encounter
to persevere in the face of the predicaments of illness, despair, disability, depression, or
death.

For Pellegrino, the virtue of hope is a motivating force essential to any human
endeavor and it is inextricably tied to the spiritual virtues of charity and faith, which
characterize the religious perspective on the experience and ethics of healing.”®® The
Christian spiritual virtues of medicine are essential and relevant for holistic healing of
the human person since healing involves both body and mind. It follows that for healing
to take place, healing of the body, mind and the soul, hope in God’s design for us, in his
mercy, and in his promise of an afterlife whose glories we cannot even conceive motivates
to sustain and relieve our suffering even when death is inevitable. The Christian virtue of
hope is essential for the doctor as well as the patient. They and all who look after the sick
must possess the virtue of hope to promote healing. Pellegrino clarifies that hope does
not dispute the reality of the existence of sickness, pain, and human suffering, nor does it
replace the benefits of medical care. Instead, “it confronts the realities of the patient’s
predicament, but it directs the mind and heart to something much larger, the reality of
God’s presence in history, his promises to humanity, and his unfailing love for every one
of his creatures”. "8’ Through his doctrine of the supernatural virtues, particularly the
virtue of hope in medicine, Pellegrino profoundly establishes the metaphysical aspect of
healing; the inevitability of religion and the fact of miracles in human affairs that indicate
God’s intervention in nature and human activities. However, Pellegrino does not relegate
medical healing, which is God’s knowledge shared with man, must always be our first

port of call.
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4.7.3 Charity

Pellegrino has examined some of the conceptual relationships between reason and
charity in traditional and contemporary discourse. He grounds his charity-based medical ethics
not solely on the principle of beneficence but on the Christian obligation to fulfill the
commandment of love, the principle of the love of God through a neighbor. Pellegrino
describes this principle as charitable beneficence, grounded in God’s love for us and His
revelation of that love.”®® Pellegrino describes charity to be the ordering of the virtue of
Christian ethics, medical and otherwise. It is distinguished for shaping the whole of the healing
relationship.’® Pellegrino describes charity as the central virtue of the Christian life. This
centrality reflects in its role as shaping the whole of Christian medical morals, as it does every
other aspect of the moral life.”*°

In medical practice, the virtue of charity from a Christian perspective disposes the
Christian physician to choose or select among the many particulars of a concrete moral choice,
those that must conform to the virtue of charity. In this context, the virtue of charity serves as
practical wisdom that motivates and orients the charitable physician to act in a way pleasing to
God in any particular situation.”! Pellegrino addresses the thorny problem of how virtue relates
to rules, duties, and principles in making moral medical decisions by arguing that rules, duties,
and principles are part of the reality of moral life as love is. They cannot be disengaged from
each other. In his agapeistic ethic, he argues that principles, rules, and duties are chosen or
shaped by charity. More substantially, he states that the primary principles of medical ethics
are ascertainable by human reason. Still, the virtue of charity provides a unique way in which
these principles are to be lived and applied in concrete situations in the spirit of the Gospel
teaching, as against pure human reasoning.’”?

At this point, we see a harmonious integration between the Christian virtue of charity
and medical practice. More so, charity acts as practical wisdom in a Christian, sorts out and
resolves any conflicts that may arise between these principles in the face of a medical moral
decision. It does this as already observed by resorting to revelation or sacred scripture, a
tradition in which charity is considered an obligation. Pellegrino describes charity in medical

practice, as we have already seen, to be the form of virtues because it acts as a practical
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principle of discernment and a benchmark against which the Christian physician measures
concretely, here and now, the moral worth of their sensible medical ethical decisions.”* Thus,
charity plays the role of an interior principle that encompasses the philosophically derivable
internal morality of medicine and, without abrogating, transmute healing into an act of grace.”*
According to Pellegrino, “compassion is the concrete evidence that the virtue of charity is at
work in the healer.”’® Pellegrino argues further that the virtue of charity disposes moral
judgments to their proper end. “It fuses the qualities of both mind and heart, reason and faith-
a fusion without meaning a non-agapeistic ethics.”’*® This fusion is only tenable in a charity-
based model of medical ethics.

The unique thing about Pellegrino’s agapeistic ethic is that it does not accept easy
justification for reducing beneficence to mere non-maleficence which demands nothing of the
physician. Instead, his agapeistic ethics calls the Christian physician and other health
professionals to strive for perfection in charity even though they may fail, given the ineffability
they must emulate. But they should know when they have fallen and strive to come closer
always as an act of obedient response to a loving God.”’ The charitable beneficence which
Pellegrino advocates for medical practice is grounded in God’s love for us and in his revelation
of that love. It follows from the virtue of faith which ushers into the Christian life and which
assures us of a personal relationship of love with God.”®

Pellegrino laments the unfortunate situation where many Christian medical
professionals today try to justify their compromising the virtue of charity on the grounds of
necessity and survival. As a remedy to this ugly situation of comprise in medical professional
roles, Pellegrino advocates strict adherence to a Christian and charity-based ethics model as an
ideal approach to the physician-patient relationship in the clinical encounter. In this sense,
Pellegrino argues:

A genuine Christian ethic would be incompatible with health care as a commercial activity. The
idea of the physician as primarily a businessman is inconsistent with the Christian ethic of
medicine. Likewise, such an ethic would reject the healing relationship as primarily an exercise
in applied biology or as a legal contract for services. No could the relationship be construed as
paternalistic, or as primarily a means of livelihood, personal profit, or prestige for the physician.
Equally incompatible are models which make the physician primarily a government bureaucrat,
a proletarian employee of a corporation, or an agent of the state as in totalitarian regimes.””
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Pellegrino quickly remarks that he does not by his theory of the Christian virtue of
charity absolutely deny the fact that medicine in some measure is simultaneously a business, a
craft, a science, and a technology. Instead, the agapeistic ethic places these differing facets of
medical practice into a morally defensible order, recognizing when and to what degree they
must yield to the ordering principle of charity.?’ In his doctrine of the virtue of charity in
medical practice, Pellegrino underlines the mutuality of respect by physician and patient for
the virtue of charity. The physician-patient model advocated in Pellegrino’s agapeistic ethic is
a covenantal relationship as it imposes an obligation not only on the physician but on the patient
as well. He imposes on the patient the obligation of honesty, compliance with the physician’s
regimen, refraining from frivolous, frankly unjust, or injurious legal action, and respect for the
human and moral values of the physician that are logical corollaries of a covenantal
relationship.®!

Pellegrino’s view provides an excellent thought on the relationship between the faith
and reason relationship in professional ethics. It is an interesting effort to reconcile one’s faith
and work. A Christian vocation to medicine is a call for an integration of what it means be a
Christian physician in conformity with what it means to be a Christian. In this sense, profession
and faith, though two distinct phenomena, become inseparably united in a single purpose. By
linking charity with principles and rules in moral decision making, Pellegrino renders a
religious contribution for solving the prickly problem of the virtue between virtue and
principles in every moral thought. His theory on the foundation of God’s love and his revelation
is a unique attempt to demonstrate the practicality of Christian faith in charitable acts in medical

professional roles.

4.8 Similar Approaches to Edmund Pellegrino’s Medical Ethics: James Drane

There is no doubt that Pellegrino has remained quite uniquely outstanding in his attempt
to integrate virtue into health care ethics. There are equally other scholars, who like Pellegrino
have made frantic efforts to integrate virtues into health care ethics. These similar efforts, as
we have already seen, range from their theory and doctrine of the identity of medicine, its
ends, and the ethics that guides its practice. While we admit and acknowledge the existence of
other attempts to build a virtue-based medical ethics aside Pellegrino’s, any attempt to review

such works will only lead us into repeating Pellegrino’s arguments since most of them gained
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their inspiration from him. We cannot but here mention and briefly review James F. Drane’s
approach, which is worth considering because it is in-depth and most similar to Pellegrino’s
approach.

Drane is a good example of a similar approach to Pellegrino because he believed in the
inevitability and indispensability of virtue or the good character of the agent for a sound
medical practice in the doctor-patient relationship. Like Pellegrino, Drane conceives virtues to
be sources of higher ideals in medical practice. He proposes that virtue and character must have
a place in medical ethics because of the size of today’s health care institutions. He says: “Virtue
is not dissociated from objective moral standards of conduct, but higher standards of
professional conduct require higher virtue and greater personal effort in character
formation”.3%? This view is found in Pellegrino’s theory of the virtuous physician as the beacon
of moral ideals, who goes beyond the general or objective standard of conduct to a
supererogatory level to attain a certain moral ideal, irrespective of the threatening conditions.
The point is that being ethical is not enough. Ethics must be appropriated in good behavior
through right choices and conduct. In Drane’s argument: “Each patient and every medical
situation provides an opportunity for a number of possible goods or values to be accomplished.
As doctors go through life making value choices and appropriating them into conduct, they
constitute themselves as certain types of persons. Certain ethical habits are developed and
character is created.”%

Drane’s definition of virtue and its operation in medical practice is identical to that of
Pellegrino. Drane describes virtues as possessing enduring qualities of healing relationships
which enable health providers to make right choices according to the use of proper reason.
Thus, virtue for Drane “is the personal appropriation of values made with the help of reason.
Practical reason, in the sense of deliberation and prudential choice, belongs to the very
definition of virtue and is crucial for the practice of good medicine”.3* The practice of virtue
is not visionless or without a goal. As Drane notes, virtue is targeted at some good: “Virtue
practice without a vision of the good, or disconnected from belief about the meaning of life,
becomes virtue for its own sake; moral gymnastic or ethical masochism.”8%

Like Pellegrino, he does not make a case for the destruction of principle-based ethics

in favor of virtue and character. Still, he calls for an inclusive ethic in which both principles
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and virtues are necessary to help make concrete ethical decisions in health care relations.?%
Furthermore, he argues that to be a good doctor, one must satisfy the demands of technical
competence and be a type of person to whom sick people can relate. To be a good doctor is to
develop those traits and habits that correspond to the patients' specific needs.®"” Drane
beautifully outlines six dimensions of the patient’s needs in the physician-patient relationship:
medical, spiritual, volitional, affective, social, and religious.’*® He describes six corresponding
medical virtues as those character traits that would enable the doctor to attend better to the
patient's needs. These virtues include benevolence, truthfulness, respect, friendliness, justice,
and religion.®” A slight discrepancy exists in the list of his selection of medical virtues. While
Pellegrino selects and lists certain correlated virtues for medical practice, Drane limits each
selected virtue to a particular patient’s need in a more rigid manner. He does not create a
harmonious relationship between the virtues as it is in Pellegrino’s account of virtues.
Pellegrino and Drane both proposed a virtue theory in which the virtues are grounded
in the doctor-patient relationship. Like Pellegrino, Drane believes that the doctor-patient
relationship is an inescapable structure for healing activities. It brings into a unique relationship
one who is ill and one who heals, and it becomes the basis of medicine as a moral enterprise.
It is the source in which medical virtues are rooted. He describes this relationship as more than
just a little professional concern by emphasizing the humanistic element and that human beings
are disadvantaged by nature.®'? Pellegrino and Drane’s use of the term physician-patient
relationship is quite distinct from the term's general use, which is sometimes explained in terms
of contract, duties or rights. They have in mind a moral personal relationship between two
persons, as we have seen in their description of medicine as a moral enterprise, and this is the
context in which healing is to take place. From their arguments on the inevitability and
indispensability of the doctor-patient relationship and encounter in medical practice, it follows
that ideal healing should take place within this context. They both emphasize and acknowledge
that this relationship is often characterized by the encounter between two unequal persons, the
physician as superior to the vulnerable patient. They do not, however, deny that there exist
other contexts or avenues of healing.
Despite his unquenchable enthusiasm to establish the place of virtue in practice, Pellegrino

does not consider ethics as ultimately redeeming the flaws of principle-based ethics. He admits
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that virtue ethics is not a salvation theme for the difficulties of principle-based ethics since it
also has its limitations.®!!

Owing to the professional dimension of Pellegrino, Thomasma and Drane’s approach
to virtue ethics, they seemed to have paid much attention to the virtues of healthcare providers
but laid little emphasis on those of the virtues of the patient. Pellegrino and Thomasma for
instance advance that some virtues such as benevolence, humility, and courage apply to
practitioners as well as patients and dispose both parties to act well in relation to the ends of
medicine.®!? Their theory of medicine gave prominence to the patient since medicine has the
good of the patient as its telos. That they gave precedence to the virtues of the physician does
not mean imply that patients are not expected to cultivate some virtues that enable them to act
in relation to the ends of medicine. If patients are expected to develop some virtues to enhance
healing process, it therefore means that being sick and vulnerable is a fertile ground to
cultivating medical virtues. Nancy Snow subscribes to the view that pain, sickness or
meaningful suffering could serve as a necessary medium for a patient to develop and express
the virtuous traits that constitute strength of character fortitude, perseverance, courage,

resilience, and patience.b!?

4.9 Chapter Summary

This chapter captures the role and necessity of virtuous character traits in medical
practice. It centers on the very heart of Pellegrino’s virtue-based humanistic approach to
medical ethics. He proposes a humanistic approach to medicine, which considers human care
as a foundation for curing diseases. It puts Pellegrino’s essentialist virtue theory as
indispensable for medical practice and a valuable tool for confronting the challenges in the
physician-patient relationship. The primary narrative of this chapter is that virtuous physicians
are more likely to make correct and good decisions in every situation in the clinical encounter.
The chapter demonstrates the virtuous physician as the beacon of morality in society.

In this chapter, we have seen how Pellegrino painstakingly demonstrates how particular
medical virtues enable the physician to be more effective in his professional roles. These
medical virtues, both philosophical and theological, provide the physician with the rational and

religious capacities to discerning the patient’s good. This captures the inseparable relationship
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between faith and reason in understanding reality. These virtues work harmoniously toward
realizing the good of medical practice. On the relationship between faith and reason in the
morality of medical practice, Pellegrino offers a Catholic perspective on the morality of

medical practice in which conscience plays a central role.
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Chapter Five: The Relevance of Pellegrino’s Theory of Medicine
in the Contemporary Debates on the Philosophy of Medicine

5.1 Critical Reflections

This chapter seeks to consider and situate the outcome and the relevance of our
investigation on Pellegrino’s proposals for modern medicine. It brings to light the significance,
consequences and implications of the philosophical and theological groundings and
contributions of Pellegrino’s moral discourse on contemporary medical ethics. In other words,
we intend to demonstrate that Pellegrino’s views and proposals respond adequately and proffer
solutions to the philosophical problems and medical dilemmas in contemporary society. Our
work has both theoretical and practical relevance. The attempt here is to consider the various
aspects in which the knowledge gathered from this investigation may be made available to
discover and develop those valuable moral skills and virtues necessary for the effective practice
of modern medicine.

This work has demonstrated that the strengths of Pellegrino’s thought are found of his
contribution to the theory of health care and in his insistence on a philosophical basis for
modem medicine. He argued strongly that contemporary challenges in medicine and
technology are in danger of outstripping current health care theories, endangering traditional
commitments to the patient's good. For proper appreciation of Pellegrino’s philosophy of
medicine and its application to the present-day situation, we must take a critical look at some
of the essential elements or themes that frequently demonstrate this relevance. This summation
is not meant to multiply analysis or to go into more complexities about these themes that we
have already explored in the body of this work. Instead, the aim is to provide a practical, precise
perspective from which the relevance of this dissertation can be viewed. Our purpose,
therefore, is to relate the relevance of Pellegrino's contribution to the contemporary discourse
on medicine by reflecting on some of these selected keys and significant themes that appear
most often in medical discussions.

There is no doubt that Pellegrino’s thought serves a manual or a guide to the value and
use of medicine. His proposals are meant to promote reliability and scientific practice quality
of medical practice. Pellegrino relied heavily on Aristotelian teleology and virtue theory. He is

famous as an erudite scholar and a compassionate physician. He played a significant role in
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changing the common biomedical identity of medicine from being a mere body of valuable
knowledge for treating illness to a more metaphysical dimension. He is reckoned as one of the
great minds of the contemporary age in both the philosophical and medical worlds. He gave
medicine a unique philosophical definition. He viewed medicine as possessing intrinsic goals
that determine the type of knowledge medicine needs to achieve these ends. He also played a
significant role in the development of bioethics and the philosophy of medicine. Pellegrino's
doubling figure and his unique experience as a philosopher and a physician enabled him to
present remarkable medical ethics that has stood the test of time. His scholarly contributions,
both philosophical and theological, brought about medical and professional education. They
created much awareness about the significant role of medicine in the human community and of
the excellent image of the health care profession. Despite its lacuna, weaknesses, and
loopholes, Pellegrino's work remains a vital tool and guide for the medical profession as it
plays an incredible role in shaping the practice of modern medicine.

We have critically examined and analyzed Pellegrino’s works on medicine's identity,
structure, meaning, and essence and its practice as a moral enterprise. We have seen his
numerous contributions to the nature of medicine and how it should be practiced. We have
also seen how Pellegrino's interests extend far beyond the field of medical practice. His
research works cover various topics such as the philosophy of medicine, the history of
medicine, professional ethics, the Hippocratic Oath, and the physician-patient relationship in
the clinical encounter.’'* Pellegrino's philosophy of medicine provides a rich analysis of the
phenomenological and existential contexts of illness, finitude, and disease. His account is rich,
timely, and of enormous contemporary relevance to physicians and other health care
professionals who must be familiar with the shifts in modern moral philosophy if they are to
maintain a hand in the restructuring of the ethics of the medical profession. It will guide them
to provide a reality check on the nihilism and skepticism of contemporary philosophy.®!> His
philosophy of medicine provides the health care practitioners with a proper guide that helps
them apply theories into practical situations of healing relationships and to develop virtue for

medical practice.
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5.1.1 The Practicality of Philosophy

One of the major outcomes and the relevance of Pellegrino's philosophy of medicine,
as discovered in this investigation, is that it reaffirms and demonstrates that philosophy plays
a practical role in medicine and human society. This project expresses how philosophy is a tool
for solving both philosophical and clinical challenges and problems in medicine. Pellegrino’s
virtue theory for medical practice revolves around his claim that virtue will always assist the
physician in making morally good choices and decisions in every practical situation of the
clinical encounter. This work also demonstrates that every problem in life has a philosophical
character. It is for this reason that philosophy permeates and shapes every facet of the
individual and communal life. Philosophy penetrates the personal, moral, social, political,
religious, and cultural aspects of human experience. The Lublin school of philosophy claims
that philosophy is practical and that everyone philosophizes. The Lublin school's philosophical
program tried to put philosophy on the foundation of experience as perceived broadly,
consisting of sensory-intellectual conception and intellectual intuition, that is, the inclination
and the wonder to know the truth and the practical consequences or ends follow from the fact.%!¢
This dissertation significantly demonstrates the functional relevance of philosophy in human
relationships and interactions and on choices and decision-making. That philosophy plays both
practical and theoretical roles in human activities cannot be doubted. It helps in the formulation
of theories and guides in their applications to particular existential phenomena, for the benefit
of men and their society.

Pellegrino’s doctrine on the indispensability of philosophy in medical practice is a
significant demonstration of the relevance and necessity of philosophy in understanding the
ultimate value of the phenomena of medicine, human existence, and reality as a whole. It
emphasizes that philosophy exists as a guide to the understanding of the ultimate meaning of
everything. Like every other branch of philosophy, ethics focuses on those seemingly simple
questions that revolve around the ultimate meaning of the phenomena of human actions and
the phenomenal universe. Ethics seeks to answer fundamental ethical questions: What makes
direct medical activities suitable and dishonest ones wrong? Why do we need to always act
morally right in medical practice? Why is death a bad thing for the person who dies? Is there

anything more to happiness than pleasure and freedom from pain? These are some of the
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intriguing, pressing, and ultimately perplexing questions that naturally occur in the course of
our daily lives, just as they naturally happened in the lives of people who lived before us and
in the lives of those that will come after us. These same perplexing questions occurred in other
societies whose cultures and technologies differ from ours. Every attempt to answer these
questions from the scientific or sensible approach will always prove unsatisfactory. This
inability and dissatisfaction mark the beginning of philosophy. All questions about the ultimate
meaning of existence and the quest for meaning and purpose of life are philosophically
oriented. Particular sciences cannot provide any satisfactory answers to these questions, but
philosophy does.

We have already established that philosophy influences and shapes the concept of
medicine and guides its professional application in particular cases to promote health and life.
The subject matter of philosophy goes beyond the confines of just the acquisition of knowledge.
Instead, it consists of the quest for knowledge and the determination of the kind of knowledge,
its goals, the nature of acquiring it, the method of receiving it, its validity and reliability, and
its truth and value. Philosophy provides various tools such as logic and epistemology, which
are employed to investigate the validity and reliability of knowledge claims: metaphysics,
axiology, ethics, and aesthetics, which verify their essences, values, moral claims, and their
beauty, respectively. It also employs the use of the tool of philosophical anthropology to unify
several empirical investigations of human nature and the entire person in an attempt to
understand persons as both creatures of their environment and creators of their values.

One of the outstanding discoveries in this work is that it brings the role of philosophy
in shaping scientific disciplines. Although philosophy is a distinct discipline of its own, it is
often applied to particular disciplines and professions to help them solve their specific problems
and challenges. For instance, when we use philosophical theories and findings to the concept
of law, we have a philosophy of law, philosophical jurisprudence, or legal reasoning, as the
case may be. In other instances, when we apply philosophy to science, we have a philosophy
of science. When used in politics, we have a political philosophy. If philosophical principles
were applied to the basic concepts of education, we would then have a philosophy of education.
Philosophy helps in the understanding of the concepts of disciplines and professions. As in
education, philosophy helps form educational goals and the principles of their application to
particular existential situations. We cannot think of quality education without any guiding
philosophy behind its functionality. Philosophy is a guiding principle for every form of

education in society.
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The point is that particular sciences, in their search for knowledge and in their struggle
to promote the good of human society, cannot flourish efficiently without the influence of
philosophy. This point was seen repeatedly in our research. We analyzed how philosophy, the
search for wisdom, enables the scientist or the physician to go beyond the level of just
knowledge of empirical facts and data to discover the ultimate values of the acquired empirical
facts and data and guides him to apply this knowledge for practical use. We found that practical
wisdom or prudence is the indispensable virtue of medical practice. A wise and knowledgeable
physician is better than just a brilliant physician who lacks wisdom. Philosophical background
and influence in scientific enterprises are inevitable. Philosophy plays an incredible role in the
promotion of the good of the human person. It aids the human person and empowers them to
conquer the problems of their environment.

More than the particular science as we have already observed, philosophy discovers
what is valuable and worthwhile in life. It presupposes the methods of achieving that which is
helpful and at the same time provides the right attitudes towards being active in the application
of the discovered values for the common good. It helps professionals confront the most
perplexing and pressing questions of life that puzzle them in their professional roles. The basic
idea is that philosophy is harmoniously related to a precise science, as demonstrated in its
relationship with medicine. This is what we find in Pellegrino's contribution: an attempt to
unite philosophy and sciences and science with wisdom.

There is no doubt that academic philosophy does not seem to produce practical
solutions, theories, accumulated knowledge or scientific results, or commercial goods in the
way we would expect other applied disciplines to do. Nevertheless, one of its functions is the
heavy responsibility of showing people how to live and function rationally by offering a
rationale for the diverse moral convictions which people learn at different stages of life.’!” No
doubt, ethics, in general, is a practical discipline. However, we intend to say here that
Pellegrino's moral ethics demonstrates uniquely that ethics is a practical discipline and that it
applies to every human condition and the values of everyday life choices.

Pellegrino’s virtue-based medical ethics shows how ethics can be helpful in
dealing with practical and peculiar problems in medical practice. Pellegrino’s
demonstration of the practicality of ethics reflects the general views of many

contemporary ethicists who advance that ethics from its original understanding finds its

817 Cf. Martyn Evans, introduction to Advances in Bioethics: Critical Reflection on Medical Ethics (London: Jai
Press Inc., 1998), 14-15.
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roots in the structures of human nature and persons in their day-to-day struggle for self-
actualization through free acts daily choice making. For Drane, ethics is a practical
discipline and part of everyday human life; it is not far removed from human life and
choice making; it is problem solving.®!® Similarly, Alfred Wierzbicki argues: “The most
important problems of life are practical problems, where practical is understood as that

which is connected with practice, with human decisions.”%!"

This point is highly
demonstrated in Pellegrino's approach to ethics, which focuses more on the practical
problems, the medical treatment of humans and on the here and now healing relationship
between the doctor and the patient found in the practice of the medical profession. In
Pellegrino's approach, we emphasize that ethical problems and dilemmas arise more from
the particularities than from the theoretical aspects of professional roles.

It was in response to the practical medical problems found within the context of the
cultural challenges of his time and environment that Pellegrino proposed his theory. While
he set out to tender a solution to the medical challenges of his time, his contributions still
play a significant role in today’s discourse on medicine as a profession. Regarding this
contextual, cultural background, Tadeusz Biesaga remarks: “Edmund Daniel Pellegrino
developed his humanistic, philosophical and ethical thinking in the context of what was
happening in Anglo-American culture at that time. Both the education he received, as well
as what he studied and sought, reveal what trends of cultural, humanistic and philosophical
thinking influenced him and how he processed them in building his philosophy of medicine
and medical ethics.”®?" Therefore, we state clearly that Pellegrino's vision, as we have
demonstrated in the entire work, was to restore and preserve the lost professional dignity
and integrity of medicine, of the physician, and the patient. His desire was to ensure the
stability of an intrinsic and a universally binding medical ethic and not an ethic of political
expediency or societal convention. He clamored for a concrete and sufficient moral guide
on which physicians must base their ethical conducts and justifications in their duties as
physicians. He sought a medical ethic that does not require any negotiations between the
physician and the patient on what constitutes the good of medicine. Any medical ethics that

does consider this background is liable to be shallow and myopic.

818 Drane, Becoming a Good Doctor, 175.

819 Alfred Marek Wierzbicki, The Ethics of Struggle for Liberation: Towards a Personalistic Interpretation of the
Principle of Non-Violence (Frankfurt: Peter Lang, 1992), 1.

820 Biesaga, Spor o Podstawy Etyki Medycznej Teleologizm, 11.

204



We see much relevance in Pellegrino’s proposal that medical ethics should not be a socially
constructed contract varying from society to society, era to era, and patient to patient. This is a unique
way to demonstrate his position that medical ethics must not be whatever is politically negotiated
between the profession and the government or other socially and politically constructed forms of
ethical justifications of modern times. Pellegrino argued for an internal morality of medicine, which
provides a universal medical identity for all times and seasons. Commenting on Pellegrino's essential
concept of the identity of medicine, Hoa Trung Dinh writes: “Most remarkable is Pellegrino’s claim
that the internal morality of medicine has universal significance.”®?! Pellegrino was against a medical
moral climate that seemed like the present politicization of medicine’s identity in the face of medical
challenges such as the present drama of the Covid 19 global pandemic and other medical-related
crisis in which contemporary medicine has allowed itself to be cajoled and controlled by socially, and
politically constructed motives. The politics and circumstances surrounding the COVID-19
pandemic and the harmful effects on humanity is a good example of the politicization of medical
practice that Pellegrino set out to correct at his time. Nancy Snow argues that during the pandemic,
many “mistakes were made by many governments at many levels that allowed the virus to extend
around the globe, resulting in countless deaths and needless suffering, some of it leaving suftferers
permanently impaired.”8%2

More relevance is seen in Pellegrino’s vision to offer a solution to the problems of ethical
challenges and dilemmas in medicine, and of other problems ranging from medicine's abuses, its
politicization, industrialization, commercialization, and commodification caused by medical
practitioners and academicians alike. Sulmasy affirms that many of Pellegrino's ideas and insights in
the philosophy of medicine are not only relevant for contemporary discussions but that they also
remain illuminating and very useful. While some of the thoughts remain incompletely formed and
invite further scholarly inquiry and development, others just seem timeless and correct.®*

The contemporary debate on the philosophy and ethics of medicine employs and relies
so much on Pellegrino’ s philosophy in resolving most of the tormenting modern clinical
challenges and dilemmas in medical practice. His attempt to restore sanity and dignity to the
eroded medical profession has remained beneficial and inspirational to modern medical
practitioners. One could be right to describe Pellegrino as an advocate of profession-centered

virtue ethics in modem medical ethics where the language of rights and principles is more

821 Hoa Trung Dinh, Theological Medical Ethics: A Virtue-based Approach (Boston: Boston College Electronic
Dissertation on eScholarship@BC, 2013), 84.

822 Snow, How Good is Suffering?, 574.

823 Sulmasy, Engaging Pellegrino’s Philosophy of Medicine, 169.
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familiar to the public. This claim finds justification in his theory of virtues in medical practice,

which has been explored in the body of this work.

5.1.2 Sickness and Healing

Pellegrino’s work reflects on different aspects of sickness and the meaning of the reality
of sickness for humanity as a sign of human weakness, futility, and frailty. The reality of the
tradition of sickness and disease and of the care for the sick in both pagan and Judeo-Christian
tradition, which was highlighted by the biblical history of Jesus caring for the sick. Pellegrino's
emphasis that medicine deals with the problems of clinical, public health, and human
encounters with health, illness, and death has remained a special point of reference for
contemporary debates on medicine. The phenomena of sickness and health as we have seen in
this investigation remain the core toward which all medical activities are directed. Pellegrino’s
concentration on these phenomena gives his work a universal quality since it reflects on the
phenomena that affect all human beings regardless of race, place and time. The concepts of
sickness and health are as universal as the concept of humanity itself.

It was demonstrated in this research that the phenomena of sickness and health cannot
be fully understood in a profound sense without the aid of philosophical interventions. The
superficial understanding of these phenomena given by science and technology fails to satisfy
man's curiosity about the concepts of sickness and health and the existential challenges
surrounding the reality of the phenomenon of sickness in human life. He chose to demonstrate
that medicine rests solely not on the realms of physical, chemical, and biological phenomena
observable by the methods of the sciences studying the organism. He argues that medicine is
more than just the search for visible truth about the functioning and malfunctioning of the
human body. Instead, medicine is a search for truth determined by this observable truth, which
serves to heal human beings. Pellegrino's approach provides both the ontological,
phenomenological, and even religious explications about the reality of sickness and health
beyond the one given by biomedical definitions. His philosophical and theological approach to
medical ethics is of great relevance to the contemporary world, where everything seems to be
limited to scientific explanation.

The central relevance of Pellegrino’s extension of the notion of illness from the physical
realm to the ontological dimension provides a framework that enables physicians and other
health care providers to better understand how medicine should be conceived ontologically and

morally. This enhances the efficacy of the role of the clinical encounter in which professionals
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seek to help the sick by caring. Thus, Pellegrino’s model of the concept of the phenomena of illness

and health continues to provide guidance and direction for contemporary medical practice.

5.1.3 The Virtue

Pellegrino is uniquely distinguished among medical philosophers for his virtue-based
approach to medical ethics. He tirelessly advocated for the formation and utilization of medical
virtues in a complex and technologically sophisticated healthcare system. He considers the
training of physicians, which mostly focuses on the objective, and quantifiable science of
clinical practice as insufficient and as at times crippling the values of the patient-physician
relationship in the clinical encounter. Pellegrino provides an excellent vision of virtue by
tracing the history of virtue in moral thought and within the current debate about virtue ethic’s
place in contemporary bioethics. His virtue model underscores the relevance of virtue and
moral values in promoting and protecting medical professional goals. It demonstrates that
moral values and good character traits such as justice, compassion, and trust are indispensable
in medical practice and that they are meant to promote professional efficacy and objectivity.
The virtues discussed in his work indicate that virtuous acts are universal and point to the good
of the medical practice. Pellegrino’s virtue theory demonstrates how empty professional roles
and their ethics are without virtue. Without virtue, knowledge will be fruitless because it lacks
character and science without humanity.

One essential feature in Pellegrino’s theory of medicine is his ability to distinguish
between the values of care and cure in healing process. He identifies care as the core of the
goal of healing without which, cure is impossible. In his philosophical analysis of virtue in
medical practice, Pellegrino attempts to draw a thin distinction between being good in the
various arts and being good as a human being. He however, closes this gap by emphasizing
how both forms of virtues harmonious complement each other in both dimensions. He
demonstrated how being a good person influences the physician’s virtue in medical practice.
Similarly, David Resnik and Kevin Elliott argue that ethical norms, standards, and values play
a fundamental role in promoting professional efficacy and objectivity. This argument is based
on the value-laden nature of professional enterprises. Thus, “values can and should influence
scientific judgment and decision making.”%** The theory of virtue helps professionals to bring

virtues to life application in their professional roles.

824 David B.Resnik and Kevin C Elliott, “The Ethical Challenges of Socially Responsible Science,”
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The particular relevance of Pellegrino’s virtue theory lies in his ability to deal with the
resurgent interest in virtue ethics as it relates specifically to medical ethics. This relevance is
found in his persistence and proposal that virtue is an irreducible element in medical ethics and
that the characteristic of a good physician must be traced in the fusion of general ethics and
special virtue ethics which is peculiar to the nature of medicine as a special human activity that
is characterized by intrinsic goals that are unique to it. His redefinition of ethics in medical
practice guides contemporary physicians on medical ethics, on the healing relationship, and on
the phenomenology of this healing relationship that exists between the physician and the
patient. More so, his work is beneficial and relevant to health policymakers, the educated public
concerned with the state of professional ethics, practitioners of the various branches of
medicine, medical researchers, physicians, philosophers, and ethicists who devote some
interest in virtue theories.

Furthermore, through his virtue ethics, Pellegrino presents a beautiful and unique image
of the physician who is not just a skilled or technically competent person but a morally
competent medical caregiver who is compassionate, loving, and treats the patient not just as an
object of cure but as a fellow human being who needs care and healing. In this cordial and
purposeful image of the physician-patient relationship promoted by Pellegrino, we see the
human face in medical practice in which the virtuous physician strives for the interests. The
profession of healing as perceived in Pellegrino is a delicate one because it deals with the
vulnerable or the dying person. Therefore, the need for the formed in virtue is to enable them

to tread carefully, discreetly, and compassionately.

5.1.4 The good

The centrality of the notion of good in Pellegrino’s philosophy of medicine and its
relevance and contributions to the contemporary debates in medical ethics cannot be
overstressed. He argues that the notion of good is intrinsic to ethics because all ethical systems,
medical ethics included, must begin with the first principle of all ethics, which states that one
must do good and avoid evil. This dictum means that the good must be the focal point and end
of any theory or professional action claiming to be morally justifiable.’?> This implies that the
good must be counted as the only yardstick for moral judgment and guidance. The good of the

patient in Pellegrino’s medical ethics is found in his quadripartite good, as we saw earlier in

825 Pellegrino, The Philosophy of Medicine Reborn, 81.
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chapter four. This theory of the good of the patient generates the physician’s duties and
obligations; it also has applicability for the ethics of the other healing and helping professions
and the virtues and principles pertinent to their practitioners.®?® I am tempted to say that
Pellegrino was too generous in using the good as it applies to the healing profession. The good
of the patient appears to be the most used word in Pellegrino’s works. This underlines the
importance and the centrality of the phenomenon of good in all human endeavors.

Pellegrino was convinced that a clear concept of what constitutes good in general and in
medical ethics would help counter contemporary moral pluralism and relativism as to why we must
be moral and what we define as the moral life. In virtue ethics, he proposes the good person as the
normative standard, upon whom one can rely habitually to be good and to do the good in and under
all circumstances.®?’ For Pellegrino, the concept of the good, or the good, virtuous person, is a
universal concept celebrated in every Western and non-western. The good serves a paradigm person,
real or idealized, who sets standards of noble conduct for culture and whose character traits help as a
model person that others in that culture aspire to be or ought to emulate.®?® In this context, he stresses
the natural in every man to pursue good as a movement to perfection.

While Pellegrino proposes virtue theory as a reliable and tenable ethical framework to
solve the current moral crisis in medicine, he suggests that ethics should be connected to a
coherent notion of the good and the human person. He states: “We need to reconnect ethics to
some notion of the good and a coherent philosophical anthropology.”®* The best way to
reconnect is by re-examining the classical, medieval synthesis, which was in existence before
ethics was torn from its roots in moral philosophy. Suppose we critically amplify the medieval
synthesis, using our newer knowledge of human nature, derived from the biological and social
sciences and reflected upon theologically. In that case, this might consequently provide the
further resuscitation that a practical virtue ethics demands.®*° The emphasis on the good about
the human person and of his nature is paramount to virtue ethics since it claims that one cannot
completely separate the character of a moral agent from his or her acts, the nature of those acts,
the circumstances under which they are performed, or their consequences.**! No ethical theory
can ignore these elements of moral life. Any attempt to ignore them fails to encompass the

fullness and complexity of the challenge and struggle to be good human beings.?*?
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Pellegrino provides a clear and specific notion of good for the professions of helping
and healing through his perception of the patient’s good as the typical end of medical
professional activity. Pellegrino presented the virtue in medicine in which good character traits
make a good physician and dispose him to identify the good of medical practice and works
toward attaining it. His analysis of the good is relevant because it presents the good of the
patient in concrete terms related to the phenomenology of the clinical encounter.

The central attention on the dignity of the human person as the subject of medical
decisions as an individual in a state of vulnerability, anxiety, pain, and dependence, marks
Pellegrino's contribution to the development of the medical anthropology that is built on
personalistic norms. He repeatedly claims that medicine exists for the good of the patient as a
human person. This personalistic feature conforms to the cherished personalistic standards of
Lublin philosophical school, which places the good of the person as the focal point and concern
of all scientific endeavors. Every knowledge aims toward the good and wellbeing of man and
his society. Investigations in Lublin's philosophical anthropology were concentrated on a
search for the foundations of the transcendence of the human person and human amative moral
action.®>3 The value of the human person is discovered for this reason is an absolute value of
the highest dignity, and the truth about the human person becomes the center for philosophical
enterprises—the good of the human person as remains the keyword in Pellegrino's philosophy

of medicine.

5.1.5 Faith and Reason

This sub-title presents the relevance of Pellegrino’s thought on the marriage between
theology and philosophy, or faith and reason, as key for comprehending the phenomenon of medical
practice. Pellegrino’s analysis of the role of faith and reason in medical practice relies on the Catholic
perspective that builds on the special fusion of theology and philosophy that is the distinctive mark
of the Catholic intellectual tradition. In this aspect, Pellegrino brings to light the fact that there are
two wings to understand reality and demonstrates a meeting point between human understanding and
divine understanding. Pellegrino structures medical morality based on a Catholic perspective, which
is framed by belief in an objective order of morality and in a specific philosophical and theological
anthropology, which takes into account the spiritual as well as the material destinies of human life.

This runs counter to the historicist bias in much of ethics today.

833 Krapiec and Maryniarczyk, The Lublin Philosophical School, 62.
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Today more than ever, there is a need for dialogue between science and religion to
enhance their collaborative coexistence and avoid the clash that sometimes emerges between
them. Scientists and theologians must dialogue with one another to scholarly achieve unity and
professional integrity. Pellegrino attempts this dialogue between rationality and faith in his
theory of medicine. The themes of faith and reason are of particular interest in the works of
Pellegrino. He distinguished himself as a Christian philosopher and physician by critically
analyzing the dialogue between faith and reason in medical practice. He sees philosophy as the
basis for understanding the nature of medicine and a solid foundation that provides a good
background for religious, medical morality.

Through his examination of the philosophical virtues alongside the religious virtues,
Pellegrino’s work offers a professional guide to Christian health care professionals who are
often confronted with uncertainty about the place of faith in their professional roles in our
secular and pluralistic society. The medical ethics proposed by Pellegrino helps Christian
health care providers to reconcile faith with reason, and professional duty. Using Christian
bioethical moral principles, he addresses today’s divisive challenges and issues in medicine.
Pellegrino focuses on the Catholic perspective of medical morality for Catholic physicians.
Through the themes of faith and reason, Pellegrino brings to dialogue the relationship between
the basis of the natural sciences and the sense of the Christian religion. For him, there is no
overlapping between science and religion; they both require rationality. He further
demonstrates that the Christian religion explicitly involves rationality. Our analysis of the role
of faith and reason in medical practice requires that we refer to the medieval age and St. Thomas
Aquinas, who is said to be the excellent synthesizer and advocate of the relationship between
reason and faith, which the western world has known.%3*

Bringing faith together with the existential phenomena of life is an exciting enterprise.
It demonstrates the beauty in the inseparable unity of faith and reason in understanding reality.
St. Pope John II in the encyclical, Fides et Ratio, primarily addressed the relationship between
religion and reason and urged Christian philosophers and theologians to enter into a severe
dialogue asserting that “faith and reason are like two wings on which the human spirit rises to
the contemplation of truth.”®* Through his doctrine of the harmony of faith and reason in
medical practice, Pellegrino establishes a special kind of relationship between the patient and

physician not just on the level of professional background but also on the level of religious
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belief. This enables the physician to penetrate the patient's history beyond the professional level
to the deeper level of the patient's life and religion. Pellegrino shows how faith and reason can
combine to create the best possible healing relationship between the health caregiver and the
vulnerable patient. His theory of on integrality of faith and reason in medical morality will
have some remarkable significance if incorporated into the many pastoral works on medicine
and church’s pastoral care for the sick. It also has relevance for Catholic moral theologians and

ethicists who have special interests in medical matters

212



Conclusion

It is clear in the investigation that Pellegrino was interested in establishing a peculiar
identity and essence of medicine which he describes a unique and intrinsic to the nature of
medicine itself. This investigation was guided by three fundamental questions about the
identity and structure of medicine. It sought to understand the profound meaning of medicine
and to answer the question about its purpose and the kind of knowledge, skills and ethics
necessary for its effective practice. It sought to demonstrate that medicine should be essentially
construed by its interior morality and goal and that it should be practiced with moral decorum
since it is a moral enterprise.

The first chapter provided a philosophical background and foundation for our
understanding of the identity of medicine and the need for a philosophy of medicine. It traces
the ethical foundation of medicine. It focused on the intimate relationship, the inevitable
dialogue, and the inseparable connection between philosophy and medicine. In it, we saw the
way Pellegrino argued that although philosophy and medicine are distinct disciplines and have
different outstanding goals and methods of operating, they both strive in a complementary
manner to ensure the welfare of man and society. Through his philosophical and critical
reflection of the content, method, concepts, and presuppositions peculiar to medicine as
medicine, we arrive at the identity and structure of medicine, as that which is intrinsic to the
nature of medicine itself. In this sense, medicine is purpose-oriented and value-laden and a
moral enterprise whose ethics is determined by the internal morality intrinsic to the goals of
the medical profession. These traits of medicine identified in the first chapter paved a way for
the subsequent chapters to discuss the good or the goal of medicine and the knowledge and
ethics required for its practice. This chapter ascertains that the many problems and challenges
of modern medicine can be resolved through philosophical interventions and guide.

The second chapter of the dissertation presented the true face and identity of medicine
as found in the physician-patient relationship and responded to the fundamental question about
why medicine exists and the kind of knowledge that is needed for its practice. It affirmed that
medicine exists for the good of the patient, which is good health. Since the phenomena of
illness and health that characterize the nature of the phenomenology of the clinical encounter
make medicine a value-laden enterprise, therefore, it implies that the practice of the medical
profession requires both scientific and moral competency. It serves to demonstrate Pellegrino’s
proposal that both scientific and ethical knowledge and formation are prerequisites for an

effective medical profession. Both the moral and technical competencies enable the medical
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practitioner to discover and persistently, pursue or attain the intrinsic goals of medicine and to
respond effectively to the problems and complexities of the physician-patient relationship,
introduced by the capabilities of medicine and the pluralism of values in a democratic society,
which are accentuated by the depersonalization inherent in the growing institutionalization, and
bureaucratization of the medical encounter. Pellegrino identifies in this chapter the types of
good sought in medical practice by demonstrating the hierarchy of the patient’s good. He
highlighted also the role of clinical judgement in medical practice.

The third and the fourth chapter presented a virtue-based or humanistic approach to
medical profession and adopts it as an indispensable tool for effective medical practice and for
curbing the medical challenges and dilemmas in modern medicine. The virtue ethics as adopted
in this thesis is integral as Pellegrino attempts to bring to harmony both the principle and virtue-
based approaches in medical morality. It incorporates the different ethical theories into one to
form a formidable ethic for medical practice. The medical virtues work harmoniously and
enable the virtuous physician to always act rightly for the patient’s good. Certain virtues are
discussed as possible virtues for medical practice and the virtuous physician is featured as a
moral beacon in medical practice. The role of conscience and its indispensability in moral
judgement is also featured in this chapter in relation to medical ethics.

Every knowledge is meant to impact positively on the society in which it is used. The
findings and results of this investigation have both theoretical and practical relevance. The
piece of knowledge gathered from the dissertation will be useful in many ways for equipping
healthcare students with the intellectual skills to reflect upon the values, challenges, and
expectations of medicine which they hope to practice someday. It will also help physicians and
other healthcare professionals who cannot practice effectively without falling back to the
philosophy of medicine as a crucial subject. This work seeks to help physicians navigate the
plurality of models available for medical knowledge and practice with philosophical analysis.

More so, the study is essential to both bioethicists, philosophers, and public health
policy-making organizations and agencies in their respective domains. Thus, it is believed that
the study will be a resource on which to draw a framework of thinking, especially for potential
and professional medical workers, the government, and the public in the current debates on
medical matters. The interchange of views between physicians, philosophers, nurses, and
psychologists recorded in this work about the subject matter provides a broader approach and
knowledge to interdisciplinary medical issues. We hope that this study affords the reader,
whether nonprofessional, physician, or philosopher, a helpful perspective on the process of

knowing what occurs in medical practice at a more profound and critical level.
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We have noted earlier that academic philosophy does not seem to produce practical
solutions, theories, or accumulated knowledge in the way we would expect other applied
disciplines to do. Instead, it guides and shows people how to live and function rationally. Our
aim at this concluding stage is to state the ways in which the results of this research offer
solutions to both the theoretical and practical problems, challenges and dilemmas in medicine,
and to other problems ranging from medicine’s abuses, its politicization, industrialization,
commercialization, and commodification caused by medical practitioners and academicians
alike.

The significance of this work, which has both theoretical and practical dimensions, is
connected with some basic conclusions and discoveries that are very fundamental to the
practice of medicine. The researcher reaffirms Pellegrino’s claim that philosophy is at the heart
of the medical practice. Pellegrino characterizes the philosophy of medicine as inseparable,
inevitable and indispensable for understanding the profound meaning of medicine and for its
effective practice. He sees philosophy as providing an adequate explanation to those
philosophical concepts and terms in medicine that practical sciences cannot explain. This re-
echoes that philosophy studies reality in its most profound and most radical aspect and seeks
its ultimate causes, while particular sciences study specific aspects of reality and seek more
immediate and proximate causes.

Another result in this research establishes the character of knowledge for problem
solving. The purpose of responding to the three philosophical questions of the dilemmas of
modern medicine, namely: What is it? What is it for? What knowledge does it need, is to help
to solve the numerous professional, moral, scientific, technological problems and many other
vexing issues in modern medicine. Pellegrino believed strongly that a teleological-based ethic
of the healing profession could serve as a basis of moral authority to solve professional
problems in an era of widespread moral and social pluralism like ours.

More so, a strong point that appears in this research maintains that the ends of medicine
are intrinsically defined from the nature of medicine itself. These ends derive from that which
is more fundamental than medicine itself, namely, the universal human experience of illness.
These ends make medicine what it is. The universality of this experience, its existence beyond
time, place, history or culture- and the need of the sick person for care, cure, help and healing
that- gives medicine its essential character. This notion stands the test of time where medicine
and health care have been commodified, commercialized and politicized by social constructs.
Clinical medicine represents the ideal identity and structure of medicine. For Pellegrino,

clinical medicine is the face -to-face interaction between the physician and the patient in the
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clinical encounter is the true face of medicine. It is also the foundation, the starting, melting or
mega point for a philosophy of medicine, and it is the root of medical morality. When the
knowledge and skills of any of the other branches of medicine are used to heal a particular
person, then the ends of that branch fuse with the ends of clinical medicine. Clinical encounter
gives medicine its true definition and it also both the patient and physicians a sense of identity
to their professional roles. It sets physicians apart from others by publicly declaring them as
devoted to healing the sick. It as well sets the patient apart from the healthy people as one who
is vulnerable and in special need. In addition, personhood takes a special place in clinical
medicine since every constitution and endeavor aims at the realization and good of the human
person.

This investigation reveals that medicine is a moral enterprise because it deals with
moral agents who go into a relationship that goes with moral responsibility. It also deals with
the sensitive themes of human life, health and diseases and other bioethical issues. Thus, moral
and technical competencies are indispensable to medical practice, though they serve from
different perspectives but aim at the patient’s good. This fusion between moral and skill
demonstrates the integrality of Pellegrino’s theory of medicine. Pellegrino amalgamates the
technical and moral competencies into an integral basis for a holistic understanding of medicine
by insisting that the practice of medicine does not consist primarily in the application of
science, nor in a philosophical account of central concepts such as disease or the social and
political understanding of what it means to be ill.

Virtues are indispensable and inevitable in medical practice. The dissertation submits to
Edmund Pellegrino’s proposal that virtues are necessary for solving the problems of modern
medicine. Pellegrino persistently and consistently adhered to the view that a teleological-based
ethic of medicine is the only tenable basis for the ethics of the healing profession as a whole.
Pellegrino held that virtues are necessary for effective professional roles discharge and went
further to define the virtuous physician as a paragon of morality in the society since virtue
distinguishes virtuous persons from others.

Faith and Reason are inseparable. One final but exciting result of this research is the marriage
of the theological and philosophical dimension of viewing reality and for practicing medicine
effectively. He uses this same methodology to marry the theological and philosophical
conceptions of the human person. He fuses the philosophical anthropology’s definition of the
dignity of the human person as a rational being with theological anthropology on the person as
created in the likeness and image of God. He places the human person at the center of every

medical activity and considers human nature as the norm in medical ethics. He does this in
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order to promote and give a profound understanding of the dignity of the human person in
medical practice. By fusing faith and reason, Pellegrino brings to light the fact that there are
two wings to understand reality and demonstrates a meeting point between human
understanding and divine understanding. Today more than ever, there is a need for dialogue
between science and religion to enhance their collaborative coexistence and avoid the clash
that sometimes emerges between them. Scientists and theologians must dialogue with one
another to scholarly achieve unity and professional integrity.

Pellegrino’s approach to the problem of clinical medicine, as examined in this work, is

open to several other possible solutions and systems. He is open-minded to the views of other
scholars and considers their views as equally important for building a comprehensive
philosophy of medicine. Pellegrino's works point to new domains of inquiry that can become
the object of further investigation within the school of the philosophy of medicine. I mentioned
at the beginning that this investigation is neither an attempt to provide a final word concerning
the various debates surrounding the problem of the meaning and practice of modern medicine
nor an attempt to prove that Pellegrino’s model of medicine is complete in itself. This
investigation does not claim to offer a final solution to the problems in medical practice. It
stimulates the need to promote a socially responsible science in an era in which the practice of
scientific medicine is ethically challenged by numerous dilemmas that confront professionals
and scientists on their way to delivering socially accountable scientific projects. These
dilemmas continue to multiply on the basis that science, in particular medicine, is a value-laden
enterprise. This value-laden nature of professional activities continues to increase the demand
for philosophical interventions in professional roles.
Having examined the results of my research, it becomes evident that these results invite further
scholarly inquiry and development of the subject matter. The researcher is keen on adding
further input to the already existing scholarly contributions and steps on the status of modern
medicine and to open new horizons to which further research on this theme can be directed.
The investigation aims to sting to consciousness, stimulate, and provoke further research on
the need to apply philosophical theories and findings into other forms of healthcare professional
roles in medicine, such as nursing, pharmacology, and a host of others.

This approach can, in the broader sense be extended to other investigations on the
identity and structure of other professional enterprises such as engineering, business,
architecture, priesthood, law, and politics. It opens boundaries for further investigations in
other fields of study. The role of philosophy as studied in this research can be applied to other

professions in such a manner that it suits their goals and practices. Medicine itself is a broad
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field. This investigation only adopted a philosophical approach to clinical medicine and on the
physician-patient relationship issues, which culminates in the clinical encounter. This was
described in this investigation as the center and summit of medical activities.

Further study and research in this field could be centered on the role of particular
sciences in aiding philosophical investigations. It is possible to study the position and the
necessity of specific sciences in promoting philosophical studies. For instance, we have in this
dissertation examined how philosophy shapes and purifies the profession of health. It is
possible also to undertake a survey of how medical facts serve as a tool for philosophical
investigation and enterprise. This dissertation is just a tiny window that opens to further

research possibilities.
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