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I
t’s almost like playing “Who
Wants To Be a Millionaire?”when
medical ethicist Leonard M. Fleck
challenges an audience of health
plan executives to answer hypo-

thetical questions about whether insur-
ers should pay for certain medical treat-
ments. Like the game show’s audience,
the executives punch their responses
into handheld radio-wave devices, gen-
erating graphs on Fleck’s computer. The
graphs show differences of opinion and
spark debate, all on the topic of how to
provide just and ethical care to a group
of members within a limited budget.

“The goals are educational,” says
Fleck, a professor of philosophy and
medical ethics at Michigan State Uni-
versity, who holds several workshops for
health plans each year. “Health plans
would like their board members, man-
agers, and staff to have a better under-
standing of what the problems of health
care rationing are all about.”

The atmosphere is less technological
but the debates are similar at meetings
of the Ethics Advisory Group of Har-
vard Pilgrim Health Care. Harvard Pil-
grim set up the panel, now led by medi-
cal ethicist and psychiatrist James Sabin,
MD, to help executives identify key ethi-
cal concerns as they make policy decisions.

As medicine advances and new treatment tech-
nologies become available, health care plans are

grappling with whether or how to pay for them.
One way to deal with such decisions is by working
with medical ethicists, professionals who have been
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WHERE DO NO HARM MEETS
THE RIGHT THING TO DO
Managed care’s spread parallels the growth of the study of ethics in medical
care. Ethicists help plans focus on essentials when making policy decisions.
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trained in philosophy to identify options and eval-
uate them from all concerned perspectives. Health
plans are formally and informally consulting with
ethicists, hiring them to conduct training work-
shops, and asking them to contribute to special
projects that focus on ethics.

Such interaction should — and will — grow in
the future, say executives like Judith Black, MD, se-
nior products medical director at Highmark Blue
Cross Blue Shield in Pittsburgh. Medical ethicists
from the University of Pittsburgh have written the
end-of-life care guidelines that Highmark
makes available to physicians, and they
are helping the health plan structure po-
tential palliative care benefits.

“It’s really important for a health plan
to build relationships with ethicists who
are available in their community,” says
Black, a geriatrician who has a give-and-
take relationship with local ethicists. She
serves as a faculty member for the Con-
sortium Ethics Program at the University
of Pittsburgh, and often participates in
retreats or workshops the ethicists set up.

Supply and demand
With cloning, genetic testing, artificial

hearts, and other technologies making
headlines on a regular basis, managed
care plans are not the only ones consult-
ing medical ethicists these days. President
Bush, in January, assembled a panel of
such experts to help his administration navigate dif-
ficult medical questions and to advise him on top-
ics such as stem-cell research. Ethicists also partici-
pate in radio and TV news shows and are frequently
quoted in the press.

While it is impossible to pin down a specific
number of people who work as medical ethicists —
there is no accrediting body for the field — their
ranks have been growing rapidly in the last two
decades. When MSU’s Fleck began his training in
the early 1970s, “maybe one foot of library shelf
space was dedicated to all the books relevant to
health care ethics.” Today, the field is so large that
medical ethicists tend to specialize in one of several
different areas of study, Fleck says (see “Who Are
Medical Ethicists?” on opposite page).

The American Society of Bioethics and Hu-

manities, a Glenview, Ill., trade association, today
has 1,600 individual and organizational members,
a 10- to 15-percent increase from when the society
was founded in 1998, according to Executive Di-
rector Dick Muir.

Graduate school training programs in bioethics
and medical humanities have grown, too — 182
percent since the 1970s, according to a study by the
association late last year. Forty-seven institutions in
the United States and Canada offer graduate train-
ing programs in the field, where students can earn

everything from certification all the way
up to doctoral degrees. Of those pro-
grams, at least 42 were established in 1990
or later.

Still, a gap exists, because only a small
number of ethicists are trained in the dual
discipline of managed care and ethics,
some health plan executives claim — and
many ethicists agree.

Medical ethicists would be welcome to
take part in policy-making committees
at BlueCross BlueShield of Tennessee —
if there were enough of them, says Steven
L. Coulter, MD, senior vice president and
chief medical officer. “We do not have
medical ethicists as a formal part of those
committees, simply because there aren’t
that many medical ethicists running
around. I’d love to [include them], but
you are not going to find these guys listed
in the yellow pages.”

What makes them tick
Managed care ethics necessitates philosophical,

medical, and business expertise — not an easy
combination to acquire, admits Fleck, a philoso-
pher who has worked hard over the years to acquire
the medical knowledge his work demands. “Man-
aged care adds another layer of broad disciplinary
knowledge that one is supposed to have. To be
credible, you need to understand the economics of
health care, politics and policy, and organizations.”

But the relationship between the two fields also
is in its earliest stages, and many health plans have
yet to define what they need from medical ethicists
— or whether they need ethicists at all.

Michael S.Victoroff, MD, a trained medical ethi-
cist and MANAGED CARE’S ethics columnist, worked

Medical ethicists can play
a valuable consultative role
for health plans that must
navigate sensitive areas,
such as end-of-life care, says
Judith Black, MD, a 
Highmark Blue Cross Blue
Shield medical director,
whose responsibilities focus
on products for the elderly.



from 1997 until just recently as a medical director
at Aetna Inc. While he used his philosophical train-
ing to make decisions and contribute to national
policy discussions, the insurer never called on his
ethics training specifically, he says.

“Several organizations that I’ve worked for have
had the explicit understanding that
the board of directors was the ethics
committee of the company.Whether
they had any training or not, it was
their responsibility to keep the com-
pany on track in terms of large-scale
policy,” Victoroff says.

“Also, many of the medical direc-
tors at Aetna thought of themselves
as the medical conscience of the
company, but very few of them had
any formal ethics training.”

Conflict of interest?
Questions also exist as to how

ethicists should be compensated by
insurance companies.

“There is a risk that if I’m paid by
a managed care plan to give a bless-
ing to some kind of rationing pro-
tocol, I may well be compromised in
my ability to make very hard critical
judgments by the fact that I’m paid
by them,” says Fleck.

Ethicists employed by pharma-
ceutical companies and corporations
working on cloning techniques have
been publicly criticized by their col-
leagues for lending their “seal of ap-
proval” to morally controversial
practices, Fleck, Sabin, and others in
the field point out.Yet managed care
organizations across the country say
that they have built ties with medical
ethicists who have made valuable
contributions to what decisions are
made and how they are made.

For years, Kaiser Permanente has
supported programs developed by
medical ethicists, says Robert H.
Richardson, MD, director of the
Ethics Service for Kaiser Permanente
Northwest. Richardson, a pulmo-

nologist and a trained medical ethicist, spends more
than a third of his time directing the service, which
develops educational programs and supports an
ethics committee at the region’s main hospital,
Sunnyside Medical Center in Clackamas, Ore. The
service trains physicians, nurses, social workers,
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Who are medical ethicists?

Medical ethicists are helping the country’s policy makers and
health care system sort out controversial issues surrounding

emerging medical technologies.Trained in philosophy, these ex-
perts are able to look at an issue from all sides, identify options, and
scrutinize those options for fairness. But that is where their univer-
sal characteristics end.

Medical ethicists are a diverse bunch, having pursued their work
through a wide variety of paths. Some are academic philosophers
with PhDs who have learned about medicine on their own, while
others are physicians who have studied philosophy through gradu-
ate programs and fellowships. Some are social workers or business
students who have sought training in bioethics.

“It is as eclectic a group of people as you can possibly find in the
medical field,”says Dick Muir, executive director of the American
Society of Bioethics and Humanities, a Glenview, Ill., trade associa-
tion.The group has members who are full-time academic ethicists
and others who carry a clinical load and practice bioethics on the
side, Muir says.

“My ethics role has been one of the most satisfying parts of my
medical career,”says Robert H. Richardson, MD, director of the
Ethics Service for Kaiser Permanente Northwest.Working in an
intensive care unit in the late 1960s, Richardson helped develop a
hospitalwide ethics committee, then spent a year studying medical
ethics at the University of Pittsburgh.

“A lot of medical ethics issues arose out of our use of medical
technology and in patients with critical illness,”he says.“Back then,
there was nowhere to turn.”

Today, medical ethicists most commonly work for universities,
medical institutions, or as independent consultants.They often
specialize in one of five areas, according to Leonard M. Fleck, pro-
fessor of philosophy and medical ethics at Michigan State Univer-
sity: research ethics; genetics; end-of-life care; reproductive medi-
cine; and health care justice, which includes managed care issues
and cost control, as well as issues in government health care policy.

Hospitals often employ physicians who serve at least part-time
in an ethics role, leading ethics consultation services, for example.
Such services train everyone from clergy members to nurses to talk
with individual patients about moral dilemmas as well as to set
ethics policies for hospitals.While the Joint Commission on
Accreditation of Healthcare Organizations does not require that
hospitals have ethics committees in place, it is one way that hospi-
tals can fulfill standards about ensuring patients’ rights.
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and others, enabling them to consult in-
dividually with patients about ethical con-
cerns. It also develops policies on end-
of-life and other patient care issues.

Richardson also is part of a regional
ethics council that debates overall issues
about benefits, including reproductive
rights, and is helping to develop a pallia-
tive care program for Kaiser Permanente.
He is the resident ethicist on Kaiser’s na-
tional technology review committee and
is part of the insurer’s organizational
ethics panel, which consults on ethical
matters for many of the insurer’s busi-
ness committees — including those that
routinely deal with utilization and bene-
fits issues.

BlueCross BlueShield of Tennessee’s
Coulter is not an ethicist, though he has
attended many ethics workshops and has
served on the Blue Cross and Blue Shield Associa-
tion’s task force on ethics. Over time, he’s forged re-
lationships with several medical ethicists across the
country on whom he can call for advice.

When the Tennessee plan is considering whether

to cover a new technology, the first ques-
tions it asks focus on whether the tech-
nology works and, if so, how much it is
going to cost, Coulter says.

“From time to time, you are faced with
the corollary question — and this is where
it starts to get really tough — of whether
it is worth the cost. A lot of times, it’s easy.
The treatment works, and it doesn’t cost
much. Or, it doesn’t work and costs a lot;
that’s no problem either. But if it kind of
works and it costs a lot, then you are be-
ginning to get into ethical issues. On those
issues, we may consult with a medical
ethicist and say, ‘Give us your take on
this.’”

As a rule, Coulter or one of the com-
pany’s medical directors will call a medi-
cal ethicist for informal advice on a spe-
cific policy question, but not specific

cases. The health plan also has asked ethicists to
write formal statements on certain issues being
considered by the state’s legislature that it can dis-
tribute, Coulter says.

Thorny issues
At Harvard Pilgrim Health Care,

executives can consult an ethics
panel on everything from whether to
cover controversial treatments to
how to pay affiliated providers. The
Ethics Advisory Group, led by Sabin,
also includes employers and doctors
from the insurers’network. The goal,
Sabin says, is to help people “pool
their thinking around volatile is-
sues.”

Last year, Neighborhood Health
Plan, a Harvard Pilgrim affiliate that
covers both commercial and Medic-
aid members, classified a liver trans-
plant for an HIV-positive patient as
experimental and denied coverage
for the procedure. In doing so, the
insurer was following existing medi-
cal precedent, and two independent
review boards upheld the decision.
Still, the patient and an AIDS activist
group protested the denial. Jim Hoo-

A protocol for ethics in managed care

Medical ethicists have been working alongside employers,
managed care executives, physicians, and consumer groups

to develop a statement of ethical managed care principles to be
distributed by the American College of Physicians and the Ameri-
can Society of Internal Medicine later this year.

“The statement was meant to bring together all the disparate
parties that have some stake in the provision of health care in a
managed care environment,”says Daniel Sulmasy, MD, PhD, direc-
tor of ethics at St.Vincent’s Hospital Manhattan and New York
Medical College.“We wanted to get everyone around the table to
hammer out some basic ethical principles that might guide deci-
sion making for everybody.”

Though an exact release date has not been set, the document
will provide a framework for addressing ethical issues. It empha-
sizes honest communication between insurers, physicians, patients,
and employers — rather than shouting through the news media,
Sulmasy says.The reason ethicists were involved in the creation of
the statement, Sulmasy says, is that the project was not simply a
negotiation in which compromises could be agreed on.

“Ethicists provide clear thinking, identification of what ethical is-
sues are, and help in understanding what the ethical non-
negotiables might be.”

Ethicists can share 
thinking on topics that have
been debated extensively
among themselves but may
not be understood beyond
their circle, says Albert Jon-
sen, professor emeritus of
ethics in medicine at the
University of Washington.



ley, the plan’s president and CEO, in November
turned to the ethics panel for advice on sorting out
the issues of covering this and other experimental
procedures in the future.

The panel pointed out that companies purchase
insurance that excludes experimental treatment,
so Neighborhood Health Plan is on strong ethical
grounds if it continues its policy of denying such
treatment for commercial members. The activist
group contends that insurance contracts often do
not explain what standards are used to classify a
treatment as experimental, which could lead to
confusion.

It’s that kind of step-by-step thinking
that medical ethicists can provide to man-
aged care discussions, says Albert Jonsen,
professor emeritus of ethics in medicine
at the University of Washington in Seattle.

“A person with philosophical training
has a particular competence in assuring
that argument and discussion move log-
ically,”says Jonsen, who serves on the Blue
Cross and Blue Shield Association’s na-
tional technology-review panel, a group
that includes specialty physicians and an
employer representative.

Ethicists also contribute by bringing
up topics that have been debated exten-
sively within their own field. If a treat-
ment has great risks and potential bene-
fits, an ethicist might talk about informed
consent and point out that the patient
should be presented with the facts and
allowed to make the decision.

Genetic technologies, for instance, present di-
lemmas that ethicists study.

“One thing that makes genetic technologies dra-
matically different from the usual medical tech-
nology is that they always have implications for
the patient’s family,” Jonsen says. “To evaluate the
effect of a genetic medical technology requires not
merely considering its effect on the patient — as we
usually do — but also having to ask wider questions
about what sort of knowledge should be brought
to other parties about genetic traits that may cause
disease.

“That’s a discussion that has been carried out ex-
tensively in the field of medical ethics, but when you
get a group of people together who are not experts
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in genetics or medical ethics, they tend to miss that
point of view.”

Cutting through clutter
Ethicists’ emphasis on clarity and consistency

can be helpful to health plans as well. Priority
Health, a Grand Rapids, Mich.-based health plan,
hired Michigan State’s Fleck to conduct ethics
workshops with its board, managers, insurance
agents, and customers.

“From a practical standpoint, a lot of what came
out of it has helped us develop policies and prac-
tices that we continue to follow,” says James Byrne,

MD, chief medical officer at Priority
Health. Fleck urged the health plan to put
consistent procedures in place for making
coverage determinations and for handling
exceptional cases, such as those where ex-
perimental treatment is proposed for a
terminal disease, Byrne says.

Another medical ethicist employed by
a local hospital sits on Priority Health’s
appeals committee and similarly empha-
sizes consistency, Byrne says. The com-
mittee makes final decisions on cases in
which the health plan has denied cover-
age of a treatment. The ethicist “reads the
certificate of coverage and says, ‘We need
to follow the rules,’” Byrne says. “He is
very careful about suggesting that we
make an exception if it is clear in the cer-
tificate of coverage that whatever it is, we
shouldn’t pay for, as opposed to willy-

nilly saying we’ll make an exception.”
Ethicists have surprised Priority Health CEO

Kimberly K. Horn by saying that paying for any-
thing anyone wants isn’t necessarily ethical. “You
think an ethicist coming in would be pushing the
other way. But they acknowledge that a limited
amount of resources has to be used for the benefit
of all, and using a disproportionate amount on a
few would mean that there is less for the others.”

The need to consult with medical ethicists will
continue to grow, says Coulter.“Issues around new
technologies, such as cloning, come up on a daily
basis, and I don’t see any abatement of that whatso-
ever. We’ve got experts making all of this wonder-
ful technology. We need a few experts telling us
how we ought to use it.” MC

In theory, there is a risk
that if an ethicist is paid by
an MCO to bless a protocol
for rationing care, that
ethicist’s ability to make
critical judgments may be
compromised, says 
Michigan State University
Professor Leonard Fleck.


