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The above letter was referred to the author of the 
article in question, who offers the following reply: 

To the Editor: Because Dr. Chop is doing precisely what 
I recommended in the article to which he refers - see
ing the debate about health care ~~form as involvi~g 
ethical issues and not merely polItlcal and economIC 
issues - I can hardly criticize his conclusions too 
severely. A few brief reactions might, however, be 
informative. 

The basic moral difference between Dr. Chop's 
position and my own appears to lie in the relative pri
ority of libertarian or individualistic values and what 
are increasingly being called "communitarian" values. 
Those who hold that the American political tradition 
should adhere solely to libertarian values would, of 
course, denounce any government-run health care sys
tem or indeed any health care system at all that de
pends upon either taxation ?r I?andates. Bu~ ~~se lib
ertarians must then deal WIth Important CntlcISms of 
their view of the individual- that they have created an 
unrealistic portrayal of an isolated, atomistic being 
whose membership in families, communities, and 
other social and cultural units is irrelevant to the moral 
definition of selfhood. In addition, this system of 
morality is totally inadequate to define what would 
count as a compassionate or caring society, once we get 
beyond the procedural stipulation that all members 
of the society must have freely consented to whatever 
is done. 

This view of the American political tradition was dis
cussed within the ethics working group to the "secret" 
Health Care Reform Task Force and was rejected in 
favor of a view which holds that Americans have always 
adhered to a balance between libertarian and commu
nitarian values, even when our political rhetoric 
seemed to deny the existence of the latter. (It might be 
of some interest that it was more the religious, rather 
than the philosophical ethicists, in the group who took 
the lead in demanding that we confront the communi
tarian values as an important component of our politi
cal tradition.) On this view, human individuals are fun
damentally beings who live in societies, and the. societies 
in which we live and in which we have been raIsed form 
an important element of our identities as persons. ~ot 
only is a good society one in which w.e. assure a ,?d.e 
range of basic liberties equally to all cltlzens, but It IS 
also a society in which, when it comes to important 
personal and social goods, some bala~cing occurs be
tween individual liberty and other baSIC values. 

My colleagues who practice and teach in such coun
tries as Canada, Australia, and New Zealand would 
deny heatedly that their nations do not cherish in?ivid
ualliberty. (They might add that what they see In the 
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US is not cherishing of liberty but some form of idola
try.) They certainly believe that nationalized health 
care in their countries, particularly in the old days 
when funding was more plentiful, is fully consistent 
with respect for individual freedom as a core political 
value. 

Returning to the practical level, I see every day in my 
own practice how my own choices and the choices of 
my patients are constantly being ero~ed. SeldoI? i~ it 
government interference, today, that IS the culpnt; In

stead it is the operations of the "free" market system as 
both employers and insurers seek to maximize profits. 
As new insurance and managed-care contracts are 
signed, the rules of the game seem to change month by 
month, and the hassle factor rises exponentially. I can 
only conclude that if! want to practice the sort of medi
cine that I was trained to practice and to serve the 
needs and interests of all of my patients (not just the 
temporarily well-insured ones), the Clinton plan would 
offer a much more positive environment than the 
present fragmented, market-driven nonsystem. 

Howard Brody, MD, PhD 
Michigan State University 

East Lansing, MI 

To the Editor: On reading Brody's article l on the virtues 
behind the Clinton health care plan - the third such 
article that I have read on this very same subjectl·3 - I 
was reminded of Mark Twain's observation, "The more 
he spoke of virtue, the more we checked our wallets." 

'Why do we need to be told over and over again that 
Clinton's plan is virtuous? After all, most Americans do 
support universal access to health care. 

Robert Blendon of the Harvard School of Public 
Health explains that the public has a low level of confi
dence in the government. "Unfortunately, complex 
plans require a very high level of trust of political lead
ers, because you basically have to say - 'Look, I can't 
understand this, but I trust you.' And Clinton does not 
have that level of trust. "4 

The public fear is that decisions about medical care 
will be made by a blind bureaucracy; Americans fear 
that their personal physicians will be replaced by an 
impersonal "doc in the box" who worries more about 
cost containment than treating their illnesses. Another 
fear of older Americans is that the Clinton health care 
plan will actually decrease their medical coverage, es
pecially if rationing is instituted in the future. 

Brock, who was also on the Clinton ethics panel, ad
mits that "Health plans facing cost containment pres
sures would make many decisions about what type of 
treatment is appropriate given the cost, and they would 
seek guidance from ..• authorities about what limita
tions they impose. "2 

Civil libertarian Nat Hentoff'S has observed that 
Hillary Rodham Clinton's statement that "people 
will know that they are not being denied treatment 
for any other reason.:that it is not appropriate - will not 
enhance or save the quality of life" (italics mine) could 
mean being denied treatment if you are judged to have 
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a poor quality of life, i.e., if you are old, retarded, or 
chronically ill. 

Several years ago, publisher Frances Leatl predicted 
that the economic pressure of caring for the elderly 
will lead to an increased use of living wills, nontreat
ment decisions, and the legalization of physician-aided 
dying. One indeed wonders whether the recent 
propaganda deluge promoting "voluntary" physician
assisted suicide has a connection with the need for cost 
containment. When the Administration turns to pro
ponents of euthanasia, such as Brock' and Brody,8 to 
write the ethics behind their plan, when our beloved 
Surgeon General supports assisted suicide for the seri
ously ill,9 and when the White House director of dis
ability outreach thinks this "right" should be granted to 
the disabled,!O it makes one wonder. 
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To the Editor: Dr. Brody's insightful article "Moral 
Values in Health Care Reform" (May-June 1994) was 
greatly appreciated. His insider view was most inter
esting. Perhaps pseudoinsider would be more appro
priate, as he was a consultant and not a member of the 
ethics subgroup. 

His status raises a question about the merits or ethics 
of the entire process. Medical professionals were not 
initially included in the working groups, and only a 
relatively few were added as consultants when the out
cry became bothersome to the Clinton administration. 
This purposeful exclusion of those best qualified to ad
dress health concerns is problematic. Further, these 
lawyer-bureaucrat groups were chaired by a person 
who has no pertinent qualifications whatsoever other 
than being married to the President. President Clinton 
governed Arkansas for a decade, and that state never 
ranked above 49th for health care. I would be hard
pressed to come up with a group less qualified to make 
health recommendations. 

Perhaps these lawyers and bureaucrats would let a 
group of practicing physicians draw up a plan for con
trolling escalating legal and bureaucratic costs. Such a 

plan would limit their numbers to a percentage of the 
population equal to other countries, which would 
greatly decrease their numbers. A global budget rate 
fixing, requiring that 55 percent not work in specialty 
areas, such as malpractice and product liability, and re
quiring them to work for one of three govemment
controlled companies would also be a part of such a 
plan. Of course, accepting money from a client would 
be a felony just as accepting money from a patient 
under the Clinton plan would make me a felon. 

I think regulation without representation is fully as 
immoral as was taxation without representation. 

Indeed, my major opposition to this health plan is 
not based on any particular aspect of the plan (although 
it is filled with ill-advised ideas). It is based on the im
moral way in which the plan was drawn up and the im
moral underpinnings of centralized control upon 
which it is constructed. 

Dr. Brody asserts that a driving force for health care 
change is the "widely agreed" upon idea that health is 
taking money that could be used to make "our nation 
more competitive." First, "widely agreed" is not the same 
as true. Second, the use of warm and fuzzy phrases like 
making "our nation more competitive" means precisely 
nothing unless there are specific ways to accomplish 
this. Even supposing this plan could save money (which 
it cannot and will not), there is no reason to expect that 
these imaginary savings would make our nation more 
competitive - whatever that phrase means. 

The rationale behind this competitiveness idea that 
business will spend less on health care is obviously 
false. Most of our present economic and job growth 
comes from small businesses that often do not offer 
cradle-to-grave benefits. Forcing these businesses to 
buy health insurance will make them less competitive. 
Because many physicians fit this group, then physi
cians' expenses and health care costs will also rise. Sec
ond, the added cost of insuring marginally productive 
workers will increase unemployment by making these 
workers unemployable. t-) As unemployment increases, 
tax revenues fall. To make up for this, remaining work
ers and businesses must pay more taxes, further lessen
ing our competitiveness, not to mention that the un
employed worker loses esteem, income, and training 
that would have qualified him for a better paying job. 
The net result is a less competitive nation. 

Further, the health care "problem" was never de
fined by the Administration; therefore, any "solution" 
is fatally flawed. Eighty-seven percent of Americans are 
insured.4 Of the remaining 13 percent, nearly one-half 
earned more than twice the poverty level (> $23,000 for 
a family of four) and could be expected to pay for their 
health care or insurance.! A full two-thirds of the unin
sured are not poor.s Most of the uninsured were unin
sured for only a short time. The chronically uninsured 
number only 3 percent of the population. All the eld
erly have insurance (Medicare). The poor have Medicaid. 
All pregnant women and women and their families 
with young children who cannot afford insurance are 
already eligible for insurance. All emergency depart-
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